To,

LIC of India
Branch Office

Proposal Mo, L:i L{_'?_ﬂ"
Name of the Lile to be assured Q_‘EMZ M Eﬂ

The Life 1o be assured was identilied on the basis of

Date: | J- Jo~282Y

| have satisfied mysell wilh regard 1o the identity of the Lile to be assured belore conducting tests /
examination for which reports are enclosed. The Life 1o be assured has signed as below in my presence.

Signalure of the Pathologist/ Doctor

MName:

Dr,
R

A KHAN
S, DMRD

I cortirm, | was on fasting for Jast 10 (ten) hours. All the Examination / tesis as mentioned below were done
with my consant.

o

{Sighature g the Life to be assured)

Nama of lile 1o be assured:

Authorized Siglmlau.

Seports Enclosed
:‘: Reports Name :; AReports Name
i G — 9 |Lipdogram =
2 Rest ECG with Tracing 10 BST (Blopd Sugar Test-Fasting & PF) Both
3 Haemogram i1 Hbalc _
4 Hb%a 12 FBS [Fasting Blood Sugar)
5 SBT-13 13 PGBS (Post Glucose Blood Sugar)
B Elisa far HIV 4 CTMT wilh Tracing
T RUA 15 Proposal and other decumenis
] Chest X-Ray with Plate {(PA View)
16. Questionnares;
17 Others {Flease Specily)
Moo
. B | v )
Rema S _S_m _f TPA Services PVT LTD
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Branch Code:

L I c MEDICAL EXAMINER'S REPORT [ Proposall Policy No: 442 2
Form Mo LIC03-001(Revised 2020) | MSP name/code '

e b B s Date& Time of Examinalion:

Medical Diary No & Page No.

er be assured: 3
Identity Proof verified: prl ID Prool No. BYRPPRIIEE

"Mnbule Mo af the Proposer/Lil

( In Case of Aadhaar Card , please mention only last iour digits)

[
| [ Note: Mobile number and identity proof details 1o be filled in above . For Physical MER, Identity

| Prool is to be verilied and stamped.]

[ For Tele/ Video MER, consent given

1

“| would like lo inform that this call with/ visit to Dr
Examiner) is for conducting your Medical Examination through Tele/ Video/ Physical Examination on
behall of LIC of India”.

Signature!/ Téi%p%ﬁm of Life to be assured

{In case of Physical Examination)

| Full name ol the life to be assured: ﬁ = g/
Date of Birth-®s5] »q1 1988 | Age: J}'N . PAL [ Gender: M

below is 1o be recorded either through email or audio/video
message. For Physical Examination the below consent is to be oblained belore examination,

..... IName ol the Medical

4

Height (Incms): J£2 Weight (inkgs):  £1

Required only in case of Physical MER

I
!
r

Pulse Blood Pressure (2 readings):

6‘@’ (Y 1. Systolic |1

2. Systolic A1

Diaslolic =1 l{

Diastolic

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 1o be
assured lo submit copies of all treatment papers, investigation re
discharge card, follow up reports etc. along with the proposal form to the Corporation

ports, histopathology report,

a. Whether receiving or ever received any treatment/
medication including alternale medicine like ayurveda,
homeopathy etc ?

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

c. Whether visited the doctor any time in the last 5 years 7

Ii 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 il any '

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

In the last 5 years, if advised to undergo an X-ray/ CT scan {
MRI / ECG / TMT / Blood test / Sputum/Throat swab test or any
other investigatory or diagnostic tests?

Please specily date , reason .advised by whom &findings.

Sullering or ever sullered from Novel Coronavirus {Covid-19)
or experienced any of the symptoms (lor more than 5 days)
such as any lever, Cough, Shoriness of breath, Malaise (flu-
like tiredness), Rhinorrhea (mucus discharge fram the nosa),
Sore throal. Gastro-intestinal symptoms such as naysea,
_vomiting and/or diarrhoea, Chills, Repeated shakifg with chills,
Muscle pain, Headache, Loss of taste or smeil within last 14
days.
If yes provide all investigation and treatment regoris
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a. Sullering from Hypertension (high blood pressure) or
diabetes or blood sugar levels higher than normal or history
ol sugar /albumin in urine?

b. Since when, any follow up and date and value of last
checked blood pressure and sugar levels?

¢. Whether on medication? please give name of the prescribed
medicine and dosage

d. Whether developed any complications due to diabetes?

e. Whether suffering from any cther endocrine disorders such
as thyroid disorder etc.?

{. Any weight gain or weight loss in last 12 months (other than

by diet control or exercise)?

Ae

il

10

a. Any history ol chest pain, heartattack, palpitations and
breathlessness on exertion or irregular heartbeat?

b. Whether sufiering from high cholesterol ?

¢ Whetheron medication for any heart ailment/ high
cholesterol? Please state name of the prescribed medicine
and dosage,

d. Whether undergone Surgery such as CABG, open heart
suigery or PTCA? :

Suflering or ever suffered from any disease related 1o kidney

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

in urine or prostate?

re

1

Sultering or ever sullered Irom any Liver disorders like
cirrhosis, hepalitis, jaundice, or disorder of the Spleen or from
any lung related or respiratory disorders such as Asthma,
bronchitis. wheezing, luberculosis breathing dilficulties etc.?

“o

12

Suliering or ever sulfered from any Blood disorder like
anaemia, thalassemia or any Circulatory disorder?

™o

13

Suffering or ever suffered from any form of cancer, leukaemia,
umor. cyst or grbwih of any kind or enlarged lymph nodes?

e

Sullering or ever sullered from Epilepsy, nervous disorder,
‘mulliple sclerosis, remors, numbness, paralysis, brain stroke?

Ao

Sullering or ever suffered from any physical impairment!
disability /amputation or any congenital disease/abnormality or
disorder of back, neck, muscle, joints, banes, arthritis or gout?

He

Sultering or ever sulfered from Hernia or disorder of the
Stomach | inlestines, colitis, indigestion, Peptic ulcer, piles, or
any olher disease of the gall bladder or pancreas?

a. Sullering from Depression/Siress/ Anxiety/ Psychosis or any
giher Mental /| psychiatric disorder?

b Whether on treatment or ever laken any trealment, if yes,
please give delails ol reatment, prescribed medicine and

__dosages

Yo

18

s there any abnormality ol Eyes (partial/total blindness) . Ears
idealness/ discharge from the ears), Nose, Throal or

Mouth teeth, swelling of gums / tangue, tobacco stains or signs
ol oral cancer?

E

Whether person being examined and/ or hisfher spouse/pariner
lested positive or is/ are under treatment for HIV

/AIDS Sexually transmitted diseases (e.g. syphilis.
gonorrhea, elc.)

Ascerlain if any other condition / disease / adverse habit (such
as smoking/ tobacco chewing: consumption of

alcohol/drugs etc) which is relevant in assessment ol medical
risk ol examinee i




£

For Female Proponents only ~
i, | Whether pregnant? If sa duration. - . - / ]
i | Sullering from any pregnancy related complications

i | Whether consulted a gynaecologist or undergone any
investigation, treatment for any gynaec ailment such as fibroid, f* L
| cys! or any disease of the breasts, uterus, cervix or ovaries elc.
| or taken / taking any treatment for the same

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

AND PHYSICALLY HEALTHY e
Declaraiion -
You MriMs declare that you have fully understood the guestions asked 1o you

during the call / Physical Examination and have furnished complete, true and accurale information aller
lully understanding the same. We thank you for having taken lhe lime to conlirm the details. The
information provided will be passed on to Life Insurance Corporation of India for further processing.

L

Signature/ Thurfib impréssion of Lile to be assured
{In case of Physical Examination)

| hereby certify that | have assessed/ examined the above life 1o be assured on the Y& day of
| 2024 vide Video call / Tele call/ Physical Examination personally and recorded true and
correct lindings lo the aloresaid questions as ascertained from the lile 1o be assured.

Place: © &un’ Signature of Medical Examiner
- Dale: Name & Code Na:
Stamp: F’r]hl#w
HAN
Dr. DNIRD
REQa D_ UB
R
o "
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