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HEMOGLOBIN (MB) 9.2 Low 13,0 - 17.0 g/dL
RED BLOOD CELL (RBC) COUNT 3.15 Low 4.5- 5.5 mil/pL
WHITE BLOOD CELL (WBC) COUNT 6.20 4.0 - 10,0 thou/pL.
PLATELET COUNT 195 150 - 410 thou/pL

RBC AND PLATELET INDICES

HEMATOCRIT (PCV) 27.7 Low 40 - 50 %
MEAN CORPUSCULAR VOLUME (MCV) 88.0 83-101 fL
MEAN CORPUSCULAR HEMOGLOBIN (MCH) 29.2 27.0 - 32.0 P9
MEAN CORPUSCULAR HEMOGLOBIN 33.1 31.5-34.5 g/dL
CONCENTRATION (MCHC)
RED CELL DISTRIBUTION WIDTH (RDW) 15.3 High 11.6 - 14.0 :
MENTZER INDEX 27.5
MEAN PLATELET VOLUME (MPV) 9.9 6.8 - 10.9 fL
WBC DIFFERENTIAL COUNT
NEUTROPHILS 62 40 - 80 %
LYMPHOCYTES 28 20 - 40 %
MONOCYTES 06 2-10 %
EOSINOPHILS 04 1-6 %
BASOPHILS 0 <1-2 %
3.84 2.0-7.0 thou/pL

ABSOLUTE NEUTROPHIL COUNT

ABSOLUTE LYMPHOCYTE COUNT 1.74 1.0-5.0 thou/ul

ABSOLUTE MONOCYTE COUNT 0.37 s 0.2-1.0 thouwspl.
ABSOLUTE EOSINOPHIL COUNT 0.25 0.02 - 0.50 thou/ul
ABSOLUTE BASOPHIL COUNT 0 0.0-0.1 thou/pL
NEUTROPHIL LYMPHOCYTE RATIO (NLR) 2.2
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(PATIENT NAME : AMARJEEY PAL REF. DOCTOR 1 DR, SADAR HOSPITAL
ACCESSION NO « 0707XFO01673 AGL/SEX 167 Years Male
i o PAVIENT 1D C AMARM290657707 DRAWN  129/06/2024 08:53:20
CLIENT PATIENT D, RECEIVED : 29/06/2024 08:55:04
AHA NO ! ACPORTED ©29/06/2024 17:47:27
bn Report Status  Einal Results Blologleal Reference Interval  Units
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CBC WITH ESR (CAC+PS+ESR) ERTA WHOLE

ERYTHROCYTE SEDIMENTATION RATE (ESR),EDTA
BLOOD
E.S.R 86 High 0-14 mm at 1 hr

Intecpretation(s)

ERYTRROQYTE SEDIMENTATION RATE (ESR),EDTA BLOOD-TEST DESCRIPTION :-

Enthrocyte sedimentation rate (ESR) Is a test that Indirectly measures the degree of Inflammation present In the body. The test actually measures the rate of fall
{sedimentation) of erythrocytes In a sample of blood that has been placed Into a tall, thin, vertical tube, Results are reported os the millimetres of dear fluid (plasma) that
are present at the top portion of the tube after one hour. Nowadays fully automated Instruments are ovallable to measure ESR,

ESR is not diagnostic Itisa non-specific test that may be elevated In @ number of different conditions. It provides general Information about the presence of an
inflammatory condition.CRP is superior to ESR because it 1s more sensitive and reflects a more rapid change.
TEST INTERPRETATION

Increase in: Infections, Vasculities, Inflammatory arthritis, Renal disease, Anemia, Malignancies and plasme cell dyscraslas, Acute allergy Tissue Injury, Pregnancy,
Estrogen medication, Aging.

2ccelerated ESR(>100 mm/hour) in patients with li-cefined symiptcins direet. tie p* ; clan to search for a systemic disease (Parapreteinem s,
gnangies, connective DEsUR Ciseass. sevene infecoons such a5 bacte ndocardis).

- gt tempste 5 - f amemsl; 300 I second TmRse”

) ESE returns 0 nerTmal 400 mete Dosl DT

CMITATIONS

False elevated ESR : Increased fibnnogen, Drugs(Vitamin A, Dextran etc), Hypercholesterolemla
False Decreased : Poiknoqﬁtosis,(Slck!eCells,sphemcytes),Micmwtos)s, +ow fibrinogen, Very high WBC counts, Drugs(Quinine,

salicylates)

REFERENCE :

1. Nathan and Oski‘s Haematology of Infancy and Childhood, Sth edition 2. Paedlatric reference Intervals. AACC Press, 7th edition, Edited by S. Soldin 3. The reference for
the adult reference range is “Practical Haematology by Dacie and Lewis, 10th edition.

Page 3 i .

View Details View Reyn

PERFORMED AT : ——

s i B
Sadar Hospital,Sector-1, Bokoro Steel City, SOs (3 A

Bokoro, 827001 ULR No0.775000008190732-0707
Jharkhand, India

Tel : 7260813496
Email : customercare,bokaro@agilus.in



agiluc

',‘l«'tf'/

PATIENT NAME : AMARJEET PAL

REF, DOCTUR 1 DI, 5ADAR HOSPITAL

AMARJEET PAL

CUENTPATIENT 10:

ACCESSION NO  0707XF001672
PATIENT 1D CAMARM290657707

AGE/SEX 167 Yeors Male
DIAWN 129/06/2024 0%:4573:76
neceIven : 29/06/2024 08:55:04

ADMA NO REPORTED :29/06/2024 17:47:77
ECS‘ Report Status  Fipal Results Blologlcal Reference Interval Units
‘: BIOCHEMISTRY |

e - — . - - -
BLOOD UREA NITROGEN (BUN), SERUM
BLOOD UREA NITROGEN 36 High 6-22 mg/dL
CREATININE, SERUM
CREATININE 3.49 High 06-1.4 mg/dL
BUN/CREAT RATIO
BUN/CREAT RATIO 10.32 5.0 - 15.0
CALCIUM, SERUM
CALCTUM 9.4 8.4-10.4 mg/dL
ELECTROLYTES (NA/K/CL), SERUM
SODIUM, SERUM 130.6 Low 137 - 145 mmol/L
POTASSIUM, SERUM 3.37 Low 3.6-5.0 mmol/L
CHLORIDE, SERUM 108.5 High 98 - 107 mmol/L

Interpretation(s) .

| Sodium [ Potassium

| chloride
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EATIENT NAME : AMARJEET PAL REF, DOCTOR ¢ SELF
K‘I’T";g 'xl:'fs: g:::ﬁss TCRO0D0004B - KIT DOWN |ACCESSION NO : 0031XF025143 AGLIGEYL 167 Yaars  Male

OSPITAL, BOKORO 00

ATIENT : DRAWN  :29/06/2024 08:06:01

SADAR HOSPITAL, BOKORO, SECTOR - 1, BOKORO PATIENYID AMARM30065731A Wi 106/ 6:00
STEEL CITY, CLIENT PATIENT [D! RECEIVED :30/06/2024 11:26:15
BOKARO 827001 ABHA NO : REPORTED :30/06/2024 13:13:44
7260813496
CLINICAL INFORMATION : -
0707XF001673
[‘rest Report Status  Final Results Blological Reference Interval Units
i -
L BIOCHEMISTRY
URIC ACID, SERUM =
URIC ACID 4.5 3.5-7.2 mg/dL

METHOD : URICASE

Interpretation(s)
URIC ACID, SERUM-Causes of Increased levels:-Dietary(High Protein Intake,Prolonged Fasting,Rapid welght loss),Gout,Lesch nyhan syndrome,Type 2 DM, Metabolic
syndrome Causes of decreased levels-Low Zinc intake,OCP,Multiple Sclerosls

**End Of Report**
Please visit www.agilusdiagnostics.com for related Test Information for this accession

CONDITIONS OF LABORATORY TESTING & REPORTING B
1. It is presumed that the test sample belongs to the patient 5. AGILUS Diagnostics confirms that all tests have been
named or Identified in the test requisition form. performed or assayed with highest quality standards, clinical
2. All tests are performed and reported as per the +  safety & technical integrity.
turnaround time stated in the AGILUS Directory of Services. 6. Laboratory results should not be interpreted in isolation;
3. Result delays could occur due to unforeseen : it must be correlated with clinical information and be
circumstances such as non-availability of kits / equipment interpreted by registered medical practitioners only to
breakdown / natural calamities / technical downtime or any determine final diagnosis.
other unforeseen event. 7. Test results may vary based on time of collection,
4, A requested test might not be performed if: physiological condition of the patient, current medication or
i, Specimen received is insufficient or inappropriate nutritional and dietary changes. Please consult your doctor
ii. Specimen quality is unsatisfactory or call us for any clarification.
iii. Incorrect specimen type 8. Test results cannot be used for Medico legal purposes.
iv. Discrepancy between identification on specimen 9. In case of queries please call customer care
container label and test requisition form (91115 91115) within 48 hours of the report.
Agilus Diagnostics Limited l‘
Fortis Hospitzl, Sector 62, Phase VIII,
Mohali 160082
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PATIENT NAME : AMARJEET PAL REF., DOCTOR : SCLF L
CODE/NAME & ADDRESS : CRO0000044 ACCESSION NO 1 0031XG003059 AGE/SLX 167 Yeats  Mal
SRUREACH LTD OPD PATIENTS .
S PATIENTID ¢ AMARM0A4075731 DRAWN
SADAR HOSPITAL, BOKORO, SE - -
STEEL CITY, IRIERIRO; PECTUR Hig SOKEES CLICNT PATIENT 10! RECEIVED L04/07/2024 17 36 ¥
SOKARO 827001 ABIA NO REPORTED :04/07/2024 1404 7

7260813496

CLINICAL INFORMATION :

0707XR001673
tTcst Report Status  Fipal Results Blologlcal Reference Interval Units
BIOCHEMISTRY
— . o
BILIRUBIN, TOTAL 0.50 0.2-1.2 mg/dL '
METHOD : DIAZONIUM SALT
BILIRUBIN, DIRECT 0.10 0.0-0.5 mo/dL
" METHOD : DIAZO REACTION
BILIRUBIN, INDIRECT 0.40 0.1-1.0 mg/dL
METHOD : CALCULATED ‘
TOTAL PROTEIN 8.2 High 5.80 - 8.10 g/dL
METHOD : BIURET
ALBUMIN - 4.3 3.2-4.6 g/dL
METHOD : COLORIMETRIC (BROMCRESOL GREEN)
GLOBULIN 3.9 High - 2.0-35 g/dL
ALBUMIN/GLOBULIN RATIO 11 1-21 RATIO
METHOD : CALCULATED PARAMETER
ASPARTATE _AMINO’IRANSFERASE(AST/SGOT) 24 5-34 u/L
METHOD : ENZYMATIC (NADH (WITHOUT P-5'-P)
ALANINE AMINOTRANSFERASE (ALT/SGPT) 15 0-55 u/L
" METHOD : ENZYMATIC (NADH (WITHOUT P-5'-P)
ALKALINE PHOSPHATASE 74 ’ _ 40 - 150 ' u/L
METHOD : PARA-NITROPHENYL PHOSPHATE
GAMMA GLUTAMYL TRANSFERASE (GGT) 25 11-59 u/L
METHOD : L-GAMMA-GLUTAMYL-4-NITROANALIDE /GLYCYLGLYCINE KINETIC METHOD
LACTATE DEHYDROGENASE 200 125 - 220 u/L

METHOD : IFCC LACTATE TO PYRUVATE

Interpretation(s)

| (VER RUNCTION PROFILE, SERUM-

Bilirubin is a yellowish pigment found in bile and is a breakdown product of normal heme catabalism. Bilirubin Is excreted in bile and urine, and elevated levels may Give
yellow discoloration in jaundice.Elevated levels results from increased bilirubin production (eg, hemolysis and ineffective erythropolesls), decreased bitirubin excretua
obstruction 2nd hepatitis), and abnormal bilirubin metabolism (eg, hereditary and neonatal jaundice). Conjugated (direct) bilirubin is elevated more than unconjugate:t
tindirect) bilirubin in viral hepatitis, Drug reactions, Alcoholic liver discase Conjugated (direct) bilirubin is also elevated more than unconjugated (indirect) bificubin vitcn
*here is some kind of blockage of the bile ducts like in Gallstones getting into the bile ducts, tumors &Scarring of the bile ducts. Increased unconjugated (indirect) b uts
rray be a result of Hemolytic or pernicious anemia, Transfusion reaction & a common metabolic condition termed Gilbert syndrome, due to low levels of the enzyme (el
attaches sugar molecules to bilirubin.

AST is 2n enzymefound in various parts of the body. AST is found in the liver, heart, skeletal muscle, kidneys, brain, and red blood cells, and it is commonly measurcd
clrecally as a marker for liver health. AST levels increase during chronic viral hepatitis, blockage of the bile duct, cirrhosls of the liver,liver cancer,kidney failure,heinuiyt
anemia, pancreatitis,hemachromatosis. AST levels may also increase after a heart attack or strenuous activity.ALT test measures the amount of this enzyme in the blcod.A!
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Dr. Chaitali Ray, PHD pr.Anwesha - X AT
Chief Biochemist cum MRQA Chatterjee,MD,DipRCPath % _.1;:15*5; ?‘;fu""'ﬁ}:
(Histopathology) RN G
Pathologist : ] ORIV B#ﬁ% .
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ggRg;ROIN A;\JD TIBC STUDIES-Total iron binding capacity (TIBC) measures the blood’s capacity to bind iron with transferrin and thus is an indirect way of assessing

n n level.

Taken together with serum iron and percent transferrin saturation this test is performed when they Is a concern about anemia, iron deficiency or Iron deficiency anemia.
lxiowevseeréj because the liver produces transferin, alterations in liver function (such as cirrhosis, hepatitis, or liver fallure) must be considered when performing this test.
ncreased in:

- iren defigency

- acute and chronic blood loss

- acute liver damage

- progesterone birth control pills

Dacrezsed in:

chromatosis

-ta

be
-G EssET

‘The percent Transfemn saturabon = Serum IroanIBC x 100 .

Unsaturated Binding Capacity (UIBC)=TIBC ~ Serum Iron. : £
Uimitations: Estrogens and oral contraceptives increase TIBC and Asparaginase, chloramphenicol, corticotropin, co-tisone and testosterone decrease the TIBC level.

Reference:
1.Tietz Textbook of Clinical Chemistry and Molecular Diagnostics, edited by Carf A Burtis, Edward R.Ashwood, David E Bruns, 4th Edition, Elsevier publication, 2006, 563,

1314-1315.
2. Wallach’s Interpretation of Diagnostic tests, 9th Edition, Ed Mary A wmsamson and L Michael Snyder. Pub Lippincott Williams and Wilkins, 2011, 234-235,

**End Of Report**
Please visit www.agilusdiagnostics.com for related Test Information for this accession
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("ATIENT NAME : AMARJEET PAL REF, noc‘ron L DI, SADAR HOSPITAL o,
AMARJEET PAL AL(.ESSION NO 1 07D7Xf001673 A(“E/BEX :?7 Years Male =
: PATENTID | AMARM290657707 DRAWN  129/06/2024 08:53:206
CLIENTPATIENT 101 RECEIVED §29/06/2024 08:55:0
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@"t Report Status  Final ‘Results Blological Roference Intarval Units
5 SPECIALISED CHEMISTRY - ANEMIA
Sﬁmmu.aun_nmmams -
IRON AR i 46 Low 65-175 Hg/dL
METHOO 1 FERENE ‘
TOTAL IRON BINDING CAPACITY 247 Low 250 - 450 Hg/dL
METHOD : CALCULATED PARAMETER - -
% SATURATION 19 13- 45 %
Interpretation(s)
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Dr. Chaitali Ray, PHD Dr.Anwesha

Chief Biochemist cum MRQA Chatterjee,MD, DipRCPath
(Histopathology)
Pathologist
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SADAR HOSPITAL BOKARO
CAMP 2 BOKARO

Registration No : 20240040725 Dr. AK Jha
Visit No : 1/ Token No : 13 i o

Room No : Main Building A,OPD Block,Ground,G.MedIcine OPD 9 Medicine OPD
Name : Mr. Amarjeet Paul : Registration Amount : Rs. 5
Sex/Age : 67Y / M - selaE ‘ ! ‘ Mobile No : 9835730267

Department : Medicine ‘ " Address :PUTKI,DHANBAD(JHARKHAND)
: : ‘ : Date of Registration : 29/06/2024 09.14 AM

Patient Type : General MLC Patient : NO
Guardian Name : LT H C PAUL(Father)
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Prepared By: Mr. 3
Narendra Kumar Sinha Date Time: 29/06/2024 09.14 AM
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PATIENT NAME : AMARJEET PAL REF. DOCTOR : DR, SADAR HOSPTTAL
ACCESSION NO & 0707XF001673 AGE/SEX :67 Years Male
PATIENTID  : AMARM290657707 DRAWN  :29/06/2024 N8:53:26.
CLIENT PATIENT 1D:  |recewvep :29/06/2024 08:55:04
ABHANO REPORTED :29/06/2024 17:47:27
ITest Report Status  Final Results Blological Reference Interval Units
{ . ) 7
%\ EIA - INFECTIOUS SECTION
i
HEPATITIS B SURFACE ANTIGEN NON REACTIVE NON KEACTIVE
HEPATITIS C ANTIBODIES, SERUM
HEPATITIS C ANTIBODIES NON REACTIVE NON REACTIVE
Interpretation(s)

HEPATITIS B SURFACE ANTIGEN, SERUM-Hepatitis B Is caused by infection with HBV, a enveloped DNA agent that Is classified as hepadnavirus. This test detects the
presence of viral surface antigen i.e HBsAg also known as “Australia antigen” In serum sample and Is indictive of HBV Infection, either acute or chronic.

Test Utility: 11BsAy Is the first serologic marker appearing [n the serum 6-16 weeks following hepatitis b \iral Infection. In typical HBY infection, HBsAg will be detected 2-4
weeks before the liver enzyme levels (ALT) become abnormal and 3-5 weeks before patlent develops jaundice. In acute cases HBsAg usually disappears 1-2 months after
the onset of symptoms. Persistence of HBsAg for more than 6 months indicates development of elther a chronic carrier state or chronic liver disease.The presence of HIBsAg
is frequently associated with Infectivity. HBsAg when accomparied by Hepatitie Be antigen and/or hepatitis B viral DNA almost always indicates infectivity. i
Limitations: For diagnostic purposes, results should be used In conjunction with patient history and ather hepatitis markers for dlagnosis of acute or chronic infection. If the
antibody results are Inconsistent with clinical evidence, additional testing is suggested to confirm the result.HBsAg detection will only Indicate the presence of surface
antigens in the serum and should not be used as the sole criteria for diagnosis, staging or manitoring of HBY Infection. This test may be negative during *window period” i.e.
after disappearance of anti-HBsAg antibody.The current assay being a highly sensitive test may yleld 2 small percentage of false positive reports. Hence all HBsAg positive
specimens should be confirmed with an assay based upan Neutralisation of Human anti Hepatitis B Surface antibody. ;

HEPATITIS C ANTIBODIES, SERUM-Hepatitis C Virus (HCV) Is a blood home flavivirus. It Is one of the most important cat:ses of post-blood transfuslon as well as
community acquired non-A non-B hepatitis and chronic liver fallure. Although the majority of infected Individuals may be asymptomatic, HCV Infection may develop into
chronic hepatitis, drrhosis and/or Increased risk of hepatocellular carcinoma.

Notes & Limitations: HCV antibody Is typlcally not detected until approximately 14 weeks
illness) and 1s almost always detectable by the late convalescent stage of Infection. A negative result may also be observed due to loss of HCV antigen, years following
resolution of infection, Infants born to hepatitis C infected mothers may have delayed seroconversion to anti-HCV. hence 3 negative result should be evaluated cautiously
with respect to clinical findings. It is to be noted that absence of HCV antibodies after 14 weeks of exposure Is strong evidence against HCV infection.Presence of HCV

jve Hepatitls C infection but Is indicative of both past and/or recent Infection .1t has been reported that as many as 60% of individuals

antibodies does not imply an actl
recelving intravenous commercial immunoglobulin test falsely posltive for HCV antibody. Also,patients with autoimmune liver disease may show a false positive HCV

antibody result. Hence it Is advisable to confirm a positive antlbody result with a supplemental test. A positive result when followed by a positive supplemental test (i.e.
HCV-RNA-PCR) suggests active hepatitis C Infection.

after Infection (or 5 weeks ailer appearance of the first biochemical marker of

»*End Of Report**
Please visit www.agilusdiagnostics.com for related Test Information for this accession
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Contact No.- 9431435733

Or. R, Prasad

M.B,B.S (PAT), M.S. (Ex), CIL, ?7,__ ) L/
General Physician, Skin & V.D. Date 7

Ex- Resident, ’

Prince of Wale

Medical College Hospital, Patna
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Residence :-
Shrinagar Colony.
Putki, Dhanbad.
Time:9A.m.to 11 A.m.




