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PATIENT NAME : NITU KUMARI

REF. DOCTOR : DR. SADAR HOSPITAL

CLIENT PATIENT ID:
ABHA NO

ACCESSION NO - 0707XG000334
PATIENTID  : NITUF250601707

AGE/SEX :23 Years Female
DRAWN  :05/07/2024 14:33.09

RECEIVED :05/07/2024 14:36 11
REPORTED :05/07/2024 19:12./9

test Report Status  Final

Results

Biological Reference Interval Units

HAEMATOLOGY - CBC

BLOOD COUNTS,EDTA WHOLE BLOOD
HEMOGLOBIN (HB)

RED BLOOD CELL (RBC) COUNT
WHITE BLOOD CELL (WBC) COUNT
PLATELET COUNT

RBC AND PLATELET INDICES

HEMATOCRIT (PCV)
MEAN CORPUSCULAR VOLUME (MCV)

MEAN CORPUSCULAR HEMOGLOBIN (MCH)

MEAN CORPUSCULAR HEMOGLOBIN
CONCENTRATION (MCHC)
RED CELL DISTRIBUTION WIDTH (RDW)

MENTZER INDEX
MEAN PLATELET VOLUME (MPV)

WBC DIFFERENTIAL COUNT
NEUTROPHILS

LYMPHOCYTES

MONOCYTES

EOSINOPHILS

BASOPHILS

ABSOLUTE NEUTROPHIL COUNT
ABSOLUTE LYMPHOCYTE COUNT
ABSOLUTE MONQCYTE COUNT
ABSOLUTE EOSINOPHIL COUNT
ABSOLUTE BASOPHIL COUNT
NEUTROPHIL LYMPHOCYTE RATIO (NLR)
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PATIENT ID * NITUF250601707
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JIENT NAME : NITU KUMART REF. DOCTOR : DR. SADAR HOSPITAL ‘
ACCESSION NO : 0707XG000334 AGE/SEX :23 Years Femalc

DRAWN  :05/07/2024 14:33:0Y
RECEIVED :05/07/2024 14:36.11

; CLIENT PATIENT ID:
: ABHA NO REPORTED :05/07/2024 19:12:2Y
|
ﬁ Eﬂ Report Status  Fijna| Results Biological Reference Interval Units
BIOCHEMISTRY
5 ——
TOTAL PROTEIN 6.3 6.0 - 8.3 g/dL
ALBUMIN 4.1 3.2-5.0 g/dL
GLOBULIN_ 2.2 2.0-4.1 g/dL
@ ALBUMIN/GLOBULIN RATIO 1.9 1.0-2.1 RATIO
ASPARTATE AMINOTRANSFERASE(AST/SGOT) 28 0-45 u/L
ALANINE AMINOTRANSFERASE (ALT/SGPT) 25 0-45 u/L
ALKALINE PHOSPHATASE 123 High 39 -118 u/L
GAMMA GLUTAMYL TRANSFERASE (GGT) 91 High 0-50 u/L
LACTATE DEHYDROGENASE 506 High 200 - 450 u/L
KIDNEY FUNCTION TEST
BLOOD UREA NITROGEN (BUN), SERUM
BLOOD UREA NITROGEN 95 High 6-22 mg/dL
CREATININE, SERUM
CREATININE 7.48 High 0.6-1.2 mg/dL
BUN/CREAT RATIO
BUN/CREAT RATIO 12.70 5.0 - 15.0
URIC ACID, SERUM
URIC ACID 7.0 High 2.5-6.8 mg/dL
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Consultant ~-Pathologist &
Laboratory Head
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TIENT NAME : NITU KUMARI REF. DOCTOR : DR. SADAR HOSPITAL

ACCESSION NO : 0707XG000334 AGE/SEX :23 Years  Femal
PATIENTID  : NITUF250601707 DRAWN  :05/07/2024 14:33 (Y
CLIENT PATIENT ID: RECEIVED :05/07/2024 14:36.11
ABHA NO . REPORTED -05/07/2024 19:12.79
b’est Report Status  Final Results Biological Reference Interval Units
TOTAL PROTEIN, SERUM
TOTAL PROTEIN 6.3 6.0 - 8.3 g/dL
ALBUMIN, SERUM
ALBUMIN 4.1 3.2-5.0 g/dL
GLOBULIN
GLOBULUIN 2,2 20-4.1 g/dL
CALCIUM, SERUM
CALCIUM 8.4 8.4-10.4 my/dL
ELECTROLYTES (NA/K/CL), SERUM
SODIUM, SERUM 130.1 Low 135.0 - 148.0 mimol/L
POTASSIUM, SERUM 4.42 3.5-53 mimol/L
CHLORIDE, SERUM 108.9 High 98.0 - 107.0 mmol/L

Interpretation(s)

[ sodium | Potassium

| Chioride |

Dr.Sanjeew Kumar O
Consultant - Pathologist & a?i‘:.:"
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‘ATIENT NAME : NITU KUMARI

REF. DOCTUR : SELF

z:;gnvxles& ADDRESS : CRO0J00048 - KIT DOWN ACCESSION NO : 0031XG004828 AGE/SEX :23 Yezrs Farmai:
s ADAR HOSPITAL, BOKORO PATENTID  : NITUFO6070131 oeawM  :05/07/2025 14:C7 Lo

ADAR HOSPITAL, BOKORO, SECTOR - 1, BOKORO N -
STEEL CITY, CLIENT PATIENT ID: rRECEIVED :06/07/2024 1251 «
BOKARO 827001 'AGHA NO REPORTED :C6/C7/202% i4:36 7
7260813496
CLINICAL INFORMATION ; - =
0707XG000334
t.st Report Status  Final Results Biological Reference Interval Units
s BIOCHEMISTRY

s -

BILIRUBIN, TOTAL 0.70 0.2-1.2 ma/el

METHOD : DIAZONTUM SALT
BILIRUBIN, DIRECT 0.25 0.0-0.5 mg/cl

METHOD : DIAZO REACTION
BILIRUBIN, INDIRECT 0.45 0.1-1.0 mg/fdl

METHOD : CALQULATED

Interpretation(s

)
BILIRUBIN (TOTAL, DIRECT, INDIRECT) SERUM-Bifirubin s a yellowish pigment found in bile and s a brezkdown product of coroal bevre GXatolsm Slnutwe 5 oo~ -
huemaume,mwmmmwmmamnmmmmmmmmm(qmmdm
erythropaiesis), decreased bilinubin excretion (g, obstructon and hepatits), and abnormal bdirubn metabolism (eg, herecitary and reoceral ecdice). Comucated (-
bdlruum'sdentmmWnmm(mm)ummmwhmumgmmmtﬂzw(m)mmadmmmr_

than unconjugated (indsrect) bilirubin when there is some kind of blockage of the bie ducts like in Gelistones geting
Increased (mdirect) bilirubin may be a result of Hemolyte or pemioous ’ sfi X

intp the hie ducs, weors b SEreg o e
Rac mertxiic ¢

syndrome, due ta low levels of the enzyme that attaches sugar molecules to bifirubin.

Total Bili- Source: Wallach®s Interpretation of Diagnostic Lests, 9th ed

Direct Bidi - Source: Tietz Text book of Clinical Chermistry & Molerular Diagnostics, 4th ed

**End Of Report**
Please visit www.agilusdiagnostics.com for related Test Information for this accession
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REF.EOCTDR : DR. SADAR HOSPITAL

ATIENT NAME : NITU KUMARI
l ACCESSION NO : 0707XG000334 AGL/SEX 123 Years  Femol
PATIENTID ! NITUF250601707 DRAWN  :05/07/2024 14:33.0Y
CLIENT PATIENT ID: RECEIVED :05/07/2024 14:36 11
ABHA NO REPORTED :06/07/2024 14:38 /21
[Tﬂﬂ Report Status  Final Results Blological Reference Interval Units

SPECIALISED CHEMISTRY - ANEMIA

IRCN 35 Low 50 -170 pg/dL
METHOD : FERENE

TOTAL IRON BINDING CAPACITY 216 Low 250 - 450 py/di t
METHOD : CALCULATED PARAMETER

% SATURATION 16 13-45 %

Interpretation(s)

SERUM IRON AND TIEC STUDIES-Total Iron binding capacity (TIBC) measures the blood's capacity to bind iron with transferrin and thus is an Indiredt way of assessing

transfernin level.

laken together with serum iron and percent transferrin saluration this test is performed when they Is a concern about anemia, Iron deficlency or lron deficency ane

or liver fallure) must be considered when performing this TON

Ilowever, because the liver produces transferrin, alterations In lver function (such as cirrhosis, hepatills,

Increased In:

- Iron deficlency

- acute and chronic blood loss

- acute liver damage

- progesterone birth control pills
Decreased In:

- hemochromatosis

- cirrhosis of the liver

- thalassemia

- anemias of infection and chronic diseases
- nephrosis

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

Unsaturated Binding Capacity (VIBC)=TIBC - Serum lron.

Limilauons: Estrogens and oral contraceplives Increase TIBC and Aspaiaginase, chloramphenical, corticotropin, cortisone and testosterane decrease the nec jevel.

dward R.Ashwood, David E Bruns, 4th Edition, Elsevier publication, 20006, b0

Reference:
ediled by Carl A Burtis, E

1.Tietz Textbook of Clinical Chemistry and Molecular Diagnoslics,
1314-1315,
L:d Mary A Willlamson and L Michael Snyder, Pub Lippincott willlams and Wilkins, 2011, 234-235,

7. wallach’s Interpretation of Diagnostic tests, 9th Edilion,

**End Of Report**

sdiagnostics.com for related Test Information for this accession
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TIENT NAME : NITU KUMARI REF. DOCTOR : DR. SADAR HOSPITAL 7
. ) ACCESSION NO - 0707XG000334 AGE/SEX :23 Years  Femelc.
PATIENTID  : NITUF250601707 DRAWN  :05/07/2024 14:33 09
CLIENT PATIENT JD: RECEIVED :05/07/2024 14:36 |
ABHA NO : REPORTED :05/07/2024 19:17 /*
tm Report Status  Final Results Blological Reference Interval Units
EIA - INFECTIOUS SECTION .
lIEE!mE a = PO
HEPATITIS B SURFACE ANTIGEN NON REACTIVE NON REACTIVE
HEPATITIS C ANTIBODIES, SERUM
HEPATITIS C ANTIBODIES NON REACTIVE NON REACTIVE

Interpretation(s)

HEPATITIS B SURFACE ANTIGEN, SERUM-Hepatitis B 15 caused by infection with HBY, a enveloped DNA agent that Is classified as hepadnavirus. This test detects the
resence of varal surface antsgen Le HBsAg also known as “Australia antigen” in serum sample and Is indicative of HBV Infection, either acute or chronic.

Test Unility: HBsAg is the first serologc morier appearing in the serum 6-16 weeks following hepatitls B viral Infection. 1n typical HBV Infection, 11BsAg will be delecl) /
aceks before the Lver enzyme levels (ALT) become abnormal and 3-5 weeks before patient develops jaundice. In acute cases HBsAg usually disappears 1-2 months a'tci
the onset of symptoms. Persistence of HBsAg for more Lhan 6 months indicales development of ether a chronic carrier state or chronic liver disease.The presence ol 1117
15 fraquerly 2ssocatad with mfectvdy. HBsAQ when accompanied by Hepatitis Be antigen and/or hepatitis B viral DNA almost always indicates infectivity.

Limitations: For diagnostic pwipeses, results should be wsed in conjuncuion with palient history and other hepatitis markers for diagnosis of acute or chronic Infection 1t iy
antibody results are nconssstent with dimcs! evidence, addional Lesting is suggested to confirm the result.HBsAg detection will only indicate the presence of surfacye
anbgens 1 the serum and should not be us=d as the sole criteria for diagnosss, staging or maonitoring of HBY infection. Thrs test may be negalive during "wandow perid” 11
aher disappearance of ant-HBsAg anlibody The currenl as<ay being a highly sensiive test may yield 2 small percentage of false positive reports. lience all 11BsAy posii
specimens should be confirmed with an ass3y tased upon Neutralisauon of Human anti Hepatitis B Surface antibody. .
MEPATITIS C ANTIBODIES, SERUM-Hepatitis C Virus (HCY) is a blood borne favivirus. 1t is one of the most Important causes of post-blood translusion as well as
communty acquirad non-A non-8 hepatitis and chronic Iver failure. Although the majority of infected individuals may be asymptomatic, HCV Inlection may develop inio
chrona hepattss, arrhosis and/or increased risk of hepatocellular carcinoma.

Motes & Limitations: HCV antibody Is typcally not detecled until approximately 14 weeks after infection (or 5 weeks after appearance of the lirst biochenuaal markuyr o!
(liness) and 15 almost always detectable by the fate convalescent stage of infection. A negative result may also be observed due to loss of HCV antigen, years followingy
resohiton of indaction, Infants born to hepatis C infected mothers may have delayed seroconversion to anti-HCV. Hence 3 negative result should be evalualed caulivusly
with resped to d-meal findings. It is to be noted that absence of HCV anubodies after 14 weeks of exposure is strong evidence agalnst HCV Infeclion.Presence of 11CV
antibodes does not imply an active Hepatils C infectson but is indicative of both past and/or recent infection It has been reported that as many as 90% of individual
receiving mntr commercial i tobulin test falsely positive for HCV antibody. Also, patients with autoimmune liver disease may show a lalse posdive 11ICV
antibody result. Hence & is advisable o confirm a posdsve antbody result with 2 supp al test. A p result when followed by a positive supplemental test (1.
JICV-RIA-PCR) suggests active hepatitis C infection.

s+gnd Of Report**
Please visit www.agilusdiagnostics.com for related Test Information for this accession
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