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DEPARTMENT OF LABORATORY MEDICINE
(Patient Name  : Mrs. PALLA UDAYA SRI Order No : 1000074399 )
UHID : UHJ A23019025 Registered On  : 24/02/2024 09:56:05 AM
Age/Sex :31/¥ears Female Collected On : 24/02/2024 10:23:04 AM
Ward /Bed No Reported On : 24/02/2024 03:08:20 PM
Reference : Dr. Preventive Health Check Up Bill No : OPBJ A230023523
Station : At Hospital Mobile No : 9573256300
\Payer Name : Mediwheel ReportStatus  : Final Report )
(Test Name Result Unit Bio. Ref. Interval )
BIOCHEMISTRY
FASTING GLUCDSE 86 mg/dL ADA Guidelines
(Method: Hexokinase) < 100 mgidl - Normal
100 to 125 mgidl - Prediabetes
2 126 mgldl - Dsabetes
POST PRANDIAL GLUCOSE 105 mg/dL 70-140
(Method: Hexokinase)
GLYCOSYLATED HAEMOGLOBIN (HBA1C) Sample: Whole blood (EDTA)
HBAIC 5.3 % ADA Guidelines
(Method: HPLC) < 5. 7% - Normal
57 o B4% - Prediabeles
2 6.5% - Diabetes
Estimated Average Glucose (eAG) 105.40 mg/dL
(Method: Calculated)
THYROID PROFILE (TOTAL T3, TOTAL T4 & TSH) Sample: Serum
TOTAL T3 0.99 ng/mL 0.87-1.78
(Method:CLIA)
TOTAL T4 8.67 ~g/dL 5.1-14.1
(Method:CLIA)
THYROID STIMULATING HORMONE 4.23 1 TU/mL 0.34 - 5.60 1 IU/mL (Non Pregnant)
(TSH) 0.3-4.511U/mL (I trimester)
(Method:CLIA: Ultra-sensitive) 0.5-5.2 1 IU/mL (II & III trimester)
LIPID PROFILE Sample: Serum
TOTAL CHOLESTEROL 161 mg/dL ATP Il Guidelines
(Method:CHOD-POD) < 200 - Desirable
200-238 - Borderline high
2 240 - High
TRIGLYCERIDES 233 mg/dL < 150 - Normal
(Method:E nzymatic GPO-POD) 150-199 - Borderline High
200-488 - High
2 500 - Very High
HDL CHOLESTEROL 31.2 mg/dL < 40 - Low
(Method:ENZYMATIC METHOD) 2 60 - High
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(Patient Name  : Mrs. PALLA UDAYA SRI Order No : 1000074399 )
UHID : UHJ A23019025 Registered On  :24/02/2024 09:56:05 AM
Age/Sex :31/¥ears Female Collected On : 24/02/2024 10:23:04 AM
Ward /Bed No Reported On : 24/02/2024 03:08:20 PM
Reference : Dr. Preventive Health Check Up Bill No : OPBJ A230023523
Station : At Hospital Mobile No : 9573256300

\Payer Name : Mediwheel ReportStatus  : Final Report )

(Test Name Result Unit Bio. Ref. Interval
LDL CHOLESTEROL 83.2 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 46.60 mg/dL < 30
(Method: Calculated)
TOTAL CHOLESTEROL : HDL RATIO 5.1 Low Risk: 3.3-4.4
(Method: Calculated) Average Risk: 4.5 - 7.1
Moderate Risk: 7.2 - 11.0
LDL/HDL CHOLESTEROL RATIO 2.6 < 2.5 Optimal
(Method: Calculated)
NON HDL CHOLESTEROL 129.8 mg/dL <130
(Method: Calculated)
URIC ACID 4.4 mg/dL 2.6-6.0
(Method:Uricase - POD(E nzymatic))
BLOOD UREA NITROGEN(BLIN) 13 mg/dL 7.93-20.07
(Method:Urease GLDH - Kinetic)
CREATIMNINE 0.58 mg/dL 0.6-1.1
(Method:Modified ] affe, Kinetic)
LIVER FUNCTION TEST Sample: Serum
TOTAL BILIRUBIN 0.57 mg/dL 0.3-1.2
(Method:Dichloropheny! Diazotization)
DIRECT BILIRUBIN 0.09 mg/dL 0.0-0.2
(Method:Dichloropheny! Diazotization)
INDIRECT BILIRUBIN 0.48 mg/dL 0.2-1.0
(Method: Calculated)
TOTAL PROTEIN 7.0 g/dL 6.6-8.3
(Method:BIURET)
ALBUMIN 4.31 g/dL 3.5-5.2
(Method:BCG)
GLOBULIN 2.69 g/dL 2.3-3.5

(Method: Calculated)
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Patient Name  : Mrs. PALLA UDAYA SRI Order No : 1000074399
UHID : UHJ A23019025 Registered On  :24/02/2024 09:56:05 AM
Age/Sex :31/¥ears Female Collected On : 24/02/2024 10:23:04 AM
Ward /Bed No Reported On : 24/02/2024 03:08:20 PM
Reference : Dr. Preventive Health Check Up Bill No : OPBJ A230023523
Station : At Hospital Mobile No : 9573256300
\Payer Name : Mediwheel ReportStatus  : Final Report
(Test Name Result Unit Bio. Ref. Interval
AG RATIO 1.60 2:1
(Method: Calculated)
SERUMSGOT 18 uiL <35
(Method:IFCC without P5P)
SERUMSGPT 15 UL <35
(Method:IFCC without P5P)
ALKALINE PHOSPHATASE, SERUM 70 UL 46-122
(Method:PNPP AMP Buffer)
GGT 12 UL <38
(Method:IFCC)
L
{-. E—I..-h--- r

DOr. Eh;nthahmnar Muruda
Sr CONSULTANT BIOCHEMIST

KMC Mo 54192
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(Patient Name  : Mrs. PALLA UDAYA SRI Order No : 1000074399

UHID : UHJ A23019025 Registered On  :24/02/2024 09:56:05 AM

Age/Sex :31/¥ears Female Collected On : 24/02/2024 10:23:04 AM

Ward /Bed No Reported On : 24/02/2024 03:08:20 PM

Reference : Dr. Preventive Health Check Up Bill No : OPBJ A230023523

Station : At Hospital Mobile No : 9573256300
\Payer Name : Mediwheel ReportStatus  : Final Report )
(Test Name Result Unit Bio. Ref. Interval )

HAEMATOLOGY

COMPLETE BLOOD COUNT(CBC) Sample: Whole blood (EDTA)

HAEMOGLOBIN 10.53 g/dL 12-16

(Method:P hotometric Measurement: Oxyhemoglobin method)

PACKED CELL VOLUME/HEMATOCRIT  33.8 % 37-47

(PCV/HCT)

(Method: Calculated)

TOTAL WBC COUNT (TLC) 7140 Cells/Cum 4000-11000

(Method:Coulter Principle)
DIFFERENTIAL COUNT

NEUTROPHILS 64.83 % 40-75
(Method:Optical/Impedance)

LYMPHOCYTES 26.70 % 20-45
(Method:Optical/Impedance)
EOSINOPHILS 3.04 % 0-6
(Method:Optical/Impedance)
MONOCYTES 5.02 % 2-10
(Method:Optical/Impedance)
BASOPHILS 0.41 % 0-2
(Method:Optical/Impedance)
RED BLOOD CORPUSCLES(RBC) 4.57 million/cum 4.0-5.2
(Method:Coulter Principle)
MCV 73.9 fL 78-100
(Method:Derived from RBC Histogram)
MCH 23.0 pg 27-31
(Method: Calculated)
MCHC 31.2 g/dL 31-37
(Method: Calculated)
RDW - CV 15.5 % 11.5-14.5
(Method: Calculated)
PLATELET COUNT 2.87 Lakhs/Cum 1.5-4.5

(Method:E lectrical Impedance)
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(Patient Name  : Mrs. PALLA UDAYA SRI Order No : 1000074399 )
UHID : UHJ A23019025 Registered On  :24/02/2024 09:56:05 AM
Age/Sex :31/¥ears Female Collected On : 24/02/2024 10:23:04 AM
Ward /Bed No Reported On : 24/02/2024 03:08:20 PM
Reference : Dr. Preventive Health Check Up Bill No : OPBJ A230023523
Station : At Hospital Mobile No : 9573256300
\Payer Name : Mediwheel ReportStatus  : Final Report )
(Test Name Result Unit Bio. Ref. Interval )
MEAN PLATELET VOLUME (MPV) 8.31 fl 9-13
(Method:Derived from PLT Histogram)
PLATELET DISTRIBUTION WIDTH (PDW) 23.4 fl 9-19
(Method: Calculated)
ERYTHROCYTE SEDIMENTATION 09 mm/hour 1-20
RATE[ESR]
(Method:Modified Westergren Method)
BLOOD GROUPING & RH TYPING Sample: Whole blood (EDTA)
ABO Group )

(Method:Agglutination Gel Method )

Rh Factor Negative
(Method:Agglutination Gel Method )

Interpretation Notes

Note: Both forward and reverse grouping performed
anrn-_l_J

DOr. Hiwe;an Kumar
COMNSULTANT PATHOLOGIST
KMC MO : T1418
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DEPARTMENT OF LABORATORY MEDICINE
(Patient Name  : Mrs. PALLA UDAYA SRI Order No : 1000074399 )
UHID : UHJ A23019025 Registered On  : 24/02/2024 09:56:05 AM
Age/Sex :31/¥ears Female Collected On : 24/02/2024 10:23:04 AM
Ward /Bed No Reported On : 24/02/2024 03:08:20 PM
Reference : Dr. Preventive Health Check Up Bill No : OPBJ A230023523
Station : At Hospital Mobile No : 9573256300
\Payer Name : Mediwheel ReportStatus  : Final Report )
(Test Name Result Unit Bio. Ref. Interval )
CLINICAL PATHOLOGY
URINE EXAMINATION, ROUTINE Sample: Urine
PHYSICAL EXAMINATION
VOLUME 15 mL
COLOUR Pale Yellow
APPEARANCE Clear
PH 5.0 5.0-8.0
SPECIFIC GRAVITY 1.010 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
(Patient Name  : Mrs. PALLA UDAYA SRI Order No : 1000074399
UHID : UHJ A23019025 Registered On  : 24/02/2024 09:56:05 AM
Age/Sex :31/¥ears Female Collected On : 24/02/2024 10:23:04 AM
Ward /Bed No Reported On : 24/02/2024 03:08:20 PM
Reference : Dr. Preventive Health Check Up Bill No : OPBJ A230023523
Station : At Hospital Mobile No : 9573256300
\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 Dr. Haveen Kumar
PRAVEENT COMSULTANT PATHOLOGIST
---End of Report--- KMC NO : 71418
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Ouit Patient Record
Fatieni Hame : Mrs. PALLA UDAYA SR UHID : UHJAZID1B025
Age | Sax 31 Years / Femala OF WhiReg D8 | 24-02-200% 09:58 AM
Spouse / Father Name  — KANDIKLINTA DILIP KUMAR Departmart Healts Clascle
Address NOBS GRFLRNISARGA4THPHASE  Refeedsy -~ (Ov pov aili
EANNURAHALLI HOSKOTE, | Bengaluru
Consultan DO Pravientrve Health Check Lip
A
KMC No Dy oWt rgnﬂgh_

Complaints / Findings / Observations : £1\]  reSey 'Fpttérn

2,

Investigations: h"ﬂ‘;;’?f
% N
SRaaws

Treatment | Care of Plan | Provisional Diagnosis :

Follow Up Advice :

Signature of the Doctor

UNITED HOSPITAL |A Unit of Upited Brotharss Hoalthcome Ssrvices Privabe Limibsd)
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Cut Patient Record

Patlant Nama : Mrs PALLA UDAYA SRI UHID f UHJAZI019025

Aupe | Sex ilE_a_n!leu 0P NOReg D | 34-023-2004 09:58 AM

Spouse | Father Mama | KANDEKUNTA DILIP KUMAR Deparimant

Adresa MO B, GR FLR NISARGA 4TH PHASE Raferad By

KANMNURAHALLI HOSKDTE, . Bengalury

Consuftant : Br.Pravenlive Healih Check Up
KMG Mo,

c i@inis / Findings | Observations ;
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Out Patient Record

Fatianl Name D Mrs PALLA UDAYA SRI
Aupn | S %1 Yoars { Famale

‘Spouss { FElher Neme - KANDHEUNTA DILIP KUMAR

Agdreag MO BE, GR FLA NISARGA 4TH PHASE
FANNLRAHALLI HOSKOTE, | Bengatur

UHID : UHJAZIO1S02S

OP NOWag DU 24-02-2024 0056 AN
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Retered By

Consultant DCir.Preventive Heallth Check Up
KWL Mo,

Complaints [ Findings | Obserdations :
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T‘-ruw-t

Investigations: u ; Flg‘
MS &/ -
Treatmant | Care of Plan [ Provisional Diagnosis : t;—,‘.ﬂ,,'l-} av & !JJC o+ 1%
(__L_pk. ﬂa M e |
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Follow Up Advice :

Signature of the Doctor

UMITED HOSPITAL (A Unit of United Brotherss Healthcare Services Privade Limited|
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Out Patient Record layanagar, Bangalore

Fatlont Marmo s Mrs. PALLA UDAYA SRI UHID 1 UHIAZI0TS0ZE

Ape | Bes 31 Years | Femaie OP NO/Reg DF - 24-02-2024 0 5 AM

Spouse | Falher Kame | KANDIKUNTA DILIF KUIMAR Deparimeang

Addrass NO BS, GR FLA NESARGA 4TH PHASE Referad By

FAaMMURAHALLI HOSHOTE, | Bengaluiu
Comsutanl Gir Provspnilvn Healifn Check Lip
. KKC Mo Drr_ mﬂf'\ﬂr}

Gomplaints | Findings | Observations :
Sig B Maben
i come /- So Caadd fcotit. chetk .
| No bnown Go- pposhidikts [/ ao tts pin.

Investigations:

Treatment / Care of Plan / Provisional Diagnosis :
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ECh: womanl Siive Iy My

Follow Up Advioe :
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Sigrature of the Declor

UNITED HOSPITAL (A Unil of United Brotherss Mealihcare Services Privaie Limiled]




sai, 2Lkl

EXERCISE STRESS TEST REPORT
Patiert Nume: MRS, PALLA UDAY A SRI, DOB:- 25.07.1992
Patient 1D 19025 Age: 3lym !
Height: 158 ¢m Gender: Female —_—
Welght: 72 kg Race: Indian -
Study Dute: 24.02.2024 Referring Physician: DR. RAHUL PATIL
Test Type: Treadmill Stress Test | Astending Physicisn: DR RAHUL PATIL
Pratocol; BRUCE | Technician: YAMMNUTHARITHA
Medicathons: :
Medical History:
NOHO DM & HTN
Seregning Fﬂ{ CAD
Exercise Test Summary
Phase Name Buage Mame Time Speed Grade  HR  BP Comment
! inStage-  tmphj | (%) (bpmi  {mmiig

PRETEST SLIMNE (]I H e Q.04 0,04 811} | 3R
i STANDING (i]i Ll 0.0 o ] i 3oEh

HYPERY. G0 .0 aon 12 | 30:RG

WARM-LIP 0320 Qg 000 Bt | J07Rd
EXERCISE STAGE 1 e |1 R 1 10.0 145~ 1THFRD

STALE 2 03400 250 12.00 64 14090

ETACE 3 02407 340 14,00 I 130400
RECOVERY 0547 .00 LK L] 1507100

ﬁtfu.ir:m exeralsed according 1o the BRUCE for 8:06 min:s, achleving a woek level of Mix, METS: 10,10, The resting heart rate

of 8% bpm rose 1o & maximal heart rate of 179 bpm, This value represents 94 % of the miximal, age-prodicied heart rate. The resting

ll;lmdmmn of 13080 mmig , rose to & maximum blood pressure of 150/100 mmg. The exercise test was stopped due to Tanget
rt rate achieved. f f !

Introretation

Summary: Resting ECG: normal.

Fungtional Capasity: normal.

HR Response to Exercise: appropriate, _
BP Hesponse to Exercise: normal resting BP + sppropeiate response,
Chést Pain: nome, s
Arrhythmiss: none,

ST Changes: none,

Ovgrall impression: Nommal stress Lest,

Conclusions

GOOD EFFORT TOLERANCE

NORMAL HR AND BP RESPONSE

N ANGINA DR ARRHYTHMIAS NOTED | {
NO SIONIFICANT 8T.T CHANGES NOTED ILRING EXERCISE AND RECOVERY

IMPRESSION. . STHESS TEST IS NEGATIVE FOR INDUCIBLE ISCHEMIA |

Physiclan i b e e
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DEPARTMENT OF RAMODIAGNOSIS

Name Palla Udsya Sri Dhate . 24/02/24

Age 31 years Hospital 1D UHIA23019025

Bea Female Ref. Health check
ULTRASOUND ABDOMEN AND PELVIS

FINDINGS:

Liver is normal in size and 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 caleuli, wall thickening or pericholecystic fluid.

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

Spleen is normal in size, shape, contour and echopattern. No evidence of mass or focal lesions.

Right Kiduney is normal in size (10.2 x 3.5 cms), position, shape and echopattern. Corticomedullary
differentiation is maintained. No evidence of caleuli or hydronephrosis.

Left Kidney is normal in size (11.4 x 4.2 cms), position, shape and echopattern., Corticomedullary
differentiation is maintained. No evidence of caleuli or hydronephrosis.

Retroperitoneum- Visualized aorta appeared normal. No obvious enlarged para-aortic nodes.
Urinary Bladder is well distended. Wall thickness is normal. No evidence of calculi, mass or mural
lesion.

Uterus is anteverted and normal in size, measures 7.5 x 3.5 x 4.2 ems. Myometrial and endometrial
echoes are normal, Endometrium measures 3.9 mm.

Right ovary is normal in size and echopattern. measures 5.1 cc.

Left ovary is normal in size and echopattem, measures 4,1 cc.
Both adnexa: Normal, No mass is seen.

There is no ascites or pleural effusion. Appendix could not be localized. No RIF probe tenderness.
IMPRESSION:

* No definite sonological abnormality detected. "

Bir. Elluru Santoih Kumar
Consuliani Radiologist
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DEPARTMENT OF RADIODIAGNOSIS
Name Palla Udaya Sn Date 24/02/24
Ape 31 years Hospital 1D UHIA23019025
| ex Female Ref. 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 abaormality,
1

I F

De. Elluru Santosh Kumar
Consultant Radiologist
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