Format of separate sheet to be sent along with computer
generated special reports

Date __QG/ % ..?__§
To
LIC of India,
Branch Office

900279 GD

Proposal No.

Nm:::af'lhcl ife to be assured ﬂfﬁ’ﬂ’f}l}[ﬁ %’t/’s?ﬂf

The Life to be assured was identified on the basis of /;7)‘]'#" {74 E D

I have satisfied myself with regard o the identity of the

L iﬁ: to be assured bcrnrc conducting tests / examination for which reports are enclosed.
Life to l.surc:l has mgncd as below in my presence.

_Aj}‘ﬂfﬂm
St;.nznurs: :he mt:lugm / Dn::t
Name: ..o qhnlﬂrg

cﬁnr'l- Lk

amin; tms were ngm w;f consent.

tS:gnamrc of the L:ﬁ: lu be :xsiun:d}

Name:

1.
2. T
T
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Extract ul’pcrsunnl history 1o be filled ippy ME with FME at the time of Medical Examination
Name of the Lile 1o hec'umm Emm r ktlﬂmr o
.-'\pc:i/l'y - 51:1.:_ _ ldemilication Mark. e
= Introducers name and Designation: L
i‘; Persanal llistory "“‘“": If Yes please give full details
fa) hilurin],: the last five years did you consuli -
a Medical Practivioner for any ailments rJD
- - g
reguiring treatment for more than a week?!
(b} | Have sou ever been admitted 1o any
hospital or nursing home for general N O
check wp / observation, trealmenl or
eperation 7
wenseg A€) | Hlave you remained absent from place of N p
work on grounds o health?!
tdr | Are sou sullering frivm o have sou ever Na
sulfered  from  ailments  peraining o
Liver., Stomach. Heam, 1ungs, Kidnes,
Brain. or Nervous system”
PR | A vou” sullering’ From or have Ml
sulfered  from  Diabetes.  Tuberculosis, N )
Iligh  Mleod  Pressure, Low  Dleed
pressure,  Cancer,  Fpilepsy.  Hlemin,
Hydrocele. Lepross. or any vther disease? .
eneed U | 13 s 0w ever have any bodily defect or | Ng
deformine? - #
[(g) | Did you ever had any accident or Injun? | N{T—
{h) | Did vou use or have vou ever used: A .
(i) Aleoholic drinks Al i -
111) Narcofics N . \
»oeet - | DilyAny other drugs NO !
tis JTohaceo in any form |
(i) | What has been your usual state of healih'? ey 3 ].
(j) | Have you ever required or at presem E 1
availing  undergoing  medical  advice, N{j‘ !
svnswges o | reatment or lesis in connection with |
Hepatitis B or AIDS related condition. :
]
!
L T g - '
I
|
p 1
{
el
i
!
5
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e Roiaue e A e 22 - ined the above life 1o be assured
Declaration by ME: 1 hereby declare.thand have.this day, exam s
i ally, I:?prh-ut:. and recorded in my own hand the true and carrect findings as answered by
the life to be assured.
Signature of Medical Examiner: t
T L L Rmas w8 e - = P
e "Wd
Name: K -
Address:
Qualification:
: Code:
Limit:
Deelaration by Life being examined: | hereby declare that to the best of my knowledge and belief.
(i) the answers conf8ined in this form are (rue and complete and (ii) that all the material facts have
been disclosed. | also agree that my right 1o benefit under any policy may be affected if | have not
disclnsed any facts which would be likely 1o influence assessment of risk and neeeptance of the
proposal.
- HPH L ﬁ‘ -
) Signature of the life 1o be assured and being examined: -~ 9
+ Name: '
Signature of the Proposer il other than Life to be Assured. (Parents in case of
' Minors): g
Name:
b IR
)
l et siddddasanEnEneRddEdiRalANERRRERERR TR A
i
r
|
i
L]
§
]
-
b
‘?.# » Cad - -
i
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| Branch Code: 22 U/
MEDICAL EXAMINER'S REPORT | Proposal/ Policy No: 900 2. 4.9

Form No LIC03-001(Revised 2020) | MSP name/code : - 4
Date& Time of Examination: ~2 G;,J 10/ 2__(4_

Medical DiaryNo & PageNo: | 364 (2

Mobile No of the Proposer/Life 1o be assured:
Identity Proof verified: AN .I"'F"? D ID Proof No. E 7] EK_ 235;3-‘!-
( In Case of Aadhaar Card , please mention only last four digits)

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

Proof is to be verified and stamped.]
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 Ll}ba optained blea examination.
o dj
a

“l would like to inform that this call with/ visit to Dr fo . % (Name of the Medical
Examiner) is for conducting your Medical Examinati on through Téle/ Video/ Physical Examination on

behalf of LIC of India”. 5%]8?‘—.3 agﬁ

Signature/ Thumb impression of Life to be assured 9
! n"_‘ CESE_':f Physica.‘. E!ﬂmiﬂﬂﬁﬂ}_ - —@’ Em;ﬁ;ﬂél_fé‘w‘mf
&

1 | Full name of the life to,be assured:
2 | Date of Birth: 307 1) 1967 Age: S/ Y [ Gender: ) i
3. | Height(Incms): )58 Weight (inkgs): S O
4 Required only in case of Physical MER
Pulse : —j0 - Blood Pressure (2 readings):
7% mim 1. Systolic ;;53 o Diastolic 5.0
2. Systolic j2. 8 Diastolic Q o

ASCERTAIN THE FOLLOWING FROM THE PERSON BEING EXAMINED

If answer/s to any of the following questions is Yes, please give full details and ask life to be

assured to submit copies of all treatment papers, i nvestigation reports, histopathology report,

discharge card, follow up reporis etc. along with the proposal form to the Corporation

5 a. Whether receiving or ever received any treatment/
medication including alternate medicine like ayurveda,
homeopathy etc 7

b. Undergone any surgery / hospitalized for any medical
condition / disability / injury due to accident?

c. Whether visited the doctor any time in the last 5 years ? N 0

If answer to any of the questions 5(a) to (c) ) is yes -

i. Date of surgery/accident/injury/hospitalisation

ii. Nature and cause

iii. Name of Medicine

iv. Degree of impairment if any

v. Whether unconscious due to accident, if yes, give duration

6 In the laslt 5 years, if advised to undergo an X-ray/ CT scan /

MRI/ ECG / TMT / Blood test / Sputum/Throat swab test or any/|. | N 0

other investigatory or diagnostic tests? ) [

Please specify date , reason .advised by whom &find ings.

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-

like tiredness), Rhinorrhea (mucus discharge from the nose),

Sore throat, Gastro-intestinal symptoms such as nausea, N 0}

vomiting andfor diarrhoea, Chills, Repeated shaking with chills,

Muscle pain, Headache, Loss of taste or smell within last 14

days. If yes provide all investigation and treatment reports

8 a. Suffering from Hypertension (high blood pressure) or
diabetes or blood sugar levels higher than normal or his
of sugar /albumin in uring?

b. Since when, any follow up and date and value of last
checked blood pressure and sugar levels?
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. Whether on medicalion? please give name of the prescribed
medicine and dosage ’
. Whether developed any complications due to diabe tes?
. Whether suffering from any olher endocrine disorders such
as thyroid disorder etc, ?
. Any weight gain or weight loss in last 12 months (other than
by diet control or eaxercisn)?
8 a. Any history of chast pain, heartattack, palpilations and
breathlessness on exertion or irregular heartbeat?
b. Wheather suffering from high cholestarol 7
c. Whetheron medication for any heart allment/ high
cholesterol 7 Pleasé state name of the prescribed mea dicine
and dosage.
d. Whethar undergone Surgory such as CABG, open haart
| surgery or PTCA? i § S o .
10 | Suffering or ever suffered from any discase relad to kidnoy
such as kidney failure, kidney or uretaral stones, blood or pus
in_ urine or prostale?
11 Suffaring or aver suffored from any Liver disorders like
cirrhosis, hepatitis, jaundice, or disorder of the Spleen or from
any lung related or respiratlory disorders such as Asthma,
bronchitis, whoozing, wuberculosis breathing difficulties etc.?

o o

Suffering or ever suffered from any Blood disorder like
_anaemia, thalassemia or any Circulatory disorder?

Suffering or ever suffered from any form of cancer, leuknamia,
tumor, cyst or growth of any kind or enlarged lymph nodes?
Suffering or ever suffered from Epilepsy, nervous disorder,
mulliple sclerosis, tremors, numbneass, paralysis, brain stroke?

12

]
14

15 | Suffering or aver suffered from any physical impairment/
disability /amputation or any congenital dissasa/abnormality or
_disorder of back, neck, muscle, joints, bonas, arthritis or gout?
16 | Suffering or ever suffered from Hernia or disorder of the

Stomach /[ intestines, colitis, indigestion, Peptic ulcer, plles, or
any olher diseasc of the gall bladdor or pancroas?

17 | a. Suffering from Depression/Stress/ Anxiety/ Behosis or any
othar Mental / psychiatric disorder?

b. Whether on treatment or ever taken any treatment . if yes, -
please give details of treatment, prescribed medici ne and
dosages : :

18 | Is lhere any abnormality of Eyes (partial/total blindness).Ears

(deafness/ discharge from the ears), Nose, Throat or

Moulh leath, swalling of gums / tongue, tobacco stains or signs

of oral cancer? =

19 | Whether person being examined and/ or his/fher spouse/partner

tested positive or is/ are under treatment for HIV

{AIDS/Sexually transmitted diseases (e.g. syphilis,

gonoarrhea, elc.)

20 | Ascertan I any other condilion / disease / adverse habit (such

as smoking/ tobacco chewing/ consumption of

alcoholidrugs etc) which is relevant in assessmeant of madical
rick of examinee.

For Female Proponents only __ ~iD

i Whether pregnant? if so duration. =3 R N

i Sullering from any pregnancy related complications
it | Whether consulled a gynaescologist or undergona any
investigation, treatment for any gynaec ailment suc h as fibroid,
cyst or any disease of lhe breasts, uterus, cervix or ovaries otc.
or taken / taking any lreatment for the same

FROM MEDICAL EXAMINER'S OBSERVATION/ASSESSMENT
WHETHER LIFE TO BE ASSURED APPEARS MENTALLY

AND PHYSICALLY HEALTHY

] it Declaration , :
vou Mt [HEM WD /L ””Ee’:ﬁm that you have fully understood the questions asked to you during the call / ”“3’5'?3’
Examination and have furnished complete, true and accurate information after fully understanding the same. We thank you for

having taken the time to confirm the details. The information provided will be pagsed op to Life Insuran Corporatjon of India for
further processing. ) }‘ﬁ
i 7

Signature/ Thumb impression of LEI‘a tobe assured
{In case of Physical Examination)

10 20 24 videVideocall/
id questions as ascertained from the

| hereby certify that | have assessed/ examined the above life to be assured on the ﬂdﬂ'}’ of
Tele call/ Physical Examination personally and recorded true and correct findings to the afo
life to be assured.

BHoPAL

Place: Signatura of M
pate: QG/ ! a/_gﬁ g;r:'“f-gnm#ant Pathcloglst
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DIWAKAR DIAGNOSTIC CENTRE

E-7 / 636 arera colony near pnb bank new campion School chauraha

Divislonal office bhopal
BLOOD SUGAR TOLERANCE REPORT

Full Name of life to be assured ’ PREMWATI KURMI ’
Age | 56/Y |Sex | FEMALE i
Division [ BHOPAL ] eanen [ ]
Proposal No. [ o l ]

INSTRUCTIONS FOR THE PATHOLOGIST

U The observations should be made in the morning in the fasting state before and after

U The pathologist should indicate the method of blood estimation employed and the

U Each column should be filled in every case.

U Please insist on the proposer signing in your presence. A from on which the proposer
has already put his signature should not be used.

Sasting Clock Blood Urine Meﬁnns[ﬂnmal Value
suger | Glucose | Bodies

90.1 l NIL ! NIL 70-110MG/DL

2 Hours after 75
gms. Of Glucose

Interpretaion NORMAL

I Fastin 9:31 AM
el

Method of blood sugar estimation employed GOPD

| declare that the person examined/investingated, signed/affised thumb Inpression in the space earmarked
below, in my presence and | am not related to himfher or the Agent or the development Officer,

Dated un the day of !10 [zn In [at ’9:31 rnl/pm

’Signature of the Pathologist:

,Falh oligist Name:

{Quallﬁnatinn :  M.E.'s Code No.:

Name & Address of the Hogpital/Clinic/Lab :
Dr.

BBS, MD.
Consultant Pathologlst

- __W
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DIWAKAR DIAGNOSTIC CENTRE

E-7 | 636 arera colony near pnb bank new campion School chauraha

Divisional office bhopal
LIPIDOGRAM

Full Name of life to be assured [FREMWATI KURMI

PROPOSAL NO- 900273 | Age | 56/ Sex [ rFemae |

Division BHOPAL Branch

EXAMINATION OF BLOOD FOR HIV I & ii TEST

S.no Type of Test Actual Reading Normal
1 |Total Cholesterol 159.3 UP TO 200 MG/DL
2 |High Density Lipid (HDL) 45.2 30-70 MG/DL
3 |Low Density Lipid (LDL) 87.32 UP TO 130 MG/DL
4 |S. Triglycerides 133.9 UP TO 160 MG/DL

| declare that the person examined/Investingated, signed/affised thumb inpression in the space earmarked
below, in my presence and | am not related to him/her or the Agent or the development Officer. /
mipm

Dated bhopal |onthe 20 day of |10 20 24 at 9:31

Signature of the Pathologist: -

Dr. De I
Patholigist Name: € MBS, MD.
Qualification : Consultay eSuCBaB NG, |
Name & Address of the Hospital/Clinic/Lab :
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DIWAKAR DIAGNOSTIC CENTRE

E-7 /836 arera colony near pnb bank new campion School chauraha

Divislonal office bhopal

ROUTINE URINE ANALYSIS
Full Name of life to be assured PREMWATI KURMI I
|__PROPOSALNO- | 900273  Age [S6rY |[Sex  [FEMALE
Division i Bhopal ] Branch [
1 PHYSICAL EXAMINATION
{i)|Colour PALE YELLOW (i) Sediment Absent
(ii){ Transoparency CLEAR (iv) Reaction Alkaline
2 CHEMICAL EXAMINATION
(i)| Protein Abzent (i) Sugar Absent
(iii) | Bile Salt Absent (iv) Bile Pigments Absent
3 MICROSCOPIC EXAMINATIC
(i)|Red Blood Celld Absent (i) Equithelial Cel 1-3HPF
(iii}| Crystal Absent {iv) Pus Cells 1-4/IHPF
(v)[Casts Absent (i) Deposits Abzent
(Bacterias —Absent)
REMARKS :

If Pus cells are present GRAM STA in is necessary,

If haematuria is present ZIEHL NEELSEN METHOD
| declare that the person examined/investingated, sig
my presence and | am not related to him/her or the A
on the

Dated at

Bhopal

day of

it

is necessary.
ned/affised thumb inpression in the
gent or the development Officer.

"il]l Eﬂ‘ 241al

Space earmarked below, in

_sﬁ\&rﬁm

Patholigist Name:

Signature of the Palhalugiﬂ:_ i :F ﬁ |
.
VAl P s

Qualification :

oo, Teres

Address
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DIWAKAR DIAGNOSTIC CENTRE

E-77636 arera colony near pnb bank new campion School chauraha

LIFE INSURANCE CORPORATION OF INDIA

SPECIAL MEDICAL REPORT
HAEMOGRAM ]
Full Name of life 1o be assured E PREMWATI KURMI
PROPOSALNO [ 500273 __| Division [BHOPAL|ranch [ ]
No, Type of Test Values Normal Range
|1 |Red Bisog ca Count 4.5-6.5 million/cmm
2 |Hb% 12.1 12-17 GMS5%
3 Hematocrit 40-70%
4 |indices
(a) MCV [ Mean Corpuscylar Volume) T0-1000
| (b) MCH ( Mean Corpuseylar Hb) 27.0-37.0 pg
{c) MCHC { Mean Cerpuscular Hp Cnnl:entmlion] 32-37 gidi
5 Mnrphnlogr Nil
Macrocyles Mil
Microcytes Mil
Hypochromia: Nil
Poikilocytosis: il
Anisocylosis: Nil
5] Target Cell - Nil
- Spherocytes. Mil
Eliptocyres : il
7 |White Bloog Cells
| |Total Count 4000-11000/ microliter
Differential Counts =
a8) Neulrophils: 45-75%
b) Lymphocyles 20-45%;
c) Eosinophilsg 1-6%
d) Monocyles: 1-10%
&) Basophils : 0.0-1.0%
B |Platelets: 1,50000-4.50000 Iac.
8 |Enythrocytes Sedimentation rala - T
(WINTRIOBE )Meithod 0-10 MMHR
Tdeclare thal the Person examined/investingateq, Signed/affised thumb inpression i the space
nol related to himmher or the Agent or the developmeni
24 at | 931 ]aﬁﬁm
Signature of the Pathologist T
Nafy, Deepj
Qualification

Address Consultant Pa
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DIWAKAR DIAGNOSTIC CENTRE

E-7 1 636 arera colony near pnb bank New campion School chauraha

Divislonal office bhopal
ELECTROCAR DIOGRAM

PREMWATI KURMI _F

Full Name of Me 1o be assured

Age s  Jsex [FEmaLE ]
Division [ BHOPAL _| Branch [ 7

Proposal No. | o0 ~ |ageny Code o, :’Dn Officer Coda No :]

Instructions to the Cardiologist:
i Pﬁuuunmwmmmuﬂmehmhmmﬂmm.
mmlmhmMMmmmhmrm Dnmmmm%hmm.mmmm
il Signatures en ECG traings,
i Thbnahmmbemmhumungmmhumdm- folder,
e

HmEcumub-12Ie.ad:mmsummshpmmmmuamwmnrmwaw
MMEUTMWM.Mthmlmmmwnhn lrv,mumnm.mmm
recorded

Hm:ﬂmmwmummwmmhmqmummmn.nwmmﬂ

lﬂmmwmumumln Palpitaion Breathiessness al rest or exertion 7 NO
i Are you sulfering from hean disease mmhwmﬂwﬁnﬂwwmwdﬂﬂnv ND
i Have you ever had chest X-Ray, ECG Biood sugar Chalesten or any other lest dona 7 NO

Hmwmlumwnn ol the above queskon is Yes' Ul adl relevant papers with this from

x Signalure of the Patologs

mammmﬁhumm- =
$ :D*. '.-'\n.%. 'd Kumar

WOBS, e (D% THinles! Ca ﬂnlqrj
wees 'VRSIVE Ciovical Cardiology Association
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DIWAKAR DIAGNOSTIC CENTRE

E-7 /1 636 arera colony near pnb bank new campion School chauraha

Divisional office bhopal
ELECTROCARDIOGRAM
£t Name of iife 10 be assured [ PREMWAT| KURM!

ae [ Joex  [remne |
Oweson BHOPAL | Branch{ ]
voomato.  [___wmm_ Jowwcasae [ Jowomwcomm [ |
Instructions to the Cardiologist:

| Please salisty yourself about the identity of the examinee to guard against impersonation

The examinee and the person's introducing him must sign in your presance Do not use the form signed in advance Also obtain
signatures on ECG traings.

steady The tracing must be pasted on a f
mﬁmnﬁtmmmmmmwmmm !mmpmlluﬁﬁmdlrﬂ'bmar:n.:}lzu
shows deep O or T wave change, they should be recorded addiionally in deep nspiration If V. shows a tall R-wave, addi
V., R be recorded

]
]
U

.

DECLARATION
nd compiate and na information
declae mmnwwmmwmmwm They are lrue &
Lmﬁmlwwmmmmmﬂumm e R— R
M:Wuw»lﬁmmeAwumhmmul

| Have you ever had chest pain Palpitaion Breathlessness al rest or exerton 7
i Ameyou sulfering from haar diseass mmuhwurwmmnmmmmm?
o mmcwmmx-ﬂmEﬂG Mmﬁmﬂwwwunm?
lhmﬁlbﬂﬂd‘nMWu?ﬁMﬂrmmmﬂwﬂm
| hereby deciare that tha F

mmnwmmmhlymmhm.Thuymmandnmplalnlndm
.1wwummmmmmmwdmww

ty me o LIC of india
s [ SOPH_Jowe [ ® e [ o [ _Z "

Signature of the Pathologist

[e]
HO
HO

Pathobgist Name

Cuakhcation | M E 's Code No

|Mams & Address of the HospitallClinic/Lab

:Dr. ."'.nﬁn:d Kumar

VGBS, v [Dip Clinkcs Sology)
fivastva L'ical Cardiniogy Association
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Ehopal, Madhya Pradesh, India g }
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