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DEPARTMENT OF LABORATORY MEDICINE
( PatientName  : Mr. SANDEEP Order No : 1000074738 )
UHID : UHJ A23019199 Registered On  :27/02/2024 09:09:51 AM
Age/Sex : 35/¥ears Male Collected On :27/02/2024 09:16:56 AM
Ward /Bed No Reported On :27/02/2024 01:52:45 PM
Reference : Dr. Preventive Health Check Up Bill No : OPBJ A230023749
Station : At Hospital Mobile No : 8310304076
\Payer Name : Mediwheel ReportStatus  : Final Report )
(Test Name Result Unit Bio. Ref. Interval )
BIOCHEMISTRY
FASTING GLUCDSE 110 mg/dL ADA Guidelines
(Method: Hexokinase) < 100 mgidl - Normal
100 to 125 mgidl - Prediabetes
2 126 mg/dl - Diabetes

POST PRANDIAL GLUCOSE 93 mg/dL 70-140

(Method: Hexokinase)

GLYCOSYLATED HAEMOGLOBIN (HBA1C) Sample: Whole blood (EDTA)

HBAIC 5.4 % ADA Guidelines
(Method: HPLC) < 5. 7% - Normal
57 o B4% - Prediabeles
2 6.5% - Diabetes
Estimated Average Glucose (eAG) 108.28 mg/dL
(Method: Calculated)

THYROID PROFILE (TOTAL T3, TOTAL T4 & TSH) Sample: Serum
TOTAL T3 1.53 ng/mL 0.87-1.78
(Method:CLIA)

TOTAL T4 10.3 ~g/dL 5.1-14.1
(Method:CLIA)

THYROID STIMULATING HORMONE 2.09 1 TU/mL 0.34-5.60
(TSH)

(Method:CLIA: Ultra-sensitive)

LIPID PROFILE Sample: Serum
TOTAL CHOLESTEROL 205 mg/dL ATP Il Guidelines
(Method:CHOD-POD) = 200 - Desirable

200-238 - Bardetling high
2 240 - High
TRIGLYCERIDES 228 mg/dL < 150 - Normal
(Method:E nzymatic GPO-POD) 150-199 - Borderline High
200-488 - High
& 500 - Very High
HDL CHOLESTEROL 38.6 mg/dL < 40 - Low
(Method:ENZYMATIC METHOD) z G0 - High
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DEPARTMENT OF LABORATORY MEDICINE
( Patient Name : Mr. SANDEEP Order No : 1000074738 )
UHID : UHJ A23019199 Registered On  :27/02/2024 09:09:51 AM
Age/Sex : 35/¥ears Male Collected On :27/02/2024 09:16:56 AM
Ward /Bed No Reported On :27/02/2024 01:52:45 PM
Reference : Dr. Preventive Health Check Up Bill No : OPBJ A230023749
Station : At Hospital Mobile No : 8310304076
\Payer Name : Mediwheel ReportStatus  : Final Report )
(Test Name Result Unit Bio. Ref. Interval )
LDL CHOLESTEROL 120.8 mg/dL <100 - Optimal
(Method:ENZYMATIC METHOD) 100-128 - Near or above optimal
130-158 - Borderline high
160-189 - High
=180 - Very high
VLDL CHOLESTEROL 45.60 mg/dL < 30
(Method: Calculated)
TOTAL CHOLESTEROL : HDL RATIO 5.3 Low Risk: 3.3-4.4
(Method: Calculated) Average Risk: 4.5 - 7.1
Moderate Risk: 7.2 - 11.0
LDL/HDL CHOLESTEROL RATIO 3.1 < 2.5 Optimal
(Method: Calculated)
NON HDL CHOLESTEROL 166.4 mg/dL < 1340
(Method: Calculated)
URIC ACID 6.8 mg/dL 3.5-7.2
(Method:Uricase - POD(E nzymatic))
CREATININE 1.08 mg/dL 0.9-1.3
(Method:Modified ) affe, Kinetic)
LIVER FUNCTION TEST Sample: Serum
TOTAL BILIRUBIN 1.16 mg/dL 0.3-1.2
(Method:Dichloropheny! Diazotization)
DIRECT BILIRUBIN 0.19 mg/dL 0.0-0.2
(Method:Dichloropheny! Diazotization)
INDIRECT BILIRUBIN 0.97 mg/dL 0.2-1.0
(Method: Calculated)
TOTAL PROTEIN 7.2 g/dL 6.6-8.3
(Method:BIURET)
ALBUMIN 4.53 g/dL 3.5-5.2
(Method:BCG)
GLOBULIN 2.66 g/dL 2.3-3.5
(Method: Calculated)
AG RATIO 1.69 2:1

(Method: Calculated)
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DEPARTMENT OF LABORATORY MEDICINE

Patient Name
UHID
Age/Sex

Ward /Bed No
Reference

Station

\Payer Name

:Mr. SANDEEP
: UHJ A23019199

: 35/¥ears Male

: Dr. Preventive Health Check Up
: At Hospital
: Mediwheel

Order No
Registered On

: 1000074738
: 27/02/2024 09:09:51 AM

Collected On : 27/02/2024 09:16:56 AM
Reported On : 27/02/2024 01:52:45 PM
Bill No : OPBJ A230023749
Mobile No : 8310304076
ReportStatus  : Final Report

(Test Name Result Unit Bio. Ref. Interval
SERUMSGOT 26 u/L < 50
(Method:IFCC without P5P)

SERUMSGPT 47 U/L < 50
(Method:IFCC without P5P)
ALKALINE PHOSPHATASE, SERUM 109 u/L 50-116
(Method:PNPP AMP Buffer)
GGT 26 u/L < 55
(Method:IFCC)
___.-""'I
{-- _E'i.n-l--"-'_' -

DOr. Eh;ﬂthakmnar Muruda
SrCONSULTANT BIOCHEMIST
KMC Mo 54192
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DEPARTMENT OF LABORATORY MEDICINE
( PatientName  : Mr. SANDEEP Order No : 1000074738 )
UHID : UHJ A23019199 Registered On  :27/02/2024 09:09:51 AM
Age/Sex : 35/¥ears Male Collected On : 27/02/2024 09:16:56 AM
Ward /Bed No Reported On :27/02/2024 01:52:45 PM
Reference : Dr. Preventive Health Check Up Bill No : OPBJ A230023749
Station : At Hospital Mobile No : 8310304076
\Payer Name : Mediwheel ReportStatus  : Final Report )
(Test Name Result Unit Bio. Ref. Interval )
HAEMATOLOGY
COMPLETE BLOOD COUNT(CBC) Sample: Whole blood (EDTA)
HAEMOGLOBIN 15.56 g/dL 13.5-17.5
(Method:P hotometric Measurement: Oxyhemoglobin method)
PACKED CELL VOLUME/MHEMATOCRIT 47.2 % 42-52
(PCV/HCT)
(Method: Calculated)
TOTAL WBC COUNT (TLC) 5170 Cells/Cum 4000-11000

(Method:Coulter Principle)
DIFFERENTIAL COUNT

NEUTROPHILS 48.68 % 40-75
(Method:Optical/Impedance)

LYMPHOCYTES 41.71 % 20-45
(Method:Optical/Impedance)
EOSINOPHILS 1.59 % 0-6
(Method:Optical/Impedance)
MONOCYTES 7.76 % 2-10
(Method:Optical/Impedance)
BASOPHILS 0.26 % 0-2
(Method:Optical/Impedance)
RED BLOOD CORPUSCLES(RBC) 5.71 million/cum 4.5-5.9
(Method:Coulter Principle)
MCV 82.6 fL 78-100
(Method:Derived from RBC Histogram)
MCH 27.3 pg 27-31
(Method: Calculated)
MCHC 33.0 g/dL 31-37
(Method: Calculated)
RDW - CV 13.5 % 11.5-14.5
(Method: Calculated)
PLATELET COUNT 2.38 Lakhs/Cum 1.5-4.5

(Method:E lectrical Impedance)
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PatientName  : Mr. SANDEEP Order No : 1000074738
UHID : UHJ A23019199 Registered On  :27/02/2024 09:09:51 AM
Age/Sex : 35/ ears Male Collected On : 27/02/2024 09:16:56 AM
Ward /Bed No Reported On :27/02/2024 01:52:45 PM
Reference : Dr. Preventive Health Check Up Bill No : OPBJ A230023749
Station : At Hospital Mobile No : 8310304076
\Payer Name : Mediwheel ReportStatus  : Final Report )
(Test Name Result Unit Bio. Ref. Interval )
MEAN PLATELET VOLUME (MPV) 7.64 fl 9-13
(Method:Derived from PLT Histogram)
PLATELET DISTRIBUTION WIDTH (PDW) 18.4 fl 9-19
(Method: Calculated)
ERYTHROCYTE SEDIMENTATION 8 mm/hour 1-15
RATE[ESR]
(Method:Modified Westergren Method)
BLOOD GROUPING & RH TYPING Sample: Whole blood (EDTA)
ABO Group )
(Method:Agglutination Gel Method )
Rh Factor Positive
(Method:Agglutination Gel Method )
Interpretation Notes
Note: Both forward and reverse grouping performed
M aee n-_»"_J

DOr. Hiwe;an Kumar
COMNSULTANT PATHOLOGIST
KMC MO : T1418
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DEPARTMENT OF LABORATORY MEDICINE
( Patient Name :Mr. SANDEEP Order No : 1000074738 )
UHID : UHJ A23019199 Registered On  :27/02/2024 09:09:51 AM
Age/Sex : 35/¥ears Male Collected On : 27/02/2024 09:16:56 AM
Ward /Bed No Reported On :27/02/2024 01:52:45 PM
Reference : Dr. Preventive Health Check Up Bill No : OPBJ A230023749
Station : At Hospital Mobile No : 8310304076
\Payer Name : Mediwheel ReportStatus  : Final Report )
(Test Name Result Unit Bio. Ref. Interval )
CLINICAL PATHOLOGY
URINE EXAMINATION, ROUTINE Sample: Urine
PHYSICAL EXAMINATION
VOLUME 20 mL
COLOUR Pale Yellow
APPEARANCE Clear
PH 5.0 5.0-8.0
SPECIFIC GRAVITY 1.025 1.005-1.030
CHEMICAL EXAMINATION
PROTEIN Absent Absent
(Method:Protein E rror of pH Indicator)
GLUCOSE Absent Absent
(Method:GOD-POD)
KETONE BODIES Absent Absent
(Method:Nitroprusside method/ Rothera's test)
BILIRUBIN Negative Negative
(Method:DIAZO/FOUCHET'S TEST)
BILE SALT Absent Absent
(Method:Hay's sulfur test)
NITRITE Negative Negative
(Method:Griess method)
UROBILINOGEN Normal
(Method:Azo coupling method)
LEUKOCYTE ESTERASE Negative Negative
(Method:Leukocyte Esterase activity)
BLOOD Negative Negative

(Method:Peroxidase Reaction)
MICROS COPIC EXAMINATION
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DEPARTMENT OF LABORATORY MEDICINE
( PatientName  : Mr. SANDEEP Order No : 1000074738
UHID : UHJ A23019199 Registered On  :27/02/2024 09:09:51 AM
Age/Sex : 35/ ears Male Collected On 1 27/02/2024 09:16:56 AM
Ward /Bed No Reported On :27/02/2024 01:52:45 PM
Reference : Dr. Preventive Health Check Up Bill No : OPBJ A230023749
Station : At Hospital Mobile No : 8310304076
\Payer Name : Mediwheel ReportStatus  : Final Report
(Test Name Result Unit Bio. Ref. Interval
EPITHELIAL CELLS 2-4 MPF 0-5
PUS CELLS 0-2 MPF 0-5
RBCs Nil MPF 0-2
CASTS Nil /LPF
CRYSTALS Nil
OTHERS Nil
URINE SUGAR, FASTING Absent
(Method:GOD-POD)
URINE SUGAR (POST PRANDIAL) Absent
me: wN
-—-—'_'_'-_'_-

Verified By
PRAVEENT

---End of Report---

Or. Maveen Kumar
COMSULTANT PATHOLOGIST

KMC NO : 71418
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Spouse | Fater Name | UMESH 5 REVANKAR - Dieparimani
Arjdress :#t2 3dr floor garuds enclavs jp nagar 18t Relerad By
phase , , Bengalun Urban, Kamataka,
Conagsitant : D Proveniive Haalth Chack Lip
KMC N D Aghnitho Podro
Complaints | Findings | Observations : Lo} ~ EEJ
T~
T-19q

Bp— a8

SPDLFQ‘E
e _gs

Investigations:

LDl - |90,
d—-ﬂ“'ﬂf’.

-

Troatmant [/ Care of Plan / Provisional Diagnosis ;

,A;[‘E{-v 2 ﬂblft"]_ﬂ f;

— T

f;j_‘ {'H: fﬂ:v!:‘f(ﬁ

SUUIR b o I,i,{ﬂ
”J{dﬁﬂ FI' ¢

3 (e
Follow Up Advide : ||

Signature of the Doctor



._....-Emn._ 3L 10w ieq | i0-20 | BO-BO | NOGEY
| ' AR . B (MR T I B i B § T [ ")

% 4 L,jjﬂ

:E.
e
FREHE R
aniaa) - B .- | | a5
m wEL AL} M
R i Ll
] " | | A AT )
i we 003 WU DA e DRELE } 1 e ey o
! [ ‘Ham! e | | Sumr 7B P
| 117 4 Saryefou 3o § 30 )] ..Ff.l..ﬁ.hq @MW) @) 1 S o BEQ0r M| L et
m ! T =t=ds AL sl DOLL el GO e WA .
_ . 3 . - 1 _ .l.li

0995 oy TEOL-Te4-LF S e



. EXERCISESTRESS TEST REPORT

Paticnt Name: MR SANDEEP, DOR: 07.07. 1988
Patient H: 191599 Age: My
Heﬂ:. 1 79 em Cender! Mule
Weight: ¥8 kg | Race: Indlan
Stody Dute: 27022024 - Referring Phystcian: DR RAHUL PATIL
Test Type: Treadmill Siress Test i Attending Physician: DR. RAHLL PATIL
Protocal: BRUCE . Technitian: Y AMINITHABITHA
Medicntlons:
Medical History:
NOHO DM & HTN
Screening for CAD
Exgrcim Test Summary
Phass Mame Srage Name Time Bpeed  Orade HR ! BPF Commaent
jnStage  [mph] (%] ibpm} [mmHg)
ﬁE[EST ﬂ."Fl‘hiE. (=S .00 050 K2 1 10iRG
HEE STARDING (14 R .00 L URRR. T
HYPERY. Ol -0 .00 E2 12040
WARM-LP k36 0.0 0.00 ™ 12080
EXERCISE ETAGE | (k=00 170 | 0,640 liof piom
} STA{E 2 LE =L - 1 il4 & 1T
STAQE X 0D | A0 | o000 133 1400100

RECOVERY G534 i 14 L] ®i 1108

The patlen exercised u.c::mﬁnﬂ_mﬂu BRUCE for B:03 mins, schieving a work level o Max. METS: 1010k, The resting hoart raig
of 82 bpm' rose tola maximal henrt rate of 134 bpm, This vakus represents 72 % of the maximal, age-predicied heant mic: The resting
blogd prossure of 12080 mmHg | rose to & misxinam blood pressure of TR0 mmHg. m::irclh: I:nliﬂl:ﬂnppnﬂ due 1o Tergel
heart rate achieved

Loturpretation

Summury: Resting ECG: nommal.
Functional Capacity: normal:

HE Responsc fo Exercise: appropriale. |

BP Resporse 1o Exerdine: narmal resting BP - - appropriale rﬂpuml-
Chest Paln: none.

Arrhythmi=s: none.

5T Changes; none.

Overall impression: Mormal stneks lﬂ:l.

%%T TOLERANCE

NORMAL HR AND BP RESPONSE
WO ANGINA OR ARRHYTHMIAS ROTED
NO SIGNIFICANT ST-T CHANGES NOTED DURING EXERCISE AND RECOVERY

IMPRESSION - STRESS TEST IS NEOATIVE FOR INDUCIBLE ISCHEMIA

Piosiel |l L Technician



Sclectod Medians Repon

R SANDEE LNITED HOSMT
et [I 19199
. 2034 Male |79cm B kg BRUCE: Total Exercise Time 08

Mlaximum Workload: 10,10 METS

‘est Reason: Screening for CAL Max ST: -06% mm, 0.00 mV/s in L RECOVERY 0150 {
Aedical History: NO HO DM & HTN | Archythmia: A-13, ASYSTUE]
{ STHR imdex 0,92 pVibpm
Ref MD: DE. RAHUL PATIL Ordermg MIY: DR RAHUL PATIL Reasons far Termination: Taget beart rte achscved
Technician: YAMINVTHABITHA  Test Type: Treadmill Stress Test  Semmary: Resting ECG: normal. Functional Capacity: nommal. HR Response 1o
{Commament: Exercise: appropriate. BP Response to Excrrise: normil resting BP - sppropruate
ASELINE MAX. PEAK EXERCI TEST END HASELINE MAX. 5T PEAK EXERCISE ST END
XERCISE RECOVERY FXERCISE RECOVERY EXERCISE RECOVERY EXERCISE RECOVER
[Hi 1:50 B:03 4:56 i 50 | EIE] 5ify
bpm 101 byprn 133 bpm K1 bpm Tt bpm bpm 133 Ty bpm
VRO ] _._._E_Hﬂun.._ﬂ H_._E_“HHH.._._- 140/ 10 mmbig 1720780 mmHg 1400106 i g 140¢ 1 00 mumHg 40/ 100 mmlHg
I l 1 Vi _._S_ i ‘__ Vi _‘__
23 20 0.50 {18 & [ (D05 L1 025 .
0 a36 041 -0.60 0,14 034
m i IR V2 _r_ b - _( vz _T_ 2 _(
<A, ! LT 1] 0l 0.75 065
1 097 044
e 2 v
050 £l
113

i
06
a ' vd v L_f__
s 5 45 15 .45 |
AZ 79 : 0.6% _ 0 _
aVl _i__ aVL _.___ aWl _‘__ WL I__ Vs I W5
010 0.45 0.50 0.00 020
029 _ 028 .04 004 : 62 0,59 _ | 047
aVF aVF ' § aVF V6 =r\ 1 vé Vi i3
0.30 0,50 0,35 s 0.40 0,00 1,00
045 0.67 0.7% 46 044 0,51 | o2
3E CASE V673 (D) nconfirmed
Omem'mY G0Hz 0.01-20Hz S+ HEART V54 Attending MD: DR RAHUL PATIL Page



R SANDEEP,
ptient 113 19199
1022024  Male 179cm 88 kg
|+ 10 20 15y Endian
Mz

(est Reason: Screening Tor CALD
dedical History: NO HO DM & HTN

Ref MI¥ DR RAHUL PATIL Oxdering MIx: DR. RAHUL PATIL
Techmician ¥ AMINUTHABITHA Test Type: Treadmill Stress Test

{omiment:

i CASE V6.73(2)

Selected Modians Report

UNITED HOSPITAL

BRLUCE: Total Exercise Time 08:03 {
Max HE: 134 bpm  72% of max predicicd 185 bpm  HR at st 82
Mix BP: 180100 mmblg  BP at rest: 120080 Max HPP. 18760 mmHg "bpm
Maximum Workload: 10.10 METS T
ST 065 mm, 000mVis mill RECOVERY 0150

| Ml
Arrhythmia: Ac13, ASYSTOES
5T

THR index: 092 pVihpm
Hessons for Termination: Target heart rate achweved
g%ﬁ%!mﬁfﬂuﬂigmﬁ-%
Conclusioa: GOOD EFFORT TOLERANCE
NORMAL HR AND BP RESPONSE
N ANGINA OR ARRHYTHMIAS NOTED
NO SIGNIFICANT ST-T CHANGES NOTED DURING EXERCISE AND
RECOVERY

IMPRESSION - STRESS TEST 1S NEGATIVE FOR INDUCTHLE ISCHEMIA
Location Mumber: * 0 * .

Attending MD: DR RAHUL PATIL Page 2



LINKED MEDEANS
PRETEST BRUCE
9 bpm STANDING 0.0 mph
L1207 mmbig (0 33 . 00%

ST @ Hmm'mV
il ma post J

2% mmvs 10 mm/'mV 60Hz 0.01 - 208 S+ HR{ILVS)

Start of Test: 1119 2am




HINKEDMERAND | | UNITED HOSPITAL

atict [0k 19199 i == t PRETEST - ERUCE
70204 i TE by i WARM-LTP (1.0 roeph i
Huﬁ..”l.: FEEE 1208 B0 mmi{g 01:1% i Vi |

;

ST Level fmm}
m.H_ﬂEJ._H_“Iﬂ_.. |

ST i Hmm'mV
60 ma pout 1

wr%ﬁﬁﬁﬁ#ﬁﬁ?%?

il el

067 (138 T 060

o1s. |

ﬁ;%%%%%%%ﬁé%%%




LINKED MEINANS

. EXERCISE BRUCE
113bpm  STAGE 1 1.7 mph
L2080 memblg (250 o 100%

ST it 1DmmmV

60 s post

% mms 10 mmmV 60Hz 0,01 - 200z S+ HROLYS)

UNTTED HOSPITAL

[ ST Level (mm)
ST Slope (mVis)

s

Startod Test: 11:1920am



25 mavs 10 mmimV 60Hz 001 - 20Hz S+ HR{IGVS)

TINITED HUOSPITAL

ST Level {mm)
51 Slope (mW/s)



o SAEE i LINKED MEIDRANS | INTTED HOSPITAL
atient [Ix 19199 Sot S EXERCISE ' BRUCE .

VA2 04 | 131 bpm STAGE 3 o AAmph : ” .

128 42am 140 100 mmiHg | 01 L 0% i Laad |

Start of Test: 1119 0em



CASE VR TR 25 mm's 10 mm'mV 60z 0.01 - 200 5+ HRILVS ' Start of Test: 11: 19 20am
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DEPARTMENT OF RADIODIAGNOSIS

b= § DO, Mpdagerin Pl Cidle

Name Sandecp Date 2702124

Age 15 years Hospital ID LUHIA23019199

Sex Male Rt Health check
ULTRASOUND ABDOMEN AND PELVIS

FINDINGS:

Liver is enfarged in size (15.2 cms) and shows moderately increased echopattern. No intra or
extra hepatic biliary duct dilatation. No focal lesions. Portal vein is normal in size, course and
caliber. CBD is not dilated.

Gall bladder is normal without evidence of calculi, wall thickening or pericholecystic fluid.

Pancreas - Visualized part of the pancreatic head and body appears normal in size, contour and
echogenicity. Rest of the pancrens is obscured by bowel gas.

Spleen is normal in size, shape, contour and echopattern. No focal lesion.

Right Kidney is normal in size (10.1 x 3.9 cms), position, shape and echopattern. Corticomedullary
differentiation is maintained. No calculus or hydronephrosis.

Left Kidney is normal in size (10.6 x 3.9 cms), position, shape and echopattern. Corticomedullary
differentiation is mamtained. No calculus or hydronephrosis.

Retroperitoneum - Visualized aorta appeared normal. No ebvious enlarged para-aortic nodes.

Urinary Bladder is distended, normal in contour and wall thickness. No evidence of caleul, mass
or mural lesion.

Prostate is normal in echopattern and size, measures ~ 17.4 cc.
No ascites or pleural effusion. Appendix could not be localized. No RIF probe tenderness.
IMERESSION:

« Mild hepatomegaly with moderate fatty infiltration (Grade L1).
# Mo other definite sonological abnormality detected,

f

Bir. Elluru Santosh Kumar
Consultant Radiologist
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DEPARTMENT OF RADIODIAGNOSIS

Name Sandecp ] Date 2702724
Age 35 years Hospital ID UHIAZ23019199
Sex Male Hel. Health check

RADIOGRAPH OF THE CHEST (PA - VIEW)

FINDINGS:
Bilateral lung fields are normal,
Bilateral costo-phrenic angles are normal.
Cardia and mediastinal contours are normal,
The bony thorax is grossly normal,
IMPRESSION:

=  No radiographic abnormality.

D, ENuru Samtosh Kumar
Consultant Radiolegise
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