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LI of ingia
Branch Ollca

Propasal No 5(”']-'18 e
Mame of the LIGMWESMMJM&

The Lile to be assured was identilied on the basis al —

| have satisiied mysell wilh regard to the identity ol the Life o be assured before canducting 18sis /
e amination for which reports are enclosed. The Lile lobe assured has signed as below in my presence

— RAINAHAN 3%
Signature of the Pathologist/ Doctor MBE3, CMRD [
Name: . No. 25508

.E

| contrmn. | was on fashng lor last 10 (1en) hours. All the Examination ! lesls as mentoned below ware dane

with my comngen
M.A_-Nl

(Signature of the Life to be assured)

Mome of life Lo be assured:
Reporis Enclosed:
ﬁ: Reporls Nama BN:: Reporis Name
1 FMA_—— 9 Lipidogram e——""
2 Rest EGG wilh Tracing «— 10 B57 (Blood Sugar Tesi-Fasting & PP} Both |
3 Haemogram 11 Hbalc 1
4 Hb% =" 12 FES (Fasting Blood 5?&‘] = R
5 SBT-13 13 FGAS (Post Glucose Blood Sugar) — |
6 | Elisafor HIV T4 | GINT wih Trecing |
7 AUA — 15 Proposal and olher documenis |
E Chesl ®-Ray with Plale (PA Wiew] )
16 Cluestionnares -
17 Oihers [Please Specilyls

Remarks of M, Save PVTLTD
Authorized Signature,




Form No Licnavﬂn‘n{ﬂevisad 2020) SP name/code :
Date& Time of Examinalion.

e —— e —————
;‘:}--_ e~ [Branch Code.

@ Li c MEDICAL EXAMINER'S REPORT Eﬂgmsaﬂ Policy No:_ 243 €
hl' M

[ —— Medical Diar Mo & Page No:

| Mobie No ol the Proposer/Lile 1o be assured: 2 ™ ~

| idennty Prool verilied: fan ID Prool No. At PS CRR™
{ In Case ol Aadhaar Card , please menlion only last lour digits}

| | Note: Mobile number and identity prool details to be filled in above . For Physical MER, identily 'i
Prool is 1o be verified and stamped. —

“For Tele' Video MER. consent given Delow is 10 = Tecorded either through email of audio/video

| message For Physical Examinalion the below consent is to be oblained betore gxamination

| weuld ke 1o inform thal trus call wilh/ visit 1o D ovovrnseesesnensenerecenssevers (NGMES of the Medical
Esaminer} 1s lor conducling your Medical Examination through Tele/ Video/ Physical Examinalion on

pehall of LIC of India™.

! Signature! Thumo pression of Lite 1o be assured

| \nm_a_ss.;_ui F{hﬁipa.iEngmqal_m_nj e e

Full name of the lile o be assured P&MQEF_R -S-"N- -

Date ul Bith: S v|oy] 196.5” | Age: &G g éi’ SR
| Hegni (ncms):__| 61 [ Weignt {inkgs) © £
Reguired only in case ol Physical MER B

| Pulse Blood Prassure (2 readings):
- e glw 1 Systalic 1! Diastolic €4
b 2 Systolic '€ Diastotic Y _ _

ASCERTAIN THE FOLLOWING FROM THE PERSON BEING EXAMINED

'
2
3
4

[ || il answer’s 1o any ol the |ollowing questions is Yes, please give jull details and ask lile 10 be
' assured lo submil copies of all realiment papers, investigalion reporls, histopathology repor.
| discharge card, laliow up reports elc. along with the proposal form to the Corporalion
5 | a Wheiher receiving of evar received any trealment/
medication including alternale medicine like ayurveda,
| homeopalhy elc ?

Iy Unocrgone any surgery hospitalized \or any medical ]
candition / disatulity (njury due lo accident?
¢ Whelner visiled Ihe doclar 20y iime 1n the last 5 years 7 . Ao |
| I answer 1o any ol lhe gueslions 5(j 10 &) |15 yes -
| ! i Daeal 5urqery"zccidenl’lniur'n,'-'hnsgﬂalismi-un _ \

§ Maiure and cause
Ui Mame ol Medicine
|| w Degree ol mpairment i any
v Wiether unconscious due fo accident, | yes, give duration
6 | Inthe last 5 years. il advised to undergo an X-ray/ CT scan/
<1 MRI/ ECG/ TMT !/ Blood test / Sputum/Throal swab test or any Ne
alher invastigatory or diagnostic lesis?
Please specily daie . reason advised by whom &lindings. S
Sullering or ever sullered from Novel Coronavirus (Covid-19)
' or experienced any of ine symploms (lor more than 5 days)
! | epch ns any lever, Cough. Shoriness of breath, Malaise (HNu-
I Iike liredness), Rhinorrhea (mucus dischargeé {rom the nose), ” o "
Sore throal, Caslro-inlestinal symptoms guch as mhusea,
vamiting andfor diarrhoea. Chills. Repealed shaking with chills.
| Muscle pain. Headacne. Loss of laste ar smell within 1ast 14
days -
ll___ _it_yy_es provide all investigation and treatment reports _ orr agEeess

]

[

I. Mg




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

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 other endocrine disorders such
as thyroid disorder etc.?

f. Any weight gain or weight loss in last 12 months (other than
by diet contral or exercise)?

10

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

b. Whether suffering from high cholesterol 7

¢. 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

surgery or PTCA?

Suttering or ever suffered from any disease related to kidney
such as kidney failure, kidney or ureteral stones, blood or pus
in urine or prostate?

He

11

Sultering or ever sulfered from any Liver disorders like
cirrhosis, hepatitis, jaundice, or disorder of the Spleen or from
any fung related or respiratory disorders such as Asthma,
bronchitis, wheszing, tuberculosis breathing difficulties etc.?

T™a

| Suffering or ever suffered from any form of cancer, leukasmia,

Sultering or ever suftered from any Blood disorder like
anaemia, thalassemia or any Circulatory disorder?

o

tumor, eyst or growth of any kind or enlarged lymph nodes?
Suftering or ever suffered from Epilepsy, nervous disorder,
multiple sclerosis, tremors, numbness, paralysis, brain stroke?

o8

Suttering or ever suffered from any physical impairment/
disability famputation or any congenital disease/abnormality or
disorder of back, neck, muscle, joints, bones, arthritis or gout?

Suftering or ever sultered 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
olher Mental / psychiatric disorder?

b. Whether on treatment or ever taken any treatment, if yes,
please give details of treatment, prescribed medicine and
dosages

| 18

| Mouth teath, swelling of gums / tongue, tobacco stains or signs

Is there any abnormality of Eyes (partial/lotal blindness),Ears
(dealness/ discharge from the ears), Nose, Throat or

of oral cancer?

He

19

| gangrrhea, etc.)

Whether person being examined and/ or his/her spause/pariner

tesled positive or is/ are under treatment for HIV
/AIDS Sexually transmitted diseases (e.g. syphilis,

P

Ascertain if any other condition / disease / adverse habit {such
as s%mm;u tobacco chewing/ consumption of
alcohol/drugs etc) which is relevant in assessment of Eedicai

risk of examines. #l

Qe 2 Shex ]34&1; “nd,
J—h:# | £ vonas’s




ﬂr‘!‘ema’lu Proponents only o

i. | Whether pregnant? If so duration. —— S

i " Sullering irom any pregnancy related complications

il | Whether consulled a gynaecologist of undergone any =
investigation, treatment lor any gynaec ailment such as flibroid, ™

cyst or any disease ol tha breasts, ulerus, parvix or ovaries etc.
| ] or taken / laking any treatment lor the same

FFON MEDICAL EXAMINER'S OBSERVATION/ASSESSMENT
WHETHER LIFE TO BE ASSURED APPEARS MENTALLY ~Nes
AND PHYSICALLY HEALTHY

Declaration

You MriMs declare that you have lully understood the questions asked lo you
during the call / Physical Examination and have furnished complete, true and accurate information aller
flly understanding the same We thank you for having taken lhe time to confirm the details. The
information provided will be passed on to Lile Insurance Corporation of India for further processing.

/w/‘“ A

Signaturef Thumb impression of Lile to be assured
{In case of Physical Examinalion)

| hereby certify that | have assessed/ examined the above life to be assured on the ‘5___1331; ol
1& 202, vide Video call / Tele call/ Physical Examination personally and recorded true and
correct findings 1o the aloresaid questions as ascertained Irom the lile 10 be assured.

Place: wl Signalture of Medical Examiner
Date: =g -1,‘_3 Y Name & Code No:

Stamp:




k

" New Delhi, Delni, India
4 G262, Pocket B, Sector C, Vasant Kun
India
"/ Lat 28.538528°

Long 77145871"
Coriranla - 05[10f24 07:32 AM GMT +05:30




irine diagnostic

Seaithparines
8. No. : 05/ocr/02
Name : MR PARAMBIR SINGH AGE ¢ b589Years
Ref. by : LIFE INSURANCE CORPORATION SEX : MALE
Date : 05-10-2024

BICOCCHEMTISTRY

Test Result Units Normal Range
FASTING BLOOD SUGAR 9z mg/dl. (60-110)
POST GLUCOSE 75 gram AFTER 2HRS 119 mg/dl. (UPTO 145)

' /%:‘"'F

3 - -
8595347044 DR, SHILPI GUPTA
srinedi i@ il " M.B.B.S.MD(Path) 64715
Consultant Pathologist

DD-28 EALEAJI DELHI :- 110019



irine diagnostic

“healthpariner
5. No. : 05/0CcT/02
Name : MR PARAMBIR SINGH AGE : 59Years
Ref. by : LIFE INSURANCE CORPORATION SEX : MALE
Date 05-10-2024
HAEMATOLCOCGY
Test Result Units Normal Range
Hemoglobin 13.2 gm¥ 12-16
7
: e
. DR, SHILFI GWVPTA
: M.B.B.S.MD(Path) 64715
3595347044 v ot Consultant Pathologist
m- - 1 M‘ 'il m [

DD-28 EALEKAJI DELHI :- 110019



8. No. : 05/0cT/02

irine diagnostic

Name : MR FARAMBIR SINGH

Ref. by : LIFE INSURANCE CORPORATION

Date : 05-10-2024

SEX

hrealibpertner

59Years
mu:.s

BEIOCHEMISTRY

Test

SERUM CHOLESTEROL
HDL CHOLESTEROL
S. TRIGLYCERIDES
LDL

VLDL

SERUM CREATININE

8595347044
il i

DD-23 EALEAJI DELHI :- 110019

Result

175
45
125
133
34
0.82

Units Normal Range

mg/dl.
mg/dl.
mg/dl .
mg/dl.
mg/dl.

mg %

(150-200)
(30-63)
(60-160)
(UPTO-150)
(23-45)
(0.6-1.2)

e

DR. SHILPI GUPTA
M. B.B,S5.MD(Path) 64715
Consultant Pathologist

-



irine diagnostic

-healthpartmer
8. No. : 05/0CT/02
Name : MR PARAMEIR SINGH AGE : 5S9Years
Ref. by : LIFE INSURANCE CORPORATION SEX : MALE
Date : 05-10-2024

URINE EXAMINATION

PHYSICAL EXAMINATION

COLOUR YELLOW
REACTION ACIDIC
APPEARANCE CLEAR
ALBUMIN NIL
SUGAR NIL
SPECIFIC GRAVITY 1.015
CHEMICALEXAMINATION

ALBUMIN NIL
SUGAR NIL
ACETONE NIL
BLOOD NIL
BILE SALT NIL
BILE PIGMENT NIL
UROBILINOGEN NIL
MICROSCOPIC EXAMINATION

PUS CELLS 2-3/HPF
EPITHELIAL CELLS 2-3/HPF
RBC NIL /HPFF
BACTERIA NIL
CASTS NIL
CRYSTALS NIL

OTHERS NIL
e

* DR. SHILPI GUP
M.B.B.S.MD(Path) 64715

1 8595347044 E Consultant Pathologist
. [ I- - ‘ iI
© | DD-23 KALKAJI DELHI :- 110019 P



ZANNLEXURE -

LIFE INSURANCE CORPORATION OF INDIA
form No. LICO3 - 002

ELECTROCARDIOGRAM

Zone Division Branch
Proposal No. 2 qq 4
Apent/D.O. Code: Introduced by:  (name & signature)
Full Name of Lift (o be assured: P@g AMRIR _?]-HGH
Age/Sex . SQme
Instructions to the Cardiologist:
i Please satisfy vourself about the idenuty of the examiners to guard against
impersonation
i The examinee and the person introducing him must sign in jour presence. Do
not use the form signed in advance. Also obtain signatures on 1:CG tracings.
iii. The base line must be steady. The tracing must be pasted on a folder.

iv. Rest ECG should be 12 leads along with Standardization slip. each lead with
minimum of 3 complexes, long lead 1L 11 L-111 and AVE shows deep Qor |
wave change. they should be recorded additionally in deep inspiration, 11 V1
shows a 1all R-Wave. additional fead V4R be recorded.

DECLARATION

| hereby declare that the foregoing answers are given by me alter tully understanding the
questions. They are true and complete and no information has been withbeld. 1 do agree
that these will form part ol the proposal dated — given by me o LIC of India,

Witness Signatury b numb Impression ol LA,

/{;/z_ A

Note : Cardivlogist is requested to explain fotlowing questions o L. and 1o note the
answers thereol

i, Have yowever had chest pain, palpittion, breathlessness at rest or exertion”?
Y/ N‘/y .

if. Are you sultering from heart disease, dinbetes. high or low Blood Pressure or
kidney discase? Y/B 3 ’

i, Have you ever hgd Chest X- Ray, LCGa Blood Sugar. Cholesterol or any other

= test done? Y/MT

If the answer/s 10 anv/all ahove questions is *Yes'. submit all relevant
lorm.
A I EEE
IJated at on the day ol 20
Ay Signature al the Cardinlogist

Signature of L.A. } ' Nume & Address RAI KHAN
l‘.‘ul.Pk 0.

| "'L'."’*-'n - Qualificati |
W _./‘1:!,.- fny Qualification . e




Clinical findings

(A)

(B)

Height (Cms) Blood Pressure
@ |w
4 /3 nglew | 3¢
Cardiovascular System ™
Rest ECG Report:
Position Q-‘»-ﬁaﬁ“"* P Wave o
Standardisation Imv @ PR Interval o
Mechanism ™ QRS Complexes [
Voltage @ Q-T Duration (Y ]
Electrical Axis 5] S—'i'_.“-i::gmenl 0 o '
Auricular Rate ‘qg\h T —wave _ I ™
Ventricular Rate L‘U-WH‘I'L‘ f -] o

Conclusion:

Weight (kgs)

Pulse Rate —‘

|

Rhythm

Additional findings. if any.

E (G ML
s v !Q.J.h&;
Dated at on the ddy of
s

o

D

r-RAINA KHAN
M MRD
Reg.

_» Signature of the Cardiologist

Name & Address
Qualification
Code No.
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