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the future of HEALTH CARE

MU DIAGNOSTIC REPORT

Report ID.
Ward c-/
0.00000000

HAEMATOLOGY ANALYSIS
TEST RESULT UNIT METHOD REFERENCE INTERVAL
BLOOD COUNTS & INDICES
Haemoglobin 11.40 am% 12.0-16.0 gm%
Total RBC 3.80 mill/cmm 4.2 - 5.4 mill/cmm
PCV 35.60 T 37-47%
MCV 93.68 fL 80-96fL
MCH 30.00 Pg 27 -31pg
MCHC 32.02 % 32-36%
RDW 14.70 % 10-15%
Total WBC 7,300 Jemm 4,000 - 11,000/cmm
Platelet Count 12,14000  /cmm 1.5 - 40 Lac/cmm.
DIFFERENTIAL LEUCOCYTES COUNT
Neutrophils 62 % 55-70%
Lymphocytes 30 % 20-40%
Eosinophils 05 % 01-06 %
Monocytes 03 % 02-08%
Basophils 00 % 00-01%
ABSOLUTE COUNTS
Neutrophils 4526 uL. 2000 - 7000 /uL
Lymphocytes 2190 fuL 800 - 4000 /pL
Eosinophils 365 fuL 20 - 500 /pL
Monocytes 219 fuL 120 - 1200 /pL
NEUTROPHIL : LYMPHOCYTE
Ratio 207
Platelet In Smear :  ADEQUATE
ERYTHROCYTES SEDIMENTATION RATE
ESR 4 mm Westergren 03-12mm
Test done on Fully automated Cellcounter - NIHON KOHDEN, JAPAN

End Of Report

(e

DR. DEV VARMA

Condition of Reporting : (1) The Reports are not valid for medicao - legal purposes. (2) Individual Laboratory investigation are never canclusive, but are for the reffering doctor's information
and should be interpreted along with other relevant clinical history and examination to conclude final diagnosis, keeping in mind the limitation of methodology and technology. (3) For any query

in the report, or if results indicate unxpected abnormality, it is suggested to Contact fo laboratory to help carry out follow up action. (rechecking, repeat sampling reflex / confirmatory testing
etc.) (4) In unanticipated circumstances (non availablility of kits, instrument breakdown & natural calamities) test may not be reported as per schedule.

palmland Hospital, Falshruti Nagar, Near S.T. Depot, Station Road, Bharuch-392 001. (Guj.)
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A IAGNOSTIC REPORT

Report ID.

Ward : -/
0.00000000
Hb A1C REPORT
TEST RESULT UNIT REFERENCE INTERVAL

GLYCOSYLATED HB
Hb A1C o111 % Non Diabetic : 4.3-6.3 %
B Good Control : 6.4-7.5%
o ' Moderate Control : 7.5 - 9.0 %
‘ Poor Control : 9.0 % & Above

Avg. Blood Glucose Level . 318 mg/dl
Notes
Average
Blood Glucose Hemoglobin Alc%
208 - 12 8 |
269 - 11 %
240 S 10 &
212 - 09 %
183 o 08 % |
154 - 07 % |
126 = 06 % {
97 = 05 % f
£ Comment: . |

HbAlc is an important indicator of long-term glycemic control with the ;\
ability to reflect the cumulative glycemic history of the preceding two to three |
months. HbAlc not only provides a reliable measure of chronic hyperglycemia but ||
also correlates well with the risk of long-term diabetes complications. |

Test done by HPLC Method.

End Of Report

v

; : w : DR.DEVVARMA
g : (1) The Reports are not valid for medicao - legal purposes. (2) Individual Laboratory investigation are never conclusive, but are for the reffering doctor's information
d along with other relevant clinical history and examination to conclude final diagnosis, keeping in mind the limitation of methodology and technology. (3) For any query
dicate unxpected abnormality, it is suggested to Contact to laboratory to help carry out follow up action, (rechecking, repeat sampliing reflex / confirmatory testing
tances (non availablility of kits, instrument breakdown & natural calamities) test may not be reported as per schedule.
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ASIM RAJIMED e s Report ID.

Ward Y
0.00000000
HAEMATOLOGY ANALYSIS
TEST RESULT UNIT METHOD REFERENCE INTERVAL
Blood Group “AB"
Rh Factor " NEGATIVE"
(AntiD)
Test done on Fully automated Cellcounter - NIHON K OHDEN, JAPAN
BIOCHEMISTRY ANALYSIS
Fasting Blood Glucose (FBS) - 274 mg/dl 70 - 110 mg/di
Urine Glucose ~ ! PRESENT(+)
Post-Prandial Blood Glucose . 347 mg/dl

80 to 140 mg/dl
Urine Glucose

= PRESENT(++

Creatinine $R0.7

mg/dl 0.60 - 1.20 mg/dl
Blood Urea Nitrogen 1 7.0 mg/d| 4.5-19 mg/dl
S. Uric Acid ¢ 530 mg/dl 2.5-7.0 mg/dl

End Of Report

Qe

DR. DEV VARMA

Coﬁdmon of Reporting : (1) The Reports are not valid for medicao - legal purposes. (2) Indiyidual Laboratory investigation are never conclusive, but are for the reffering doctor’s information

R : S fat ; " b oy logy. (3) For any query
interpreted along with other relevant clinical history and examination to conclude fina| diagnosis, keeping in inind the limitation of methodology and techno :
and Shomgnbeor if ;zsults indicate unxpected abnormality, it is suggested to Contact to laboratory o help carry out follow up action. (rechecking, repeat samplling reflex / confirmatory testing
Intc";e( 4r)eﬁ1 u;,anticipated circumstances (non availablility of kits, instrument breakdown & natural calamities) test may not be reported as per schedule.

efc.

palmland Hospital, Falshruti Nagar, Near S 1. Depot,

Station Road, Bharuch-392 001. (Guj.)
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A L
SIRAJMELY DIAGNOSTIC REPORT

Report ID. :
Ward Y

0.00000000

LIVER FUNCTION TEST
TEST RESULT UNIT REFERENCE INTERVAL
Total Billirubin ¢ 0.60 mg/dl 0-1.0mg/dl
Direct Billirubin ;030 mg/dl up 10 0.25 mg/dl
Indirect Billirubin : 0.30 mg/dl 0.1- 1.0 mg/dl
S. Alk. Phosphatase 1 47 u/L 36.00-113.00U/L
S.G.P.T. 12 u/L 10-40U/L
S.G.O.T. ;- 16 IU/L up to 40 IU/L
Total Protein :6.50 g/dl 6.00-3.00 g/dl
Albumin . o400 a/di 3.5-50g/cH
Globulin ; 2.40 g/dl 23-35g/cl
A.G. Ratio 17 25-12:1
GGTP ; T4 5-85

Test done by (DIASYS)

Fnd Of Report

(L8

DR. DEV VARMA

Condition of Reporting : (1) The Reports are not valid for medicao - legal purposes. (2) Individual Laboratory investigation are never conclusive, but are for the reffering doctor’s information
and should be interpreted along with other relevant clinical history and examination to conclude final diagnosis, keeping in mind the limitation of methodology and technology. (3) For any query
n the report, or if results indicate unxpected abnormality, it is suggested to Contact to laboratory to help carry out follow up action. (rechecking, repeat samplling reflex / confirmatory testing
c.) (4) In unanticipated circumstances (non availablility of kits, instrument breakdown & natural calamities) test may not be reported as per schedule.

palmland Hospital, Falshruti Nagar, Near S.T. Depot, Station Road, Bharuch-392 001. (Guj.)

Scanned with CamScanner




the future of HEALTH CARE

ORATORY

OSTIC REPORT

Report ID,
Ward L=/
0.00000000

LIPID PROFILE
TESY RESULT UNIT
Total Lipid T 794 mg/dL
(Calcvlateq)
Serum Cholesterol 240.0 mg/dL
Serum Triglyceride - 178.0 mg/dL
HDL Cholesterol 540 mg/dL
LDL Cholesterol 150.4 mg/dL
CHOLJHDLChoLRoﬁo 4.44 A
LDLChoVHDLChoIRoﬁo 2.79 aall
Interpretation Based On New N.C.E.P. Guidelines
Test Result (mg/d1)
CHOLESTEROL < 200
) 200 - 239
> = 240
TRIGLYCERIDES < 170
170 - 199
> 200
LDL CHOLESTEROL < 100
100 - 129
130 - 159
> 160
HDL CHOLESTEROL < 35
> 60

REFERENCE INTERVAL
350 - 750 mg/dL

130 - 200 mg/dL
60 - 165 mg/dL

30-70 mg/dL
Upto 150 mg/dL
Less than 5
Less than 3.5

InterpretationA

Desirable

Borderline

High

Normal

Borderline

High

Desirable

Sub-Optional
Borderline High
High

Low

High

End Of Report

v

DR DfE\{hVAﬁRﬂ Adoctor's information
i vi i { lusive, but are for the reffering
id for medicao - legal purposes. (2) Individual Laboratory Investigation are never conclusive, i
Condition of Reporting : (1) The Repgﬁsrirlzv':;ttvcal'ilrlgc; history and examination to conclude final diagnosis, keeping in mind the limitation of methodology and technology. (3) For any query
and should be interpretliad_agggt;‘m;;eged abnormality, it is suggested to Contact to laboratory to help carry out follow up action. (rechecking, r
i in
in the report, or if results
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i lablility of kits, instrument breakdown & natural ca
icipated circumstances (non avai
etc.) (4) In unanticipa
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ule.

ital, Falshruti Nagar, Near S.T. Depot, Station Road, Bharuch-392 001. (Guj.)
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ASIM RA
AR DIAGNOSTIC REPORT Report ID,

Ward c-/
0.00000000
THYROID FUNCTION TEST
TEST ESULT UNT  METHOD REFERENCE INTERVAL
Total Triodothyronine(T3) o 1.60 ng/ml  ELIFA 0.6-2.02 ng/ml
Total Thyroxine(T4) ' :10.30 ug/dl  ELFA 5.13-14.06 ug/di
Thyroid Stimulating Hormone : 140 piu/mi 0.27-5.25 ull/ml
(TSH)
NORMAL VALUES
Age T3 ng/ml T4 ng/dl T.S.H. plu/ml
01 - 12 Month 1.05 - 2.80 7.8 - 16.5 New Born : 1.3-19.0
3 Days 1.1-17.0
10 weeks 0.6-10.0
14 months: 0.4-7.0
01 - 05 Yrs 1.05 - 2.69 7.3 - 15.0 0.4-6.0
05 - 10 Yrs 0.94 - 2.41 6.04 - 13.3 0.25-5,25
10 - 15 Yrs 0.83 - 2.13 5.60 - 11.7 0.25-5.25
15 - 20 Yrs 0.80 - 2.00 4.20 - 11.8 0.25-5.25
> 20 Yrs 0.79 - 1.58 4

.00 - 11.0 0.25-5.25

Test Done On Automated Immuno Assay- 360, Tosoh, Japan

End Of Report

(v

5 o . DR. DEV VARMA : el

dition of Reporting : (1) The Reports are not valid for medicao - legal purposes. (2) Individual Laboratory investigation are never conclusive, but are for the reffering doctor's information |

o Io|d be interpreted along with other relevant clinical history and examination to conclude final diagnosis, keeping in mind the limitation of methodology and technology. (3) Forany query |

?n&:hrz:ort or if results indicate unxpected abnormality, it is suggested to Contact to laboratory to help carry out follow up action. (rechecking, repeat sampliing reflex / confirmatory testing '
in , :

tc.) (4) In unanticipated circumstances (non availablility of kits, instrument breakdown & natural calamities) test may not be reported as per schedule.
efc.

palmland Hospital, Falshruti Nagar, Near S.T, Depot, Station Road, Bharuch-392 001, (Guj.)

Scanned with CamScanner



LU 1 AGNOSTIC REPORT

Report ID.

Ward o -/
0.00000000
URINE ANALYSIS
IEST RESULT UNIT
Sample RANDOM
PHYSICAL EXAMINATION
(TT Quantity 15 ml
Colour PALE YELLOW
Transperancy CLEAR
Specific Gravity 1.030
pH ACIDIC
CHEMICAL EXAMINATION
Albumin PRESENT (+) : ~ 30 mg/dL
Sugar PRESENT (+++) : ~ 1000 mg/dL
Acetone ABSENT
Bile Salts ABSENT
Bile Pigments ABSENT
Occult Blood ABSENT
MICROSCOPIC EXAMINATION
Pus Cells / h.p.f. 1-2
RB.C./hp.f. ABSENT
Epithelial / h.p.f. 5-7
( End Of Report

dve..

DR. DEV VARMA

Condition of Reporting : (1) The Reports are not valid for medicao - legal purposes. (2) Individual Laboratory investigation are never conclusive, but are for the feffering doctor's information
and should be interpreted along with other relevant clinical history and examination to conclude final diagnosis, keeping in mind the limitation of méthodology and technolggy. (3) For any query

in the report, or if results i_ndicate unxpected abn_ormglity, it is suggested to Contact to laboratory to help carry out follow up action. rechecki i i
etc) (4) In unanticipated circumstances (non availablility of kits, instrument breakdown & natural calamities) terzt may not be‘:eported (as ph;c;(;?lgh[ﬁgfeat B ek conﬁrmator)f il

palmland Hospital, Falshruti Nagar, Near S.T. Depot, Station Road, Bharuch-392 001. (Guj.)
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MADHURAM e

. it B. Shah
I m a g I n g Ce n t e r DMr.BBDSa, Ls.g?:lsadBiodiagnoasis)

Ex- Clinical Associate, Lilavati hospital

Multi Slice CT Scan | USG | X-Ray | Colour Doppler (Mumbai)
Pt Name: | Chandani Choudhary Date: | 12% March 2022
- USG OF ABDOMEN & PELVIS

 Liveris borderline enlarged in size, measuring approx. 152mm.
No evidence of focal SOL or dilatation of IHBR seen.
Porta hepatis appear normal.
Gallbladder not Seen (H/O surgery).
Pancreas appeared normal in size and normal in echotexture.
Spleen appeared normal in size, measuring approx. 116mm and normal in echotexture.
Aorta appeared normal. No para aortic lymphnodes seen.

Right kidney measured 89x31mm.
Cortex and collecting system of right kidney appeared normal.
No calculi or obstructive uropathy.

Left kidney measured 109x53mm.
Cortex and collecting system of left kidney appeared normal.
No caleuli or obstructive uropathy.

Urinary bladder: Appears normal. No calculi are seen.

Uterus appears normal in size; measuring approx.58x50x41mm, VOL:65cc. and shows homogenous
endometrial shows echotexture. _
e Approx. 9.7x7.2 sized posterior myometrial wall fibroid seen. (Mm )
Endometrium measures approx.8.2mm.
Bilateral ovaries appear normal in size, shape and echotexture.
Bilateral adnexa appear unremarkable.
Bowels are well-visualised and appear normal.
Appendix not seen due to bowel gas.
No evidence of free fluid in pelvis.

Conclusion:

e Uterine fibroid
« Borderline hepatomegaly.

Thanks for the reference. 0
Dr. Payal D. Shah (MBBS, MD) Dr. Darshit B:Shah (MBBS, MD)
Consultant Radiologist Consultant Radiologist
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Dr. Payal D. Shah

M.B.B.S., M.D. (Radiodiagnosis)

MADHURAM

® .
Dr. Darshit B. Shah
I m a g I n g Ce n t e r M.B.B.S., M.D. (Radiodiagnosis)
Ex- Clinical Associate, Lilavati hospital
(Mumbai)

Multi Slice CT Scan | USG | X-Ray | Colour Doppler

| Chandani Choudhary Date: 12 March 2022

Plain Skiagram chest (PA View)

Bilateral lung fields appear normal.

Both dome of hemi diaphragms appear normal.
Bilateral cp angle appears normal.

Bony thorax appears normal.

Cardiac shadow appears normal.

Conclusion:

¢ No significant abnormalities are seen.

Thanks for the reference.

Dr. Payal D. Shah (MBBS, MD) Dr. Darshit y ah (MBBS, MD)
Consultant Radiologist : Consultant Radiologist

Ground Floor, C tower, Rk Casta, Opp. Healing Touch Hospital, Bharuch 392001. @ 02642356485
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| )ADARSH BTy ¢

T HEART & SUPERSPECIALITY HOSPITAL
(UNIT OF NARMADA HEALTH MISSION PVT, LTD.)

ECHOCARDIOGRAPHY AND DOPPLER STUDY REPORT

[_I;atlent Name CHANDANI CHOUDHARY  Age/sex-36/F Date 12/03/2022_]

SECTOR ECHOCARDIOGHRAPHY:

| M-MODE ]‘—TEST [ NORMAL
All cardiac chambers are normal in dimensions : AORTA {25 =1 20 37?,{,’an
All cardiac valves are normal in structure & ULA 28 24 40mms
[ excursions VDD 40 3753mms
LV systolic function is normal at rest (LVEF=60%) LVIDS | 27 24 36mms
There is no e/o regional wall motion abnormality WSO |09 | 6-12mms
at rest LVPWD 09 6-12mms
RVOT / MPA are normal. Pulmonary Valve EF |60 >55%
normal FS 32 i
No e/o clot / mass seen
COLOUR FLOW, CW AND HAEMODYNAMIC DATA:
Normal flow through cardiac valves VALVE ‘ PEAK VELOCITY | REMARKS
No MR/ AR/ No AS; No PAH L { (m/s) - B
Normal LV diastolic function AV ‘ 12 T No AR/ AS
No E/O Lt--> Rt shunt 'Mv | E=07,A<06 | NoMR
| E/A=12 ? )
PV \ 1.0 |AT: 130ms ‘
) ' ™ | No TR PASP: 20mmHg |
CONCLUSION:

* Normal LV systolic function at rest (LVEF=60%)
* Normal valves; No MR/ TR/ AR/ AS

* No pulmonary hypertension

* No clot / pericardial effusion

DR DHIRAJ SATHE
MBBS, MD, DNB,

DNB (CARDIOLOGY)

h-392001 M : 885083558
Scanned with CamScanner
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' PALML AND
ey OPHTHALMOLOGY CONSULTATION s, HOSPITAL
(Unitof Raj Paiiand Hospital Pvt. Ltd )
Name: (;Lahr\‘;)\: - l:nu o m-y Date: L2 ,/9"*/"”
Age: 3 4 Sex: [] Male [[]-Female  HCP Reg.No.:
Ophthalmic History:
1. Do you feel that your eyesight is falling? COYes Nold
A NG tvig D A @ a2
2. Any time feel to experiance black outs? OYes No[d~
YAR Aarl WY 7
3. Any unexpected flicking of eyes? OYes No[d
v 9RuR yasr N3 97
4. Do you get difficulty In reading small letters? OYes Nold™
cilell /R qiuqini asdlg w3 37
S. Do you experience black dots temporarily? COYes No[d
Aiv WA AR sn 2ust 2wy 37
8. Do you have exclusive aids? OYes NoBE~
Qiugl 3 a2 NY uwn 3 WeNud Alge QD 817
Clinical Evaluation / History / Presenting Complain:
Examination Eyes:
1. Eyelids
Right - ———coh? etk
e -
2. Comnea & Conjunctiva
Right Left
3. Vision Y Y € 57
Right Left
SPH | cYY | Axs VN SPH | cyy | axis VN
| T ¢ S — |/
_veg I E— Va7
AR LT

| Scanned with CamScannef



Colour Vision: . .
nNap

Tonometry:

Right Ay

Fundus: (Must in case of DM & HT)

Right YY)

Eye Movements:

Right
Left o~

Clinical Impression:

Left

Left

Recommendation:

A. Additional Inv. / Referral Suggested

B. Therapeutic advise

<9

Ophthalmology’s Signature

Scanned with CamScanner
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