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HAEMATOLOGY - CBC

i

BLOOD/SMEAR
BLOOD COUNTS,EDTA WHOLE BLOOD
HEMOGLOBIN (HB) 10.0 Low -12.0 - 15.0 g/dL
RED BLOOD CELL (RBC) COUNT 3.47 Low 3.8-4.8 mil/pL
WHITE BLOOD CELL (WBC) COUNT 6.10 4.0 - 10.0 thou/pl
PLATELET COUNT 161 150 - 410 thou/pl
(.
RBC AND PLATELET INDICES
HEMATOCRIT (PCV) 30.1 Low 36 - 46 %
MEAN CORPUSCULAR VOLUME (MCV) 87.0 83-101 fL
MEAN CORPUSCULAR HEMOGLOBIN (MCH) 28.7 27.0 - 32.0 Pg
MEAN CORPUSCULAR HEMOGLOBIN 33.1 31.5- 34.5 g/dL
CONCENTRATION (MCHC) A
RED CELL DISTRIBUTION WIDTH (RDW) 15.2 High 11.6 - 14.0 %
MENTZER INDEX 25.1
MEAN PLATELET VOLUME (MPV) 9.8 6.8 - 10.9 fL
WBC DIFFERENTIAL COUNT
NEUTROPHILS 60 40 - 80 %
LYMPHOCYTES 34 20 - 40 %
( MONOCYTES 03 2-10 %
EOSINOPHILS 03 1-6 %
BASOPHILS 0 <1-2 % ;
ABSOLUTE NEUTROPHIL COUNT 3.66 2.0-7.0 thou/jt
ABSOLUTE LYMPHOCYTE COUNT 2.07 1.0 - 3.0 thou/pl
ABSOLUTE MONOCYTE COUNT 0.18 Low 0.2-1.0 thou/pL
~“ABSOLUTE ECUSINOREIL-COUNT e | 7] ). Wb PP § 1 t P 5= ¢ =11 ~thau/pl e e —
ABSOLUTE BASOPHIL COUNT 0 0.0 - 0.1 thou/pt
NEUTROPHIL LYMPHOCYTE RATIO (NLR) 1.8
COERAENEICINTE R i
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HAFMATOLOGY
COCWITH ESR (CBCA PS4+ ESR) EDTA WHOLL BLOOD/SMEAR '
ERYTHROCYTE SEDIMENTATION RAYE (ESR),FDTA

nLooo _
C.S.R 80 Migh 0-20 LY

Interpretation(s)

CRVTMROCYIE SEDIMENTATION AT (LSR), FDTA BLOOD-TEST DESCRIPTION - e
I rythracyle setimentation mte ([SR) 15 b test thal indirectly measures the degree of inflammation present in the body. The test actually measores he rats b _
(smaimentation) of erythrocytes in a sample of Bland that has been placed into a tall, thin, vertical tube. Resulty are reported as the millirnetras of chear fud (phegee,
are peesent at the top portion of the hibe after one hour. Nowadays Tully automated instruments are avaiable to measure [5R.

LSR i mot diagnostic. it is a non-spedfic test that may be elevated in a number of different conditions. 1t provides general information alout 1l presancs o »
nflammatory condition, CRP 15 gupenor to [SR because (1 s more sensitive and reflects a more rapid change.

TUSY INTERPRETATION

Increase i Infactions, Vasaulities, Inflammatory arthritis, fenal disease, Anermia, Malignancies and plasma cell dyscrasias, Acute allergy Tissue injury, Progrescy
1 strogen medication, Aging.,

hadag a very acrelerated CSR(>100 mm/hour) in patients with ill-defined symptoms directs the physician to search for a systemic disease (Par sproteinc mias
Disseminated malignancies, connective tissue disease, severe infections such as bacterial endocarditis).

In pregaancy BRI in first trimester Is 0-48 mm/hr(62 it anemic) and in second Lrimester (0-70 mm /hr(95 If anemic). ESR returns to pormal Ath woelk post partam

Decreased m Polycythermia vera, Sickle cell anemia

LIMITATIONS

False elevated [SR : Increased fibrinogen, Drugs(Vitamin A, Dextran etc), Hypercholesterolemia

False Decreased : Poikilocytosts,(SickleCells, spherocytes), Microcytosis, Low fibnnogen, Very high WBC counts, Drugs(Quinine,
sahoytates)

RIFURENCT ‘
1. Hathan and Oski’s Haematology of Infancy and Childhood, Sth edition; 2. Paediatric reference Intervals, AACC Press, 7th edition. Edited by 5. Sokdun; ). P refensacs fe
thve adult reference range is *Practical Haematology by Dacie and Lewis, 10th edition.
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REF. DOCTOR : DR, SADAR HOSPITAL
AGE/SEX 43 Years Fo it

PATIENT NAME : ANU DEVI

'CODE/NAME & ADDRESS : CRO0000048 ACCESSION NO : 0031XG002140

z’ |ATDI’J\2V|V|T);":!I?:SRO PATIENT 1D 1 ANUDF03078131 DRAWN  :02/07/2024 11 0/ (it

BOKORO 827001 CLICNT PATIENT ID: RECCIVED :03/07/2024 121}
ADHA NO | REPORTED :03/07/2024 14 37 A«

9971116367

TUINICAL INFORMATION 1

0707XG000089
Test Report Status — Final Results Biological Reference Interval Units
5 BIOCHEMISTRY' |
LiVER FINCTION PROFILE, SERUN
BILIRUBIN, TOTAL 0.60 0.2-1.2 mg/dL
METHOD ; DIAZONIUM SALT
BILIRUBIN, DIRECT 0.20 0.0-0.5 mg/dL
MITHOD : DIAZO REACTION
BILIRUBIN, INDIRECT 0.40 0.1-1.0 mg/dL
MENIOD | CALCULATED
10TAL PROTEIN 8.2 6.0 - 8.30 g/dL
MCTIHOD : BIURET
ALBUMIN 4.0 3.5-5.2 g/dL
MLTHOD : COLORIMETRIC (BROMCRESOL GREEN)
GLOBULIN 4.2 High 2.0-3.5 g/dL
ALBUMIN/GLOBULIN RATIO 1.0 ‘ 1-2.1 RATIO
MLTHOD : CALCULATED PARAMETER
ASPARTATE AMINOTRANSFERASE(AST/SGOT) 15 5-34 u/L
ML IHOD : LNZYMATIC (NADH (WITHOUT P-5'-P)
ALANINE AMINOTRANSFERASE (ALT/SGPT) 9 0-55 u/L
ML THOD : ENZYMATIC (NADH (WITHOUT P-5'-P) . . ’
ALKALINE PHOSPHATASE 269 High 40 - 150 u/L
METHOD : PARA-NITROPHENYL PHOSPHATE '
GAMMA GLUTAMYL TRANSFERASE (GGT) 41 High 8 -33 u/L
MLTHOD L-GAMMA-GLUTAMYL-4-NITROANALIDC /GLYCYLGLYCINE KINETIC METHOD
IACTATE DEHYDROGENASE 185 125 - 220 u/L
MITTHOD @ IFCC LACTATE TO PYRUVATE
URIC ACID, SERUM
URIC ACID 5.1 2.6 - 6.0 ma/dL

METHQD : URICASE

Interpretation(s)
L IVCR FUNCTION PROFILE, SERUM-

Bilirubln is a yellowish pigment found in bile and is a breakdown product of normal heme catabolism. Bilirubin is excreted in bile and urine, and elevated levels muy yive

fallins-
c_l._.\[‘.ﬁ.z; /;(“'l "Cf'"' g
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Chicf Biochemist cum MRQA Chatterjee,MD,DipRCPath
(Histopathology)

Pathologist
= Vlew Delmls Vicwve
PERFORMED AT : .
T
'y 8 . 2,G :
5 Srijan Tech Park Building, Dn-52, Unit No round Floor, Sector V, Salt Lake, - hio o 000505137] e

Kolkata, 700091

west Bengal, India
1l Q11101115 Eax * 20203412



e —

I DIAGNOSTIC REPORT

Hue

"l’l'

99

PATIENT NAME : ANU DEVI

REF. DOCTOR : DR. SADAR HOSPITAL

ACCESSION NO 0707XG000089 AGE/SEX 43 Years fFermale
PAIILNTID @ ANUDF230181707 DIAWN  :02/07/2024 11:30.18
CLIENT PATIENT ID RECEIVED '02/07,20’)4 11:38:%
ADIHA NO REPORILD 102/07/2024 10:59 0
‘Tcst Report Status  Fingl Rasulls Blological Referenco Interval  Units
i BIOCHEMISTRY
TOTAL PROTEIN 7.5 6.0 - 8.3 g/dL
KIDNEY FUNCTION TEST
BLOOD UREA NITROGEN (BUN), SERUM
= BLOOD UREA NITROGEN 49 High 6 - 22 mg/dl
BLOOD UREA NITROGEN
150.93 -
120.744
{90558
i
: 60.372 50.33
H 45.54
i o~ 41,59 ® o He
= 30486 L] . :
g . -
o T T T T )
07-0CT-202313:52 02-APR-2024 17:26
18-JUL-2023 12:52 O4-1AN-2024 15:12 02-JUL-2024 16:36
= Date ———-----=—-— —>
CREATININE, SERUM " "
CREATININE 4.80 High 0.6-1.2 mg/dL
P:m' A
N sy
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PATIENT NAME @ ANU DEVI

e et

PATIENT D

CLIEMT PATIENT D

ADTA NO

TN 0707XGO0008Y
ANUOF 220181707

REF, DOCTOR 1 DR GADAR HOSPTTAL

s e et

plalogical Reference Tnterval

4'1 9-"1\1:4 i l"fm«(l

ACE ST X
DRAWH 02/07/2024 11 36 11
PrerIvin 020242024 11 G0

pironn o 0)/022024 1459 01

Units

ljul Report Status Final Resulls e ——————e i
CREATINING
RE
R 4
I S.60
! L ] 4,93
R a.51
[ .04 ¢ 400
| .
: ¢ l4ad
| 1.2
i E - -
imw’” o
‘, 0 . —— . . \
| 07 0C7-2023 13 52 02-APR-2024 17:26
] 14-A1-202312:27 04-1AN-2028 15.12 02-JUL-2024 1545
i BIEN NormaiRange T -
BUN/CREAT RATIO
BUN/CREAT RATIO 10.21 5.0 - 15.0
TOTAL PROTEIN, SERUM
TOTAL PROTEIN 7.5 6.0 - 8.3 g/dL
ALBUMIN, SERUM
ALBUMIN 4.5 3.2-5.0 g/dL
GLOBULIN .
GLOBULIN 3 2.0-4.1 g/dL
CALCIUM, SERUM
CALCIUM : 8.4 : 8.4 - 10.4 7 mglde | ——
Pm]n
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PATIENT NAME : ANU DEVI

g e e
ACCESSION HO

0707XG000089
C ANUDI230181707

REF. DOCTOR ¢ DIL SADAR HOSPUTAL
pasliiugiastoiuiindhdalihs s LAY e e
AGE/SEX 243 Years )iyl
pRAWN 020772024 11236 11

PATIENT ID
CLIENT PATIENTID ecrvey 2 02/02/20210 11 31
ABMA NO REPOITED 02/02/2024 1149 1)
e = = [ ——
tTest Report Status  Finnl Rosults nlological Reference Interval  Units
ELECTROLYTES (NA/K/CL), SERUM
SODIUM, SERUM 134.5 Low 137 - 145 minol/|
POTASSIUM, SERUM .17 3.6-50 minal/l
CHLORIDE, SERUM 100.8 98 - 107 minol/I ‘
Interpretation(s)
&,\ Sedium Potassium Chloride
Decreased Int Vomiting, diarrhea,

Decreased in: Low potassium
intake,prolonged vomiting or diarrhea,
RTA types b and Il,
hyperaldosteronism, Cushing’s
syndrome,osmotic divresis (e.g.,
hyperglycemia),atkalosis, familial
periodic paralysis,trauma

(transient) Drugs: Adrenergic agents,
diuretics.

Decreased in:CCF.clrrhosls,
vomiting, diarrhea, excessive
sweating, salt-losing
nephropathy,adrenal insufficienty,
nephrotlic syndrome, water
intoxication, SIADH. Drugs:
thiazides, diuretics, ACE inhibitors,
:hlorprupamlde,carbanuzeplne.an!‘u
depressants (SSRI), antipsychotics.

renal fallure combined with salt
depiivation, over-treatment with
diuretics, chronlc respiratory acldosls,
diabetic ketoacldosls, excessive
sweating, SIADH, salt-lasing
nephropathy, porphyria, expansion of
extracellular fluld volume,
adrenalinsulficlency,
hyporaldosteronlsm,melabollc
alkalosis. Drugs: chronic
laxative,corticosteralds, diuretics.

Increased in: Massive hemolysis.
severe tissue damage, rhabdomyolysis,
acidosis, dehydration,renal failure,
Addison’ s disease, RTA type IV,
hyperkalemic famllial periodic
paralysis Drugs' potassium salts,
potassium- sparing diuretics,NSAIDs,
beta-blockers, ACE inhibitors, high-
dose trimethoprim-suifamethoxazole.

Increased in: Dehydration
(excessiveswealing, severe
vomiting or diarrhea),diabetes
mellitus, diabetesinsipidus,
hyperaldosteronism, inadequate
water intake. Drugs: steroids,
licorice,oral contraceptives.

Increased In: Renal fallure, nephrotic
syndrome, RTA,dehydration,
overtreatment with

saline hyperparathyroldism, diabetes
insipidus, metabolic acidosis from
dlarrhea (Loss of HCO3-), respiratory
a|ka!osis,hvperadrenocorticism.
Drugs: acetazolamide,androgens,
hvdrochlorolhialide.salicylales.

Interferences: Hemolysis of sample,
delayed separation of serum,
prolonged hst clenching during blood
drawing. and prolonged tourniquet
placement. Very high WBC/PLT counts
may cause spurious. Plasma potassium
levels are normal.

Interferences: Severe lipemia or
hyperproteinemi, if sodium analysis
involves a dilution step can cause
spurious results. The serum sodivm
- falls about 1.6 mEg/L for each 100
mg/dl increase In blood glucose.

Interferences:Test is helpful In
assessing normal and increased anion
gap metabolic acidosls and in
dlslln'gulshing hypercalcemia due to
hyperparathyroidism (high serum
chloride) from that due to mallgnancy
(Normal serum chloride)

Interpretation(s)
LIVER FUNCTION PROFILE, SERUM-
Bilirubin is 2 yellowish pig
yellow discoloration in jaun
obstruction and hepatitls), and abnormal bilirubin met
(indirect) bilirubin in Viral hepatitis, Drug reactions, Al
there is some kind of blockage of the bile
be-3 resuitof Hemolytic or perm
attaches sugar molecules to bilirubin.
AST is an enzyme found in various parts of the body. AST is found in the liver,
dinically as a marker for liver health. AST levels increasce dunng chronic viral hepa
anemla,panu’eamis,hemomromatosis. AST levels may also increase alter 3 heart attacl
\s found mainly in the liver, but also in smaller amounts in the kidneys, heart,musdes, an

Dr.Sanjeew Kumar

Consultant - Pathologist &
Laboratory Head

ment found in bile and is a breakdown product of normal heme catabolism. Bilirubin is excrets
dice.Elevated levels results from increased bilirubin production (eg, 5
abolism (eg, hercditary and neonatal Jjaundice). Conjugated (direct
coholic liver disease Conjugated (direct) biliru
ducts like in Gallstones getting into the bile ducts, tumors
or-pernicious enemia, Franstusion reaction & 2 common metabolic condition-termed Gilbert syndrome,-due-to low-levels of the enzyme Uit
heart, skeletal muscle, kidneys, brain, and red bload cells, and it is commonly measurcd
Litis, blockage of the bile duct, cirrhosis of the liver,liver cancer,kidney failure,hermolyi

k or strenuous activity.ALT test measures the amount of this enzymce in the blood 7
d pancreas.lt is commonly measured asa part of a diagnostic evsluatiun of

ed in bile and urine, and elevated levels may give
hemolysis and ineffective erythropolesis), decreased bilirubin excretion (i
) bilirubin Is elevated more than unconjugated

bin is also elevated more than unconjugated (indirect) bilirubin when
aScarring of the bile ducts. Increased unconjugated (indirect) biliuinn

IRFAD
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AL e

| pad
El:'

Vigw Details Vo

PERFORMED AT :

Agilus Pathlabs Reach Limited

Sadar Hospital,Sector-1, Bokoro Steel Cily,
1z0koro, P27001

orkhand, 1ndia

el s 726081 349€

1 mad «rercgre, bokarn@agius.in

Bl B e

ULR N0.77500000823256. .



s
FDIAGNOSTIC REPORT , !
. agtit
PATIENT NAME : ANU DEVI REF. DOCTOR 1 Dt SADARVORITAL
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ABHA NO prromrn 02/07/2024 150 0
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e e T T o L e P
HEPATITIS B SURFACE ANTIGEN NON RCACTIVE NON REACTIVE
HEPATITLS C ANTIBODIES, SERUM
- HEPATITIS - C ANTIBODIES NON REACTIVE NON REACTIVE
Interpretation(s)

MEPATITIS B SURFACE ANTIGEN, SERUM-Hepatitis B is caused by Jafection with HBV, a enveloped DNA agent that Is classilied as hepadnavirus, This test detet s e
presence of viral surface antigen |.e HBsAQ also known as *Austraba antigon® In serum sample and Is Indicative of HBV Infection, either acute or chronic.

Test Utility: HBsAQ Is the first serologlc marker appeaning in the serum 6-16 weeks following hepatitis B viral infection. In typlcal HBY Infection, NosAg will be dotedted 24
weeks before the liver enzyme levels (ALT) become abnormal and 3-5 weeks belore patient develops jaundice. In acute cases HBsAg usually disappears 1=/ ot ofter
the onset of symptoms. Persistence of HBsAg for more than & months Indicates development of either a chronic carrler state or chronic liver disease, the presence of 10571
is frequently associated with infectivity. HBsAg when accompanied by Hepalitis Be antigen and/or hepatilis B viral DNA almost always indicates Infectivity.

Limitations: For diagnostic purposes, results should be used In conjunction with patient history and other hepatitis markers for diagnosis of acute or chronic infection v
antibody results are Inconsistent with dinical evidence, additional testing Is suggested to confirm the result.HBsAg detection will only Indicate the presenct af surlace
antigens in the serum and should not be used as the sole criteria for diagnosis, staging or monitoring of HBV infection. This test may be negalive during “vondoyvr Al e
after disappearance of anti-HBsAg antibody.The current assay being a highly sensitive test may yield a small percentage of false positive reports. Hence all HissAyg et
specimens should be confirmed with an assay based upon Neutrahsation of Human anti Hepatitis B Surface antibody.

HEPATITIS C ANTIBODIES, SERUM-Hepatitis C Virus (HCV) is 2 blood borne favivirus. It Is one of the most important causes of post-blood transfusion a4 well a4
community acquired non-A non-B hepatitis and chronic hver failure. Although the majority of Infected individuals may be asymptomatic, HCV Infection may devclop it
chronic hepatius, crrhosts and/or increased risk of hepatocellular carcinoma.

Notes & Limitations: HCV antibody is typically not detected untl approximately 14 weeks after Infection (or 5 weeks after appcarance of the first biotheneal marker of
liness) and is almost always detectable by the late convaluscont stage of infection. A negative result may also be observed due to loss of HCV antigen, years folloveing
resolution of infection. Infants born to hepatitis C Infected mothers may have delayed seroconversion to antl-HCV. Hence a negative result should be evaluated cautivudy
with respect to dlinical findings. 1t Is to be noted that absence of HCV antibodies after 14 weeks of exposure Is strong evidence against HCV infection.Prescnce ol HCV
antibodies does not imply an active Hepatitis C infection but 1s indicative of both past and/or recent infection .It has been reported that as many as 90% of mdividuals
receiving intravenous commercial immunoglobulin test falscly positive for HCV antibody. Also,patients with autoimmune liver disease may show a lalse positive HCV
antibody result. Hence It Is advisable to confirm a positive antibody result with a supplemental test. A positive result when followed by 2 positive supplemental test (1.0
JMCV-RNA-PCR) suggests active hepatitis C infection.

‘; **End Of Report**
- Please visit www.agilusdiag nostics.com for related Test Information for this accession
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PATIENT NAME : ANU DEV]

ACCL!
PATIENT 1D
CUUNT PATIENT I

ARIA NO

ner. DOCTOR DI SADAR HOSPITAL
TN RO | 0707XGO000RY
L ANUDI 230101707

Al /50X A3 Yoars Fermale
DIAWN (02/07272024 11 30 1
RECEIVED (0207212024 11 18 4

nEPORITO 103/07/2024 16, 280 4

lTCS‘ Report Status  Final Rosults nlologlcal Rafarence Interval - Units

L ‘ SPLCIALISED CHEMISTRY - ANEMIA

SERUM IRONAND TIBCSTUDIES S pe——_a_———— =

IRON 117 50 - 170 pa/dt
METHOD | FTRENE

TOTAL IRON BINDING CAPACITY 243 Low 250 - 450 pafdi
NETHOD : CALCULATED PARAMETER

9% SATURATION a8 Wigh 13 - 45 W,

Interpretation(s)
SERUM TRON AND TIBC
transfertin level,

Taken together with serum iron and percent transferrin saturation this test 1s peiformed when they s a
However, because the liver produces transferrin, alterations In liver function (such as drrhosls, hepatitis,
Increased In:

- iron defidency

- acute and chronkc blood loss

- acute liver damage

- progesterone birth control pills

Decreased In:

- hemochromatosis

- cirrhosis of the liver

- thalassemia

- anemias of iofgection and chronic diseases

- nephrosis

- hyperthyroidism
The percent Transferrin saturation = Serum Iron/TIBC x 100

Unsaturated Binding Capadity (UIBC)=TIBC - Serum Iron.

Umitations; Estrogens and oral contraceptives Increase TIBC and Asparaginase, chloramphenicol, corticotropin,

Reference:
1.Tietz Textbook of Clinical Chemistry and Mol

1314-131S5.
2. Wallach’s Interpretation of Diagnostic tests, oth Edition, Ed Mary A Wi

**gEnd Of Report**
Please visit www.agilusdiagnostics.com for related Test In

STUDIES-Total Iron binding capacity (TIBC) measures the blood's copacity to bind iron with transferrin and thus I

ecular Diagnostics, edited by Carl A Burtis, Edward R.Ashwood, David E Bruns,

liamson and L Michael Snyder. Pub Uppincott wittiams and Wilkins,

s on Indirect way of asseasing

concern about anemla, lron deficiency or ron deficinty aneemi
or liver fallure) must be considered when performing this trsl

cortisone and testosterone decrcase the TIEC level.

4th Edition, Elsevier publication, 2006, 56

2011, 234-235.

formation for this accession

»
)
-

i
I

/

b

Lt -+
.

e
M< ﬁ /" A fdL Page 1

i EFNAEAE niwNa

Dr. Chaitali Ray, PHD pr.Anwesha Chatterjee '3_‘1}%*'0{";“-' = “‘-l;‘i
Biochemist Pathologist TS ~ ???:g‘i; ¥
RAEEEAN]  Ey Iy

EEYeEds E s

View Details Vi
aJ

PERFORMED AT :
Agilus Diagnostics Ltd
P S Srijan Tech Park Build
Kolkata, 700091

rest Bengal, India

ted - 9111591115, Fax 30203417
17409401155 045950

ing, Dn-52, Umt No. 2, Ground Hoor, Sector V, Salt Lake,

~a1d
AN

R
\ 0 3
75000008232563

B

e
ULR No.7 3



—
— i v oo ok P L RS ) M
— p—— T - o : b2 ! i 7
- 3 T AR > e 3" iy 3~ R g i AT y
xR 30 c ok e e AL e e i : . 5 0% ¥ o i : vl
! S ! e i PRI A A Al . 0, vt .
) \\\

( 4 ew
W’ Name . \ ~\\A ) JEM

P gtafles NN
Mocpltnl_ _4

gvs ﬁ-aif -am HEHE O GResearch Centre
VA
Dr. S. C. Munshi N PR A \“\Q C g JUL 2024

MBBRS, DCIl, MD (Pacds)
Comul;lnt Pacdintrician & \\J“N ilas

‘Necnatologist
Time : 9:30 am to 01:30 pm

~{Sunday om .
MBBS, MS éGrn Surgicn) - (
Consultant Laparoscopic &

% Cancer Surgeon E %L\\(\ < \‘ UA*
Time ¢ 10:30 am to 02:30 pm . p,

b (Friday Evening O @@ ,

Dr. Md. Shalmawaj Amwar 90’

MBBS, MD (Mcd.)
Consultant Physician @
Cardiologist & Diabetologist -

Time : 11:00 am to 02:30 pm .
07:00 pm to 08:00 pm - - (9"0& \,{]’l/)o

(Sunday Evening Of) - +4-

Dr. Manoj Kr. sma‘stava ;
MBBS, AFMC (PUNE)
Child Speclallst, General

Physician & Surgeon:
Time : 112 304m to 02 00 pm >4

Muskan Ruganalya (P) Ltd‘

© Plot No. : S-3, City Centre,
Beside M-Bazar, Sector - IV,
Bokaro Stee! City (Jharkhand)

[Near Samarjit Gas Agency]
Ph. : 06542-231335, 08877080738
T ——— Q%\“\a

Facilities Available : gt LW
# Gastroenterology Department: '
- UpperGlEndoscopy |~ - = =
« Variceal Band Ligation,” - 2 5
«-Sclerotherapy
» Colonoscopy
- ERCP.

# Eye Department:' :
«Phaco'S 80CTete. . . - % A '
ot pont - . Report Rt & wh« g
# Neuro Surgéi-y Deparment : 1 Wﬁrﬁ!‘dﬁﬂsﬂtﬂéﬁ Ph’l | 8877080718, 9201061814
g _ EXOHPTFRIQGUR" 24 hours service available

-236186 236187 @'ﬂ? 236457 Sivhe % g! 2 ‘,-'_' % %ﬂi‘?ﬁ 37T | Not for medico legal purpose

g




