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CER IFIFIS

36 . THE GAZETTE OF INDIA : EXTRAORDINARY [PART II—SEC. 3(i)]

FORM 6
[See rule 13(f) (i) |
Consent Form to be Signed by the Couple or Woman

I'We have | requcsted‘ OT‘E—\ W clilaj&. kPﬂ'dL,C\ REAY F&ﬂm;RamOﬁ‘?ﬁs

ST K L\\.(IT{.Q ...... (- b WA OCIC.. L (name and address of clinic) to pr
with treatment services to help us bear a child.

We understand and accept (as applicable) that.

I, The drugs that arc used to stimulate the ovaries for ovulation induction have temporary side- effects like nausca
headaches and abdominal bloating. Only in a small proportion of cases, a condition called ovarian’
hyperstimulation occurs where there is an exaggerated ovarian response. Such cases can be identified ahead of
time but only 10 a limited extent. Further, at times the ovarian response is poor or absent in spite of using a high
dose of drugs. Under these circumstances, the treatment cycle will be cancelled.

2. There is no guarantee that:
(1) The oocytes will be retrieved in all cases.
(n) The oocytes will be fertilized
(1i1) Even if there were fertilization, the resulting embryos would be of suitable quality to be transferred.
All these unforeseen situations will result in the cancellation of any treatment.
/ ! 7 4’ M N Y C ¢ M T M ‘ 4

3 I We fully consent tu these procedures and to the administration of such drugs and anesthetics as may be
necessary. We also consent to any other operdtive measures, which may be found to be necessary in the
course uf the treatment.

4. I/ We have been told of the risks of ultrasound directzd follicle aspiration.

5. 1/ We are aware that we are free to withdraw or vary the terms of this consent until the gametes and/ or
embryos have been used in accordance with my/ our wishes. | am aware that this will have to be a written
request

6. There is no certainty that a pregnancy will result from these procedures cven in cases where good quality
embryos are transferred.

7. If a chinical pregnancy does result from assisted conception treatment, I/ we understand there is an accepted
risk of muliipie pregnancy, an eclopic pregnancy ur of a miscarriage. I/ We understand (hat as in natural
conception, there 1s a small risk of fetal abnormality.

8. Medical and scientific staff can give no assurance that any pregnancy will result in the delivery of a normal

living child
9 The uncertainty of the outcome of the procedure has been fully explained to me/ us.
I/ We fully understand the risks of treatment including:
(1) it is not possible to guarantec that a follicle wiil develop in a given cycle and that
occasionally cycles have to be abandoned before egg retrieval.
(1) there is a risk that spontancous ovulation can happen prior to/or during the egg retrieval.
(iii) an egg is not always recovered from a follicle at the time of egg retrieval.
(iv) any eggs may be collected and fertilization of any collected eggs will occur

(v) is a risk that the cycle will be abandoned before Lmbryo Transfer if there is failure of fertilization,
abnormal fertilization or failure of the embryo to cleave(divide)

(vi) a pregnancy may result from treatment.
{vii) treatment may be abandoned at any time if there are problems in the laboratory or with the culture
system
10 I/ We have been fully informed of all that is involved with the TVF/ICSI technique and have been advised

regarding the chances of success, the possibility of multiple pregnancy occurﬁng and other possible
complications of treatment by the doctor. I/ We have also received information relating to treatment by these

techniques in order to assist us to become more fully aware of what is involved.

ﬁ(;j} AL Sl
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Endorsement by the ART clinic

/' we have  personally  explained to and
the details and implications of his / her / their signing
this consent / approval form, and made sure 1o the extent humanly possible that he /she /they understand
these details and implications. '

This consent would hold good for all the cycles performed at the clinic.
Name and Signature of the couple (husband and wife) or Woman
Name, Address &Signature of the Witness from the Clinic

Name and Signature of the Doctor

Name and Address of the ART Clinic

Dated: .................s
FORM 7
[See rule 13(f) (ii) |
Consent for ltﬁ:with Husbhand’s Semen/ Sperm
! ]
Kowt o and ~Abh'uhele

. being husband and wife and both of legal age, authorize
Dr. to inseminate the wife intrauterine with the semen / sperm of the husband for
achieving conception.
W

¢ understand that even though the insemination may be repeated as often as recommended by the doctor, there is no
guarantee or assurance that pregnancy or a live birth will result,

We have also been told that the outcome of pregnancy may not be the same as those of the general pregnant
population, for example in respect of abortion, multiple pregnancies, anomalies or complications of pregnancy or
delivery.

The procedure carried out does not ensure a positive result, nor does it guarantec a mentally and physically normal
child. This consent holds good for all the cycles performed at the clinic.

Signature of intending couple

T
Husband : W"‘\ gL S(]"y

Wife \1
Endorsement by the ART Clinic

1/ we have personally explained 1o ........cocceeeeniinnnnnn. and ..ovve the details and implications of his /

her / their signing this consent / approval form, and made sure to the extent humanly possible that he / she / they
understand these details and implications.

Name, Address and Signature of the Witness from the clinic

Signed: (Husband)

(Wife)

Name and Signature of the Doctor
Name and Address of the ART clinic

Daled:
FORM -8
|See rule 13 (f) (iii)]
Consent for Intrauterine Insemination with Doner Semen
A PP PP PP P L L R P TP PP LR PERERTEPERERPE being of legal age,
a,uth‘gris.; Dr ......... to inseminate me intrauterine with semen / sperm of a donor Aadhar
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IR o ~ THE GAJEIIE OF INDIA : EXTRAORDINARY [PART TI—SEC. 3(1)]

0. woreeeir e (ART bank's no. ....oooovvvveeeen o ; obtained from

no.
bank with valid registration N0 e, ) for achieving conception.

I/'We understand that even though the insemination may be repeated as often as recommended by the doctor, there is
no guarantee OF assurance that pregnancy or a live birth will result.

|/We have also been lold that the outcome of pregnancy may not be the same as those of the general pregnant

population, for example in respect of abortion, multiple pregnancies, anomalies or complications of pregnancy or
delivery.

[/We declare that we shall not attempt (o find out the identity of the donor.

[, the husband, also declare that should my wife bear any child or children as a result of such insemination(s),
such child or children shall be as my own and shall be my legal heir(s). (if applicable)

The procedure carried out does not ensure a positive result, nor does it guarantee a mentally and physically normal
body. This consent holds good for all the cycles performed at the clinic.

Signature of intending couple/ intending woman

Endorsement by the ART clinic

1/we have personally explained 10 ........ooocoeiiin, 80 the details and implications of his

"her / their signing this consent / approval form, and made sure (o the extent humanly possible that he / she / they
understand these details and implications.

Name, Address and Signature of

the Witness from the Clinic

Signed: (Husband)
(Wife)

Name and Signature of the Doctor
Name and Address of the ART clinic
Dated: ..................

Note: An appropriate modification of this form may be used for Artificial Insemination or Intrauterine Insemination of
a single woman with donor semen.

FORM 9
|See rule 13 (f) (iv)]

Consent for Freezing of Embryos

We, K avf ;'{0 ......... 2 ' O..A b‘Hﬂ Reko and

.......................................................................................... , consent to freezing of the embryos that
have resulted out of ART with spermof ... & ooeyte of ...ooviviiiniiiiis [/We understand that the
embryos would be normally kept frozen for............ years. - If we wish to extend this period, 1/we would‘ let you (the
ART clinic) know at least six months ahead of time. If you do not hear from us before that time, you will be free to
(a) use them for research purposes; or (b) discard and destroy them off. 1/ We also understand that some of the
embryos may not survive the subsequent thaw and that frozen embryo-replaced cycles have a lower pregnancy rate
than when fresh embryos are transferred.

*Husband
In the unforeseen event of my death, I would like the embryos

To perish

lHanded over to my wife

O oU

Used for research purposes

Signed: W\’\;\ 51\1/{ L'S/)hl/l/\ Dated:

(% scanned with OKEN Scanner
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*Wife / woman

In the unforeseen event of my death, | would like the embryos
To penish

To be handed over to my husband /............ (Specify name and details)

BiRE

Used for research purposes

signed ([ Dated:

Name. Address and Signature of the couple/woman

Endorsement by the ART Clinic

I we have personally explained B IRy 5o oo s enonansass and

TS the details and implications of his / her / their
signing this consent / approval form, and made sure to the extent humanly possible that he / she / they understand
these details and implications.

Name, Address and Signature of the Witness from the Clinic -
Name and Signature of the Doctor

Name and Address of the ART Clinic

IR s e

*The appropniate option may be ticked

* Strnike of which is not applicable

Terms and Conditions

L Provision of Information

As long as | have cryopreserved embryo in storage at clinic mentioned above, | hereby agree to contact the
above clinic at least annually to provide current information indicating my address, telephone number, email
address and contact details and intention regarding my cryopreserved embryos

Failure to:

(i) contact the clinic for a period of twelve months;

(i1) respond to a request for information from clinic within 90 days of receipt; shall constitute abandonment
and signify my desire to terminate storage of Cryopreserved embryos.

In the event of my failure to comply with (i) and (i1) above, I instruct the above-mentioned clinic and hereby
consent to my Cryopreserved embryos either being destroyed and discarded or given for research

2, Payment of Fees

| understand that | am responsible for the costs of cryopreservation and storage of my Cryopreserved
embryos. Cryopreservation and storage fees are due and payable at the time of gamete cryopreservation, and
at the beginning of each annual storage interval thereafter. I understand these fees are non-refundable and are
not subject to prorated adjustment for partial storage intervals. Should the yearly fee fo.r storage of my
Cryopreserved embryos, remain unpaid for a period of one year after the first invoice is forwarded to my
address/email/informed to me telephonically the clinic

can conclude that 1 am no longer interested in storing these specimen(s) and 1 hereby instruct the clinic to
destroy of my Cryopreserved embryos or use for research.

3. Alternate Contact/Responsible Party

| hereby name ... ... ........ as an alternate contact and my representative to assume
responsibility for sections 1 and 2 above in the event that | am unable due to illness | have attached a signed
acknowledgement by ... that they have read this form and will be responsible

for its provisions in the event that 1 cannot.

(¥ Scanned with OKEN Scanner
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FORM 10
[See para 13 (e) (v) of the Instructions]

Consent for Freezing of Gametes/Sperm/Oocytes

We. ... ......KthLL. e, S and Abhuwhek o

(sperm/oocyte) We understand that

ing of the m L —— »
B ) In the exceptional circumstances

the gametes would be normally kept frozen for ten years
If I/we wish to extend this pernod, we would let the ART C|{|nIC

( ths ahead of uime
(Name and address) know at least six mon
before that time, you will be free to (a) use them for research purposes, of (b) discard and

destroy them off We also understand that sometimes the quality of lhes’e
sperm or occytes may decrease on subsequent thaw and that

If you do not hear from us

frozen Qametes may have a lower pregnancy rate than when fresh gametes are transferred

*Husband / Man

In the unforeseen event of my aeain | would like the gameles
To perish L
To be handed over to my wife/ .. __._(specify name and details L_, ]
Used for research purposes D

signed: Algim S+ Syin Dated:

*Wife /| Woman

In the unforeseen event of my death, | would like the embryos
To perish

To be handed over to my husband/
......... (specify name and details)

00U

Used for research purposes

Shgnad. { Dated:

Name, Address and Signature of the couple/woman

(¥ Scanned with OKEN Scanner



FORM 12

[See para 13 (e) (vii) of the lnstructions]

Consent for Oocyte Retrieval

Name(s) and address(es) of patient Kawnla u-:.fO Abhuhek

Name and address of the clinic: Pma L}n TV Corclk Ramhf‘d oA -
| have asked the clinic named above 10 provide me with treatment services to help me bear
a child. | consent to°

te retrieval by the administration of hormones and other

1 Being prepared for oocy
drugs
2 The removal of oocyles from my ovaries under ultrasound guidance/ laparoscopy

about the above procedures

lved and | have been given oral and written information
the drugs that are used to stimulate the ovaries to
a, headaches and abdominal bloating.
yperstimulation occurs
be identified ahead of
is poor or absent in

I/We had a full discussion with

and the risks and complications invo
about them | understand and accept that
raise oocytes have temporary side-effects like nause
Only in a small proportion of cases, @ condition called ovarian h

where there is an exaggerated ovarian response. Such cases can

time but only to a limited extent. Further, at times the ovarian response
spite of using a high dose of drugs. Under these circumstances, the treatment cycle will be

cancelled.

I/We consent that liwe shall be the legal parent(s) of the child and the child will have all the

legal rights on me, in case of anonymous gamete / embryo donation.

I/We have been given a suitable opportunity to take part in counselling about the
implications of the proposed treatment.

The type of anaesthetic proposed (general / regional / sedation) has been discussed In
terms which | have understood.

Signature of intending couple/ intending woman

) %V"»kﬂx y2q) A
Ags = ?)(v P r\(., AT, R
NG - 237

/Blu st Sl
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Regd. Office : Dr Ll Pathtabs Lt Block-£. Sector 18, Rohurd, New Dedtw- 1 10085

. . Ms. KAVITA wu:m CIN: 7489901 | 99SPLO06S 388
 abNo. . 185736172 - Aga ;. 40 YONES
2 i DR PRAGYA pANDEY  Paakda Gender : Female
. 2711212024 12_33.909" Reported : 27/12/2024 3:30:00PM
R Pars : Report Status : Final
. PRAGYA MOTHER & CHILD CARE HOSPITAL Processed at : Dr. Lal Path Labs Ltd
oot Pukitonts 2 . : . Lanka ,Varanasi 221005
Test Report
Results Units Bio. Ref. Interval

379.00 pg/mL

|
Fo’ihcu'lar | 12.5 - 166 |
__________________________ s e e R |
| Mid cycle | 85.8 - 498 |
» e |
1 Luteal | 43.8 - 211 |
------------------------- [~ m e
*regnancy(F‘lrst trimester) | 215 - >4300 |
-------------------------- | == m o
| Post Menopausal | <5.0 - 54.7 |

Determine estrogen status in women

Monitor follicular development during induction of ovulation
» Assess estrogen production in males

%reased Levels
iy » Precocious puberty (female)
3 Male gynecomastia

Liver disease

Ovarian tumors

Adrenal feminizing tumors

icreased Level

* Oral contraceptives
* Ovarian failure

VAR AMGTE A Fia
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Tis 01 18.11.2024

S odhukar Pandey Dr. Pragya Pandey

ot N MS BHU  MBBS, MD. (¢
WAoo 160 )

M Specialist P nfertility
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)| Pediat V ' All OBS & Gynot . !
, Ne Ner y Jiology ) y )
Reg No.-UPMC47311  Reg. No. - UPMC-50054

imi Nagar Colony Lanka, Varanasi, Phone : 0542-23¢ 7368

542-26692272

Age .20 d

Dete. /8 /]2y

PRAGYA MOTHER AND CHILD CARE

624 1186

7
>

6. Liver/Gallbladder :
7. Kidney / Spleen :

Transvaginal (TVS)

Date of MC Right Ovary Left Ovary

2 : _ : (£
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i | LABORATORY REPORT E%gcliﬁe

3 . Mr ABHISHEK SINGH
ender : 31 Y/Male Report STATUS : Final Report
QI UHID : 9431726/0F9431726 Barcode NO  : YB052138
rred BY : Dr. Pragya Pandey Sample Type : Semen
e Collected : Aug 23, 2024, 01:50 PM Report Date : Aug 23, 2024, 03:46 PM.
ription Value(s) I Unit(s) ] Reference Range
1:46 PM
2:25 PM ‘
5 mL 13-15
Grey white l - ' Pearly White
3 Days 2-7
30 min upto 30 min
7.0 ; 7.0-8.0
s (Qualitative) e i Present Y - ' Present
noffstest ! 7 ‘ ,
entration 22 | Millions/mL 12-16
L NEUBAUER CHAMBER |
S = | Nomal - ‘ Normal
nt Ejaculate 110 ' million/Ejaculate | 35 - 40 million/Ejaculate
R e p—— | |
olility at 37°C (Total=PR+NP) 60 ‘ % 40 - 43
4 200 spermatozoa) ‘ |
SCO Y | ‘
ogressive motility (PR) { 40 % 29 - 31
OPY |
5 1 |
NO Progessive motility (NP) J‘ 20 % 0-1 .
COPY
n otlhty | 40 % 19 - 20
SCOPY Sy ‘
orms @ % 3.9-40
COPY | ‘
NIL 1 Ihpf
COPY 1
ound Cells 5-6 ‘ Ihpf
SOPY e J ‘

above mentioned ranges are the lower reference interval
RIA FOR SEMEN ANALYSIS 2021)

L *¥¥ End Of Report ***

b for b
Tabh Whued § x00%*

s ™E
? Dr. Usha Dubey
E MBBS , MD
Consultant Pathologist
Booking Centre :- RRL VARANASI, Redcliffe Lifetech Pvt. Ltd., HNo.31/82A-9-B R
390820608 cesupport@redclitfela

P bs.co www
m::’s‘% Lab - Redclife Lifetech Pyt Lid HNo.31/82A-9-B Rashmi Nagar, A .o 0
clinical interpretation by ualiﬁedmdbel professional and m%onsmtsmm(;;gémy‘m:g

ashmi Nagar, Near BHU Hospit

(¥ Scanned with OKEN Scanner
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Cl/o. Visakha Multi
. L ti Speciality Clini
Sarojini Naidu Towers, L v

Ccum aX apgv KGH Clock Tower,
| A—— e

. MR. ABHISHEK SINGH

DR.B. SIREESHA RANI

Referral @

patient Name
p 27, 2024, 07:50 p.m

Collection Time : 5¢

Age/ Gender : 31 years / Male
Reporting Time : Sep 27, 2024, 08 17 p.m

patient ID @ 65833
ER GAJUWAKA Sample 1D : Ill“"ll!(lmll'!l“"“ l“
45

Source : VIZAG IVF CENT

Value(s) Reference Range

Test Description

Hemoglobin HB%
< 13-17 gms%

Hemoglobin

-~

Reference?

and Lewis Pr actical Hematology

Dacie
10th edition

End of Report-

-

ch Cupobele

DR. CH SURYAKALA
(MD pathologist)
- -
-
' page 1 of 6
' : 59
Collectlon. 9492 84 59

—
N Home
A‘

(% scanned with OKEN Scanner



Clo. Visakha Multi Speciality Clinics
Sarojini Naidu Towers,

( AcCumaxX Qe
Diagnostics

INGH

[‘ Patient Name : MR AL S HEK Referral : DR B. SIREESHA RANI

Age / Gender

Collection Time : Sep 27, 2024, 07:50 p.m

.
Male

Time : Sep 27, 2024, 08:17 p.m
Pagjent 1D : 65559 Reporting P
B V220 Y CONTER G semie YNNI

Reference Range

Test Description Value(s)

Glucose, (RBS)

Random Plasma Glucose (RBS) 70 - 140 mg/dL
Ra:r rine gl
Reference;
Amenican Diabetic Association Guidelines 2016
End of Report

- d,qu]«/l&ﬁu

DR. CH SURYAKALA
(MD Pathologist)

Page 2 of 6

Home Collection: 9492 84 5959 &

(% scanned with OKEN Scanner




Sarojini Naidu Towers
Ccum ax Opp. KGH Clock Tower
Maharanipeta, Visakhapatnam-2
Ph. 0891-2728558
- - .
- Diagnostics

Same : MR ABHISHEK SINGH

i
/

Referral : DR B. SIREESHA RANI

g : 31 years / Male Collection Time : Sep 27, 2024, 07:50 p.m

D : 65833 Reporting Time : Sep 27, 2024, 08:17 p.m

e 0 7 TR GAAA B (T T

;M'{hn Value(s) Reference Range

HIV.1 & 11 Antibody Rapid
| - Rapid Negative
. Wiva Rajpid Negative

Method Tridot Assay

. v End of Report
DR. CH SURYAKALA
e (MD Pathologist)

Page 3 of 6

Home Collection: 9492 84 5959 d

(% scanned with OKEN Scanner



Clo. Visakha Multi Speciality Clinics
Sarojini Naidu Towers,

C Cum ax Opp. KGH Clock Tower,
Maharanipeta, Visakhapatnam-2
. . Ph. 0891-2728558
_Diagnostics

e : MR ABHISHEK SINGH Referral : DR B. SIREESHA RANI

br 1 31 years / Male Collection Time : Sep 27, 2024, 07:50 p.m.
Reporting Time : Sep 27, 2024, 08:17 p.m

| b5333F CENTER GAJUWAKA Sample 1D : |\|||““M!MW“‘“

ZAG |

-
ption Value(s) + Reference Range

C Virus Antibody (Anti HCV) Rapid

Negative

virus Rapid
Tridot Assay

-——-—-End of Report-----

- § | ch. Qg/dﬂ»@

DR. CH SURYAKALA
(MD pathologist)

page 4 of 6

e Collection: 9492 84 5959 &

—————

(% scanned with OKEN Scanner
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~ -

¢ Name : MR. ABHISHEK SINGH

Sarojini Naidu Towers,
Cum aX Opp. KGH Clock Tower,
Maharanipeta, Visakhapatnam.2

Diagnostics

Clo. Visakha Muti Speciality Clinics

Ph. 0891-2728558

Referral : DR B. SIREESHA RANI

n
tie - 31 years / Male Collection Time : Sep 27, 2024, 07:50 p.m
e g
4 5833 Reporting Time : Sep 27, 2024, 08:17 p.m
ID:6
P.dent Sample ID :
TER GAJUWAKA p : “"l”“ lI|III ||I
. VIZAG IVF CEN
Source *
jption Value(s) Reference Range
Test pescrip
VDRL RPR), Serum
Negative
VDRL(RPR) g
d Slide Floculation
' i The Rapid Plasma Reagen IRPR,) antigen is a microscopic
s nontreponemal flocculation test for detection and quantitation of anti
lipoidal antibodies. Biological false positive results may be S('-(-n n
presence of diseases such as, leprosy, malaria, toxoplasmosis,
infectious mononucleosis or lupus erythmatosis
e e -
N End of Report-----
Cj/\ . Q»w] @Mx
DR. CH SURYAKALA
ogist
2 (MD Pathologist)
-
-~
i -
1 page 5of 6
S~

Home Collection: 9492 84 5959

(% scanned with OKEN Scanner
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cumax

Diagnostics

Clo. Visakha Multi Speciality Clinics
Sarojini Naldu Towers,

Opp. KGH Clock Tower,
Maharanipeta, Visakhapatnam-2
Ph. 0801-2728558

Referral : DR I3 SIREESHA RANI

Collection Time : Hep 27, 2024, 07:50 p.m
Reporting Time : Sep 27, 2024, 08:17 p.m

g

Sample 1D :

Reference Range

TR

DR. CH SURYAKALA
(MD pathologist)

t Name€ : MR ABHISHEK SINGH
4 =
he'er / Gepder 31 yearsJ Male
leg ent ID : 65833
1 ~
‘ ¢ CENTER GAJUWAKA
84 ce : VIZAG IVF
y, © Bour
)ne‘ Value(s)
Test Descrlptlon
H titis B surface Antigen (HBsSA Rapid
hem& Hepatitis B surface Antigen (HBsAg) Rapid Negative
Ol B e
0"{ End of Report
-«*
[ -
w
ﬂ-
.
-

pPage 6 of 6

Home Collection: 9492 84 5959 ﬁ 4

(% scanned with OKEN Scanner



Clo. Visakha Multi Speciality Clinics
Sarojini Naidu Towers

C Cum a‘x Opp. KGH Clock Tower,
Maharanipeta, Visakhapatnam-2

. . Ph. 0891-2728558
Diagnostics

¢ Name : MRS. KAVITHA SINGH Referral : DR B. SIREESHA RANI
 patien $
Pa ’ m;def . 26 years / Female Collection Time : Sep 26, 2024, 07 33 pm
o ¢ 1D : 65787 Reporting Time : Sep 26, 2024 08 10 p ¢
patien :
r AJUWAKA Sample ID :
. VIZAG IVF CENTER G
- (0T
Value(s) Reference Range

Test Delcription

Bloo'd Groupin and Rh in
Blood Group (ABO group) 5 |
™ POSITIVE /
Rh Type
e Hemagglutination tube method (Forward and reverse grouping
Method :
Note:

revious ! 18 ave lease verify before transfusion
b]OOd groupmg / Rh typing not available. P 3
Records Ofp

—

= -—--—End of Report-
d’l : Qub]k,(ﬁx(g
DR. CH SURYAKALA
(MD Pathologist)
" -~

Page 10f7

Home Collection: 9492 84 5959
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ccumax

Diagnostics

e : MRS. KAVITHA SINGH

hﬂent Nam
Age /] Gender :

D : 65787
patient

. VIZAG IVF CENTER GAJUWAKA
Source :

26 years / Female

T —

Clo. Visakha Multi Speciality Clinics
Sarojini Naidy Towers,
Opp. KGH Clock Tower,

Maharanipeta, Visakhapatnam-Z
Ph. 0891-2728558

Referral : DR.B. SIREESHA RANI
Collection Time : Sep 26, 2024, 07:33 p.m.
Reporting Time : Sep 26, 2024, 08:10 p.m.

pm | (11111 T

/’—:T Value(s) Reference Range
iptio
Test Descr
b
hyroid Stimulating Hormone (TSH)
: 3.64 0.38 - 5.6 plU/ml
TSH”®
Reference:

ADVIA Centaur Assay Manual and .
Tietz Fundamentals of Clinical Biochemistry
1

Interpretation:

1 ISH values may be tr allsiellﬂy altered because of non (hyrondal illness like severe l
1 Ty €lC.
'nfect'l() liver disease lenal and heart failuxe, severe bur ns, trauma and surge
i ns, )

2. Drugs that decrease TSH values. e.g:- L-dopa, Glucocorticoids.

crease I'SH valu - lodine thiu Amiodarone.
es. €.8 I e, Li m, Ami T e
8. Dmgs 'ha‘ !

------ End of Report---—-

ch. Q%wa&

DR. CH SURYAKALA
(MD Pathologist)

page 2 of 7

i 959
Home Collection: 9492 84 5

(% scanned with OKEN Scanner
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Clo. Visakha Muiti §
Poclality Cui
| Sarojini Naidu Towers, e
Cum ax Opp. KGH Clock Towaer,
C Maharanipeta, Visak

hapatnam.2
y 3 Ph. 0891.27285
Diagnostics -

R MRS, KAVITHA SINGH Referral : DR B SIREESHA RANI

t Na J

patien gor : 26 years / Female Collection Time : Sep 26, 2024, 07 1 p.m
00“ er « & J

Age / Reporting Time : Sep 26, 2024, 08 10 p m

patient D : 65787

gource : VIZAG [VF CENTER GAJUWAKA Sample 1D “““\“ !!l“““u“ “m

Value(s) Reference Range
Test pescription -
HIV1& I Antibody Rapid
- Rapid Negative

Negative
Hwﬁ Rapld

Tridot Assay
Method: -

------End of Report
- : DR. CH SURYAKALA
(MD Pathologist)
-
-

Page 3of 7

Home Collection: 9492 84 5959 i

(% scanned with OKEN Scanner



ccumax

Diagnostics

s. KAVITHA SINGH

¢ Name MR
Gender - 26 years / Female

/ ]

ot ID ¢ 65787
VIZAG IVF CENTER GAJUWAKA

Source o

Clo. Yisakha Multi Speciality Clinics
Sarojini Naidu Towers,
Opp. KGH Clock Tower,

Maharanipeta, Visakhapatnam-2
Ph. 0891-2728558

Referral : DR B. SIREESHA RANI
Collection Time : Sep 26, 2024, 07:33 p.m.
Reporting Time : Sep 26, 2024, 08:10 p.m

pnnt |11 AR

Value(s)

Reference Range

Test D,,mpuon

e

atitis C Virus Antibody (Anti HCV) Rapid

Negative
Hepauus ¢ Virus Rapid g

I'ridot Assay
u(lh«‘(j
-
- End of Report
DR. CH SURYAKALA
(MD Pathologist)
- -
-
-
. r i
' Page 4 of 7

Home Collection: 9492 84 5959 ﬁ

(% scanned with OKEN Scanner



APp N
Dr. Madhukar Pandey Dr. Pragya Panc

MBBS XOMC ko) D Poce ) S BHU ' mBES MD 1O8S & Grane)
Pedhatrican & - a-v--bo-n V
Rep Mo -UPNICATIN  Rag Mo . UPWC.S908e

——————
Plat No. 9, Rasher Nogar Colony, Lanka, Yoronas: Phone - 0542.23

TSOL  Branch Sahitya Naoko Mo, Romnagor, Voranow, Phone 0547 2649]

et RN Jo.

| ‘ 2P /2:/,5?@%
Clo oo )hﬁ,{jd,,z] 4

h

D' Tab Lobwy >~y *e

(D Tab follom_ x 00X
/gdo‘n("*

12,/ !

. Immunization Jl-lolpllno—No.V:]
Facility Available | 8808572123 | Not for medico legal purpos
e

N S
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£ Mail
Customer Care: 75000 75111

Processed By
No. 9, Rashmy
Hospitals. Plot

Contact No. -782 7949764

mDIAGNosncsmm.
Plot No 55~56.U¢yogw..'h‘h

Gurugram - 122015

Billing Date
26 Yrs/Female Sample Collected on
1208C002202480215 Sample Received on
1208C00220248020004 Report Released on
DR PRAGYA PANDEY

+ 02/08/2024 12:01:06 pm
+ 02/08/2024 12:01:47 PM
 02/08/2024 03:25:08 pM
© 02/08/2024 05:24:33 PM

Report Status -Final

Result Biological Ref. Interval

Unit

4.79 - 23.30

(¥ Scanned with OKEN Scanner

ng/mL




Dr. Madhukar Pandey Dr. Pragya Pandey

MBEBS. MD [OBS & GYANE
Specalist Specolised n \nfertiny
’ ore  Loproscopy Gynoe Surgery
mons Al OBS & Gynoecological Surgenes
oY ongd Medical Management

Reg No  UPMC4TIM Reg No - UPNMC- 58054

D FINDINGS  Transabdominal (TAS
:

2 Uterus

e ™

F.o

.t”: ‘ (:(1»/» mc‘ww/

yny, Lanka, Varanasi, Phone : 0542-2367368

Age

Lte
1248 g

i e Boye

" T \4 - 'ﬁ -
4
LcﬂOvad R

8 -2 "*l[,iw—;_ 1200~

Not for Medico - Legal Purpose.
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