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11. BHbAlcC

12. Chest X-Ray
13. 2D ECHO)
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Kindly anange to get the above proponent m« ically examnined Ui, A
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LIC of India
Branch Office
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proposalNo__ 8 95/34/1

Name ol the Life to be assured

Taid ol L
| have satished myselt with regard to the identity ot the Lite to be assured belore mnduming tests
examination foyWhich reports are enclosed. The Life to be assured has signed as below in my
presence. R
Dr. Fézgéi() A\

S o RGP

Name:

' sonfirm. | was on fasting for last 10 (ten) hours. All the Cxamination / 18315 a5 menticned below were done

with my cnnsent,‘

@w;%/”’

ICinmah af tha | ifa ta ha acenrar)
luialnq-q- B e R W R - 'Il"ll-l'

Name of life to be assured:

Mopr g kA M
The Life lo be assured was identified on the basisof _ﬂ PO ﬁ—/"‘/'/)_ :

—— e ——

Date: _2 ﬂ//“ / 901

——

s Sl o S

ONE KA i AR RS

—_—
Danorte Enclosed
I | l
Heports Name Yec/No Heports Name Yes/ND

ELECTROCARDIOGRAM

PHYSICIAN'S REPORT

COMPUTERISED TREADMILL TEST

IDENTIFICATION & DECLARATION
FORMAT

HAEMOGRAM

L MEBEAL EXAMINER'S REPORT

LIPIDOGRAM

BST (Blood Sugar Test-Fasting & PP) Both

BLOOD SUGAR TOLERANCE REPORT

L-/FﬁgTFastlng Blood Sugar)

SPECIAL RIO-CHFEMICAL TESTS - 13 (SBT-

PGHS (Post Glucose Blood Sugar)

13)

L_Aﬁﬁrur LIRINE ANALYSIS

Pranncal and nther doriments

REPORT ON X-RAY OF CHEST (P.A. VIEW) Hb%
ELISA FOR HIV Other Test |
Comment Medsave Health Insurance TPA Ltd.
Authorized Signature, OSPY.t Bll
WAV sty
- ' -
F:zﬁi 'B‘E.Lm 1
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_ _ _ | ' Branch Code: -
§2: Llc MEDICAL EXAMINER'S REPORT | Propocal’ Policy No- 1S 937 5747
Form No LICO3-001(Revised 2020) | MSP name/code : I

L Rad L Frgm o TRNH I v : — -
= O i [ B - F
kel B By Datc& Time of Examination:

| Medical Diary No & Page No:

Mohila No of tho P.’E‘ﬂ‘"""“' il to bo necyrod:

L I S [ i e W - T -

j identity Proof verified: AT ..,;_,-_Q__u_." ID Proof No. . 116 %
! (InCase of Aadhaar Card please mention only last four diqits) S -
|

[ [ Note: Mobile number and identity proof details to be filled in above . For Physical MER, ldentity

. Prool is 1o be verilied and slamped.]

| For Tele’ Video MER, consent given below is to be recorded either through email or audio/video
- message. For Physical Examination the below consent is o be ub:ained(pﬂgci R:-:aminannn.
Dr. RESHOO G
E'“'C‘LITU lIKe to inrorm thattniscall withy vist o or ...oovveeieo . ‘I'Ir-'I'E'r.::P ... ([NAame ol 1ne Medqical
xaminer) is for conducting your Medical Examinati 8/ Vi i inati
<o Magrpk 2 = ation through T eley Vidag(Physical Examination on

e o lbe =00 0 0 &
LI bl wi o

| Signature/ mb impression of Life to be assured
| (In race nf Phyc:ir-::ﬂ Fxaminatinn)

\ 1| Full name of the life to be assured: /M ON/ 77/ A VLA Lo A

.2 | Datc of Binth: O/ /62779 Y Age: (X4 ~ IGender: £

EN Height (Incms): /44 | Weight (inkgs): 72 |
& | Neguired only in case of Physical ML |
‘ | Pulse: Blood Pressure (2 readings): }
| i é? . Systelic /20 Diagtelic Q:T% |
| 2. Systolic /20 Diastolic | |

' ASCFRTAIN THE FOLI OWING FROM THE PERSON RFING FXAMINED
|I |
;' | If answer/s to any of the following questions is Yes. please aive full details and ask life to be
| assured (o submit copies of ali treaiment papers, investigation reports, histopatnoiogy report
discharge card, follow up r s elc. al ' [ |
[ q A p reports elc. along with the proposal form to the Corporation

S | a Whether receiving or ever received any treatment/

medication including alternate medicine like ayurveda,

| |  homeopathy etc ?

D. Undergone any surgery / hospitalized for any medical

1 condition / disaniiily / injury due {0 accideni? %
/

c. Whether visited the doctor any time in the last 5 years ?

I e mnrme b memy g b by mmn o5 Y b T Y s ws

w answer 10 any Oi the questions S{a) 1o (c) ) is yes -
I. Date of surgery/accident/injury/hospitalisation

W !’\lﬂhlrn and ~anico

o e E e G § e e ek e e

lii. Name of Medicine
iv. Degree of impairment if anv
v. Whether unconscious due to accident, if yes, give duration

6 In the last 5 years, if advised to undergo an X-ray/ CT scan/
MRI/ ECG / TMT / Blood test / Sputum/Throat swab lesl or any ) No

other invesligatory or diagnostic tests?
Please specify date , reason ,advised by whom &findings.

7 | Suffering or ever suffered from Novel Coronavirus (Covid-19)
or experienced any of the symptoms (for more than 5 days)
such as any fever, Cough, Shortness of breath, Malaise (flu-
line finedness), Rinnuniea (inucus dischiaige iom ihe nose), NG
Sore throat, Gastro-intestinal symptoms such as nausea,
vemiting and/cr diarrhocg, Chills, Repeated shaking with chills
Euscle pain, Headache, Loss of taste or smell within last 14
1ays
If yes provide all investigation and treatment reports

—

SPITAL
N V:g’; FGAR;*-
K Ew ppL100!
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e Ip re) or
' Hypertension (high blood pressu }
8 ke gﬂ:ﬂ:ﬂg ::{'FT'“ {psigzr lovels higher than normal or history

o B ikt

. e
{ sugar /albumin in uring
b gin:n?whnn any follow up and date and value ol lasl
: sugar levels?
checked blood pressure and suga .
c. Whether on medication? please give name of the prescribed
medicine and dosage |
d. Whether developed any complicalions due to diabetes?
0. Whether suttering from any other endocrine disorders such
as thyroid disorder elc.? B ” -
| i Any weight gain or weight 10ss in last 12 monihs (oiner than
| by diet control or exercise)? - )
_n__f_-._ _I.. ljl. -___I .l..T-'1 [ IR [ — = 'Ii_l;.i."}t.l".ld
2 | a. ANy TnSiuy Ul ulieast patll, Hreal ladllaun, pPalnianuy
breathlessness on exertion or irregular heartbeat?

‘ b. Whether suftering from high chelestero! ?

FOl e e

| ¢. Whetheron medication for any heart ailmenV high
rholesternl? Please state name nf the prescrihed medicine

| ‘ and dosage.

| | d. Whether undergone Suraery such as CABG, open hearl

L 1 surgery or PTCA?

10 | Sutfering or ever suffered from any disease related to kidney

\ - such as kidney failure, kidney or ureteral stones, blood or pus

| in urine or prostate?

11 | Suttening or cver suticred trom any Liver disorders like
1| | cirrhosis, hepatitis, jaundice, or disorder of the Spleen or from

| - any iung reiaied or respiralory gisorders such as Astnma,
| bronchitis, wheezing, tuberculosis breathing difficulties etc.?

r)

1™, il e e e e e L Mile e o e ca cala = lils=
WG W TYED SIS Sl il al Ir i wiouinuch g% =

anaemia, thalassemia or any Circulatory disorder?

-
[ #% ]

CiiHlmrmmm Aar Avear riHAarsaA frnrr] Aarmii Farmm Af manaar lrailiasamis
M B BE Ah Rl e W Nl nd b sl el B AR AR IRAE T WA Rl B leed s LA Ry

 tumor, cyst or growth of any kind or enlarged lymph nodes?

14 | Suffering ar aver sufferad from Enilensy nervoue dicorder,

- multiple sclerosis, tremors, numbness, paralysis, brain stroke?

15 | Suffering or ever suffered from anv phvsical impairment/

| | disability /amputation or any congenital disease/abnormality or
| disorder of back, neck, muscle, joints, bones, arthritis or gout?

|r 16 | Suffering or ever suffered from Hernia or disorder of the
| Stomach / intestines, colitis, indigestion, Peptic ulcer, piles, or
| any other disease of the gall bladder or pancreas?

17 | a. Suffering from Depression/Stress/ Anxiety/ Psychosis or any
other Mental / psychiatric disorder’
b. Whether on treatment or ever taken any treatment, if yes,
. . piease give deiais ol ireaimeni, prescribed medicine and
dosages
b e = e = N2 E TCaoimem e

-
co

ls il smesm smemaos = -~ el i =l L I HE T T
|l LIS S I';.lli]' ﬂl."l'l.ﬂlll'ﬂ"'l] L™ I_]'Eﬂ- l"p-ﬂl LICHRY UL RPN |'|:..;:-..;'.t‘j.,|
(dealness/ discharge from the ears), Nose, Throat or
« Mouth teath cwelling of aume / tonaue, tobhaceo stains or signs

of oral cancer?

k lested positive or i1s/ are under treatment tor HIV

\ /AIDS Sexually transmitted diseases (e.q. syphilis,
\ '1 gonorrhea, elc.)
|

19 | Whether person being examined and/ or his/her snouse/partner

20 | Ascertain if any other condition / disease / adverse habit (such
\ \ as smoking/ tobacco chewing/ consumption of

alcohol/drugs elc) which is relevant in assessment of medical
1 | NSk o1 examinee.

s?ﬂm‘
NAVED LEnsahiy:

138,
wﬁ‘i‘.‘i‘l
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Who Inod a gynaccolo

| —

“"FROM MEDICAL
' WHETHER LIFE TO BE ASSURED A
| AND PHYSICALLY HEALTHY

FﬁﬁPrnEgnenis_qpy e S—.
Whother prognant”? M co duration.

suffering from any pregnancy rolated complications o |
or consu!tod Iogict or undorgone any |
aec ailment such as fibroid,

ent for any gyn |
{ the hreaslis itenis rorvixy nr nuAaring el

{ for the same

Whothor consu!tod
investigation, trealm
r%yt:l nr any dicpacen N

| or taken / taking any treatmen

'EXAMINER'S OBSERVATION/ASSESSMENT | 1 '_/_‘_/ =3
A . |
!

L]
fai
paw

PPEARS MENTALLY

|

Declaration

, y -

You Mr/Ms ﬂ’lﬂl-f Lo /Ive~geclare that you have fully understood the questions asked to you

durina the call / Physical Examination and have furnished complete, true and accurate information after
time to confirm the details. The

july mgerstannmg the same. We thank you for having taken tnhe
information provided will be passed on to Life Insurance Corporation of India for further processing.

LY

b B e

i * § —— V//T_’/:_,-r"’:’f & B BF
Slgnatures 1 nu 4inpression ol Lile 10 De assured

(In case of Physical Examination)

| herehy certify that | have assessed avaminad the ahove life to he assured on the ?&'ﬂu of
— - L = S

/0 | 20 1L<7 vide cheu call / Tele call/ Physical Examination personally and recorded true and
correct findinas to the aforesaid questions as ascertained from the life to be assured.

> a
Dr. RIEIQS“I-&I/{(JJWL g‘i'/éT A

A

FiHEE- IM g™ ¥ # @ W iel L] —

DEIE 9 :.'Ilg”H“."E ] 'UE[__I\I[;HII ':Ia[”i[ =]
] I:) 5; }E/Z'y Name & CUdELNﬂ: o | 1

Sl LRt
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Dr. REJ@]%?’IZ:P%

MBBS.
REG.NO.- 11330

Government of India o

E 3 R EE 1

MONIKA MARWAH

W= RRYDOB: 010711976
weW FEMALE

T o = war ), et o oy e ol

T I WA (e maellee, @ rganw alsy
atray wrama & w&6Fm) & am P 3 i
Aadhaar Is prool of identity, not of citirenship

or date of birth. it should be used with verification [online
’ authentication, or scanning of QR code / offline XML).

3573 9311 1168
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avya  COES

e
N l’ DISEASES
H S PLI[ i I'?J‘SU’B\ANEE CORPOR‘ATION OF INQLA.EI - Cntn:al_-Cnrn . Al_l_tfgy o S-Iur.-p

— “Special Medical Reportl

Form No. LICO5 - 009
ROUTINE URINE ANALYSIS

Zone Division Branch DATE /TIME 28/10/2024 09:33 AM
Proposal No. 15931 A6

Agent D.O. Code:
Introduced by: (name & signature)
Full Name of Life to be assured: MRS, MONIKA MARWAI

\ge Sex : 48/F

L Physical Examination
(1) Colour : YELLOW (i1) Sediment: NIL
(i)  Transparency : CLEAR (iv) Reaction :ACIDIC
2. Chemical Examination
(1) Protein : NIL (11) Sugar :NIL
(ii1)  Bile salt v NIL (iv)  Bile pigments :NIL
3. Microscopic Examination
(1) Red Blood Cells: NIL (ii)  Epithelial Cells :01-02 /HPF
(iti)  Crystals : NIL (iv)  Pus Cells :01-02 /HPF
(V) Casts +'NIL (vi)  Deposits : NIL
(VII) Bacterias :NIL
Remarks

If pus cells are present GRAM STAIN is necessary
If haematuria is present ZIEHL NEELSEN METHOD is necessary

| declare that the person (investigated) signed (affixed his/her thumb impression) in the space
earmarked below. in my presence and that I am not related to him/her or the Agent of the
Development Officer.

Dr.
Pathologist's name
?ﬂﬁL Qualilication :
A S : ualification :
ﬁg'zvfw' ml&%ﬁ LICI Code No. :
L -

Disclaimer: There are chances for human errar during printing. If results are unexpected or alarming. Please contact immediately
for recheck. Reports are not for medico legal purpose. It is only a professional opinion Please clinical correlation is mandatory.

NDIACCINOS T IC'S |
Address: Navya Hospital, RZ-138, New Roshanpura, Najafgarh, New Delhi-110043

()« £700101771. 7903658279
() scanned with OKEN Scanner
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vavira  COMR

H D S P T A\ . Chest = Cntical Care = Allergy = Sleep

-’ — e o —
— -

ANNEXURE 11 -

LIFE INSURANCE CORPORATION OF INDIA

Spectal Medical Report
Form No. LICO3 - 009

Zone Division Branch DATE /TIME 28/10/2024 09:33 AM
Proposal No. 159313116
Agent/D.O. Code:

Introduced by: (name & signature)
Full Name of Life to be assured: MRS. MONIKA MARWAL

Age Sex : 48/F

BIO- CHEMICAL TESTS

TYPE OF TEST ACTUAL NORMAL VALUES
READING
1 | BLOOD SUGAR FASTING 88.4 60-110 MG/DL

Pathologist’s name & Address

Disclaimer: There are chances for human error during printing. If resu‘?sl ﬂéh(ﬁ%‘g B\ﬁﬂﬁ or alarming. Please contact immediately
for recheck. Reports are not for medico legal purpose. It is only a profe

‘Please clinical correlation is mandatory.

D>l ACs ND‘;TICS

Address - Navya Huspltal RZ-138, New Roshanpura, Najafgarh, New ﬂelhi-llml
i (\)+2700101773.7903658279.

(O Scanned with OKEN Scanner

(% scanned with OKEN Scanner



% Delhi, Delhi, India
Jx3q+g29, Najafgarh Rd, Block E, New Roshan Pura Extn,
Najafgarh, Delhi, 110043, India

Lat 28.603782° Long 76.987607°
25/10/2410:22 AM GMT +05:30

___l_____‘

(3 scanned with OKEN Scanner



