NAME : Mrs. MANJU GUPTA

AGE/ GENDER 162 YRS/FEMALE PATIENT ID : 1550581

COLLECTED BY : SURJESH REG. NO./LAB NO. : 012407160020
REFERRED BY : REGISTRATION DATE :16/3ull /2024 10:00 AM
BARCODE NO. 101513233 COLLECTION DATE :16/3ull /2024 10:06AM
CLIENT CODE. : KOS DIAGNOSTIC LAB REPORTING DATE :16/Jull /2024 10:14AM

CLIENT ADDRESS  :6344/1, NICHOL.SON ROAD, AMBALA CANTT

TEST PERFORMED AT KOS DIAGNOSTIC LAB, AMBALA CANTT.

Test Name Vallue Unit Bio B ogicall Reference interval

SWASTHYA WEL_L.NESS PANEL.: 1.5
COMPLETE BL.OOD COUNT (CBC)
RED BL.OOD CEL LS (RBCS) COUNT AND INDICES

HAEMOGL.OBIN (B) 10.5- gn/dL 12.0- 16.0
by CALORIMETRIC
RED BL.OOD CEL.L (RBC) COUNT 4.05 Mi I Bions/cmm 3.50 - 5.00
by HYDRO DYNAMIC FOCUSING, ELECTRICAL IMPEDENCE
PACKED CEL.L VVOL.UME (PCV) 34l % 37.0-50.0
by CALCULATED BY AUTOMATED HEMATOLOGY ANALYZER
MEAN CORPUSCULAR VVOLUME (MCV) 83. fL 80.0 - 100.0
by CALCULATED BY AUTOMATED HEMATOLOGY ANALYZER
MEAN CORPUSCULAR KAEMOGL.OBIN (MCH) o6l pg 27.0-34.0
by CALCULATED BY AUTOMATED HEMATOLOGY ANALYZER
MEAN CORPUSCULAR HEMOGL.OBIN CONC. (MCHC) 31 g/dL 32.0-36.0
by CALCULATED BY AUTOMATED HEMATOLOGY ANALYZER
RED CEL.L. DISTRIBUTION WIDTH (RDW-CV/) 16.6 % 11.00 - 16.00
by CALCULATED BY AUTOMATED HEMATOLOGY ANALYZER
RED CEL.L DISTRIBUTION WIDT# (RDW-SD) 52 fL 35.0 - 56.0
by CALCULATED BY AUTOMATED HEMATOLOGY ANALYZER
MENTZERS INDEX 20.72 RATIO BETA THALASSEMIA TRAIT: < 13.
by CALCULATED IRON DEFICIENCY ANEMIA: >13.0
GREEN i KING INDEX 34.49 RATIO BETA THALASSEMIA TRAIT: < =
by CALCULATED 65.0

IRON DEFICIENCY ANEMIA: > 65.0
WHITE BL.OOD CEL. LS (WBCS)

TOTAL LEUCOCYTE COUNT (TLC) 8210 /cmm 4000 - 11000
by FLOW CYTOMETRY BY SF CUBE & MICROSCOPY

NUCL.EATED RED BL.OOD CEL_L.S (nRBCS) NIL 0.00 - 20.00
by CALCULATED BY AUTOMATED HEMATOLOGY ANALYZER &

MICROSCOPY

NUCL.EATED RED BL.OOD CEL_L.S (nRBCS) % NIL % <10 %
by CALCULATED BY AUTOMATED HEMATOLOGY ANALYZER &

MICROSCOPY

DIFFERENTIAL. L EUCOCYTE COUNT (DL.C)
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NAME

AGE/ GENDER
COLLECTED BY
REFERRED BY
BARCODE NO.
CLIENT CODE.

: Mrs. MANJU GUPTA
162 YRS/FEMALE
: SURJESH

101513233
: KOS DIAGNOSTIC LAB

PATIENT ID

REG. NO./LAB NO.
REGISTRATION DATE
COLLECTION DATE
REPORTING DATE

: 1550581

: 012407160020
:16/Jull /2024 10:00 AM
:16/3ull /2024 10:06AM
:16/3ull /2024 10:14AM

CLIENT ADDRESS  :6344/1, NICHOL.SON ROAD, AMBALA CANTT

Test Name Vallue Unit Bio B ogicall Reference interval

NEUTROPHILS 68 % 50 - 70
by FLOW CYTOMETRY BY SF CUBE & MICROSCOPY

L YMPHOCYTES 20 % 20 - 40
by FLOW CYTOMETRY BY SF CUBE & MICROSCOPY

EOSINOPHILS 7t % 1-6
by FLOW CYTOMETRY BY SF CUBE & MICROSCOPY

MONOCYTES 5 % 2-12
by FLOW CYTOMETRY BY SF CUBE & MICROSCOPY

BASOPHILS 0 % 0-1
by FLOW CYTOMETRY BY SF CUBE & MICROSCOPY

ABSOL_.UTE L EUKOCYTES (WBC) COUNT

ABSOL.UTE NEUTROPHIL. COUNT 5583 /cmm 2000 - 7500
by FLOW CYTOMETRY BY SF CUBE & MICROSCOPY

ABSOL.UTE LYMPHOCYTE COUNT 1642 /cmm 800 - 4900
by FLOW CYTOMETRY BY SF CUBE & MICROSCOPY

ABSOL_UTE EOSINOPHIL. COUNT 575! /cmm 40 - 440
by FLOW CYTOMETRY BY SF CUBE & MICROSCOPY

ABSOL.UTE MONOCYTE COUNT 410 /cmm 80 - 880
by FLOW CYTOMETRY BY SF CUBE & MICROSCOPY

ABSOL.UTE BASOPHIL. COUNT 0 /cmm 0-110

by FLOW CYTOMETRY BY SF CUBE & MICROSCOPY
PLATEL ETS AND OTHER PL ATEL ET PREDICTIVE MARKERS.

PLATELET COUNT (PLT) 167000 /cmm
by HYDRO DYNAMIC FOCUSING, ELECTRICAL IMPEDENCE

150000 - 450000

PLATELETCRIT (PCT) 0.26 % 0.10 - 0.36
by HYDRO DYNAMIC FOCUSING, ELECTRICAL IMPEDENCE

MEAN PLATELET VVOLUME (MPV) 15/ fL 6.50 - 12.0
by HYDRO DYNAMIC FOCUSING, ELECTRICAL IMPEDENCE

PLATELET LARGE CELL COUNT (P-L.CC) 104000" /cmm 30000 - 90000
by HYDRO DYNAMIC FOCUSING, ELECTRICAL IMPEDENCE

PLATELET LARGE CEL L RATIO (P-L.CR) 62.4 % 11.0- 45.0
by HYDRO DYNAMIC FOCUSING, ELECTRICAL IMPEDENCE

PLATELET DISTRIBUTION WIDTH (PDW) 16.2 % 15.0 - 17.0

by HYDRO DYNAMIC FOCUSING, ELECTRICAL IMPEDENCE
NOTE: TEST CONDUCTED ON EDTA WHOLE BLOOD
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NAME : Mrs. MANJU GUPTA

AGE/ GENDER 162 YRS/FEMALE PATIENT ID : 1550581

COLLECTED BY : SURJESH REG. NO./LAB NO. : 012407160020
REFERRED BY : REGISTRATION DATE :16/3ull /2024 10:00 AM
BARCODE NO. 101513233 COLLECTION DATE :16/3ull /2024 10:06AM
CLIENT CODE. : KOS DIAGNOSTIC LAB REPORTING DATE :16/Jull /2024 02:53PM

CLIENT ADDRESS  :6344/1, NICHOL.SON ROAD, AMBALA CANTT

TEST PERFORMED AT KOS DIAGNOSTIC LAB, AMBALA CANTT.

Test Name Vallue Unit Bio B ogicall Reference interval

GL.YCOSYL.ATED HAEMOGL-OBIN (#BA1C)

GLYCOSYLATED HAEMOGL.OBIN (fbAlc): 6.1 % 4.0-6.4

WHOLE BL.OOD
by HPLC (HIGH PERFORMANCE LIQUID CHROMATOGRAPHY)

ESTIMATED AVERAGE PL.ASMA GL.UCOSE 128.37 mg/dL 60.00 - 140.00
by HPLC (HIGH PERFORMANCE LIQUID CHROMATOGRAPHY)

INTERPRETATION:

AS PER AMERICAN DIABETES ASSOCIATION (ADA):
REFERENCE GROUP GL.YCOSYLATED HEMOGL.OGIB (HBAIC) in %
Non diabetic Adull ts >= 18 years <5.7
At Risk (Prediabetes) 5.7-6.4
Diagnosing Diabetes >= 6.5
Age > 19 Years
Goalls of Therapy: <7.0
Therapeutic goalls for glycemic control Actions Suggested: >8.0
Age < 19 Years
Goall of therapy: [ <7.5

COMMENTS:

1.GRycosy Bated hemog B obin (tbAlc) test is three month By monitoring done to assess comp Biace with therapeutic regimen in diabetic patients.

2 .Since thlc reFlects Bong term FRuctuations in bBood g Bucose concentration, a diabetic patient who has recent By under good control may still B hawve high concen
fbAlc. Conwerse is true for a diabetic previous By under good control but now poor By controll Bed.

3.Target goalls of < 7.0 % may be beneficiall in patients with sfort duration of diabetes, Bong Bife expectancy and no significant cardiovascu Bar disease. In patiem
significant comp Bications of diabetes, Bimited Bife expectancy or extensive co-morbid conditions, targetting a goall of < 7.0% may not be

appropiate. 4 figh

ftbAlc (>9.0 -9.5 %) is strong By associated with risk of deve Bopment and rapid progression of microvascular and nerve comp Bications

5.Any condition that shorten RBC Bife span Rike acute hBood Boss, fiemo Bytic anemia falBsely Bower HbAlc resul ts.

6.1bAlc resull ts from patients with thSS,ibSC and #bD must be interpreted with caution , given the patho Bogicall processes inc Buding anemia,increased red cell
turnover, and transfusion requirement that adverse By impact tbAlc as a marker of Bong-term gycemic controll.

7.Specimens from patients with po Bycythemia or post-sp Benctomy may exhibit increse in thbAlc wvalues due to a somewiat Bonger Bife span of the red cell Bs.
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NAME : Mrs. MANJU GUPTA

AGE/ GENDER 162 YRS/FEMALE PATIENT ID : 1550581

COLLECTED BY : SURJESH REG. NO./LAB NO. : 012407160020
REFERRED BY : REGISTRATION DATE :16/Jull /72024 10:00 AM
BARCODE NO. 101513233 COLLECTION DATE :16/3ull /2024 10:06AM
CLIENT CODE. : KOS DIAGNOSTIC LAB REPORTING DATE :16/Jull /2024 02:53PM

CLIENT ADDRESS  :6344/1, NICHOL.SON ROAD, AMBALA CANTT

Test Name Value Unit BioBogicall Reference interval

LIFOTROMNIC Graph Report

Marmme Case : Fatient Type Test Date : 16/07/2024 14:37:16
Aoger o Departimeant © Sample Type : Whole Blood EDTA Sample Id : 01513233
Gender: Total Area @ 10130
Peaak MName Retention Timeae(s) Absorbance Area Result (Area %)
Hb Ao f=i=] 2741 2074 B7.3
HbATc 37 S0 G534 a1
Lalc 24 27 219 2.1
HbBF 19 13 16 0.2
Hba1b 12 20 106 1.0
Hbala 10 23 81 0.8
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NAME : Mrs. MANJU GUPTA

AGE/ GENDER 162 YRS/FEMALE PATIENT ID : 1550581

COLLECTED BY : SURJESH REG. NO./LAB NO. : 012407160020
REFERRED BY : REGISTRATION DATE :16/3ull /2024 10:00 AM
BARCODE NO. 101513233 COLLECTION DATE :16/3ull /2024 10:06AM
CLIENT CODE. : KOS DIAGNOSTIC LAB REPORTING DATE :16/Jull /2024 10:25AM

CLIENT ADDRESS  :6344/1, NICHOL.SON ROAD, AMBALA CANTT

TEST PERFORMED AT KOS DIAGNOSTIC LAB, AMBALA CANTT.

Test Name Vallue Unit Bio B ogicall Reference interval

ERYTHROCYTE SEDIMENTATION RATE (ESR)

ERYTHROCYTE SEDIMENTATION RATE (ESR) 371 mm/1st hr 0-20
by MODIFIED WESTERGREN AUTOMATED METHOD
INTERPRETATION:
1. ESR is a non-specific test because an eBevated resull t often indicates the presence of inf Bammation associated with infection, cancer and
immune disease, but does not tell I the hea I th practitioner exact By where the inf Bammation is in the body or what is causing it.
2. An ESR can be affected by other conditions besides inf lammation. For this reason, the ESR is typicall By used in conjunction with other test
as C-reactive protein
3. This test may allso be used to monitor disease activity and response to therapy in both of the abowve diseases as wel B as some others, such as
systemic Bupus erythematosus
CONDITION WITH LOW ESR
A Bow ESR can be seen with conditions that inhibit the normall sedimentation of red bBood cell s, such as a high red bBlood cel I count
(po Bycythaemia), significant By high white bBood cel I count (Beucocytosis) , and some protein abnorma lities. Some changes in red cel I she
as sickBe cel Bsin sickBe cel I anaemia) allso Bower the ESR.
NOTE:
1. ESR and C - reactive protein (C-RP) are both markers of inf lammation.
2. Generall By, ESR does not change as rapid By as does CRP, either at the start of inflammation or as it reso I'ves.
3.CRP is not affected by as many other factors as is ESR, making it a better marker of inf Bammation.
4. IT the ESR is eBevated, it is typicall By a resull t of two types of proteins, g Bobulins or fibrinogen.
5. Women tend to hawve a higher ESR, and menstruation and pregnancy can cause temporary e levations.
6. Drugs such as dextran, methy Bdopa, orall contraceptives, penicil Bamine procainamide, theophy I Bine, and vitamin A can increase ESR, whi
aspirin, cortisone, and quinine may decrease it
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NAME : Mrs. MANJU GUPTA

AGE/ GENDER 162 YRS/FEMALE PATIENT ID : 1550581

COLLECTED BY : SURJESH REG. NO./LAB NO. : 012407160020
REFERRED BY : REGISTRATION DATE :16/3ull /2024 10:00 AM
BARCODE NO. 101513233 COLLECTION DATE :16/3ull /2024 10:06AM
CLIENT CODE. : KOS DIAGNOSTIC LAB REPORTING DATE :16/Jull /2024 11:42AM

CLIENT ADDRESS  :6344/1, NICHOL.SON ROAD, AMBALA CANTT

TEST PERFORMED AT KOS DIAGNOSTIC LAB, AMBALA CANTT.

Test Name Vallue Unit Bio B ogicall Reference interval

CLINICAL CHEMISTRY/BIOCHEMISTRY

GL.UCOSE FASTING (F)

GL.UCOSE FASTING (F): PLASMA 97.06 mg/dL NORMAL.: < 100.0
by GLUCOSE OXIDASE - PEROXIDASE (GOD-POD) PREDIABETIC: 100.0 - 125.0

DIABETIC: > OR = 126.0

INTERPRETATION

IN ACCORDANCE WITH AMERICAN DIABETES ASSOCIATION GUIDEL.INES:

1. A fasting pBlasma gBucose Bevell below 100 mg/d 1 is considered normall .

2. A fasting plasma glucose Bevel between 100 - 125 mg/d 1 is considered as g Bucose into Berant or prediabetic. A fasting and post-prar
test (after consumption of 75 gms of g Bucose) is recommended for all B such patients.

3. A fasting plasma g Bucose Bevell of above 125 mg/d 1l is high By suggestive of diabetic state. A repeat post-prandiall is strong By recon
such patients. A fasting pBasma gBucose Bevel in excess of 125 mg/d 0 on both occasions is confirmatory for diabetic state.
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TEST PERFORMED AT KOS DIAGNOSTIC LAB, AMBALA CANTT.

NAME : Mrs. MANJU GUPTA

AGE/ GENDER 162 YRS/FEMALE PATIENT ID : 1550581

COLLECTED BY : SURJESH REG. NO./LAB NO. : 012407160020
REFERRED BY : REGISTRATION DATE :16/3ull /2024 10:00 AM
BARCODE NO. 101513233 COLLECTION DATE :16/3ull /2024 10:06AM
CLIENT CODE. : KOS DIAGNOSTIC LAB REPORTING DATE :16/Jull /2024 12:21PM

CLIENT ADDRESS  :6344/1, NICHOL.SON ROAD, AMBALA CANTT

Test Name Vallue Unit Bio B ogicall Reference interval

LIPID PROFILE : BASIC

CHOLLESTEROL. TOTAL.: SERUM 293 84 mg/dL OPTIMAL: < 200.0
by CHOLESTEROL OXIDASE PAP BORDERL.INE HIGH: 200.0 - 239.0
HIGH CHOLLESTEROL_: > OR = 240.0
TRIGL YCERIDES: SERUM 202.44 mg/dL OPTIMAL: < 150.0
by GLYCEROL PHOSPHATE OXIDASE (ENZYMATIC) BORDERL_INE HIGH: 150.0 - 1%9.0

HIGH: 200.0 - 4%.0
VERY HIGH: > OR = 500.0

HDL. CHOL.ESTEROL. (DIRECT): SERUM 39.24 mg/dL LOW HDL: < 30.0
by SELECTIVE INHIBITION BORDERL.INE HIGH HDL_: 30.0 -
60.0
HIGH HDL: > OR = 60.0
LDL. CHOL.ESTEROL.: SERUM 144 1 mg/dL OPTIMAL.: < 100.0
by CALCULATED, SPECTROPHOTOMETRY ABOVE OPTIMAL : 100.0 - 129.0

BORDERL.INE HIGH: 130.0 - 159.0
HIGH: 160.0 - 189.0
V/ERY HIGH: > OR = 190.0

NON HDL. CHOL.ESTEROL.: SERUM 184.59" mg/dL OPTIMAL : < 130.0

by CALCULATED, SPECTROPHOTOMETRY ABOVE OPTIMAL.: 130.0 - 159.0

BORDERL.INE HIGH: 160.0 - 189.0
HIGH: 190.0 - 219.0
VERY HIGH: > OR = 220.0

VLDL CHOLESTEROL.: SERUM 40.49 mg/dL 0.00 - 45.00
by CALCULATED, SPECTROPHOTOMETRY
TOTAL LIPIDS: SERUM 650.12 mg/dL 350.00 - 700.00
by CALCULATED, SPECTROPHOTOMETRY
CHOL.ESTEROL./HDL. RATI0: SERUM 5.7 RATIO L.OW RISK: 3.30 - 4.40
by CALCULATED, SPECTROPHOTOMETRY AVERAGE RISK: 4.50 - 7.0

MODERATE RISK: 7.10 - 11.0
HIGH RISK: > 11.0

LDL./HDL RATIO: SERUM 3.67 RATIO L.OW RISK: 0.50 - 3.0
by CALCULATED, SPECTROPHOTOMETRY MODERATE RISK: 3.10 - 6.0
HIGH RISK: > 6.0
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NAME : Mrs. MANJU GUPTA

AGE/ GENDER 162 YRS/FEMALE PATIENT ID : 1550581

COLLECTED BY : SURJESH REG. NO./LAB NO. : 012407160020
REFERRED BY : REGISTRATION DATE :16/3ull /2024 10:00 AM
BARCODE NO. 101513233 COLLECTION DATE :16/3ull /2024 10:06AM
CLIENT CODE. : KOS DIAGNOSTIC LAB REPORTING DATE :16/Jull /2024 12:21PM

CLIENT ADDRESS  :6344/1, NICHOL.SON ROAD, AMBALA CANTT

Test Name Vallue Unit Bio B ogicall Reference interval

TRIGLYCERIDES/KDL. RATIO: SERUM 5.14 RATIO 3.00 - 5.00

by CALCULATED, SPECTROPHOTOMETRY
INTERPRETATION:
1.Measurements in the same patient can show physio Bogicalt anallyticall variations. Three seriall samp Bes 1 week apart are recommended for
Totall Cholesteroll, Trig Bycerides, DL ¢ LDL Cho Besteroll .
2. As per NLLA-2014 guideRines, all B adul ts abowve the age of 20 years stou Bd be screened for Ripid status. SeBective screening of children
age of 2 years with a familly fistory of premature cardiovascu lar disease or those with at Beast one parent with high totall choBesterol is
recommended.
3. Low iDL Revel's are associated with increased risk for Atherosc Berotic Cardiovascu B ar disease (ASCVD) due to insufficient iDL being a\
to participate in reverse cho Besterol transport, the process by which cho Besterol is e Riminated from peripherall tissues.
4. NLA-2014 identifies Non iDL Cho Besteroll (an indicator of all I atherogenic Bipoproteins such as LDL. , VLDL, IDL, Lpa, Chy Bomicror
with LDL -cho Besterol as co- primary target for cho Besterol Bowering therapy. Note that major risk factors can modify treatment goalls fc
oL .
5. Additionall testing for Apo Ripoprotein B, isCRP,Lp(a ) & LP-PLA2 stould be considered among patients with moderate risk for ASCVD fo
refinement
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NAME : Mrs. MANJU GUPTA

AGE/ GENDER 162 YRS/FEMALE PATIENT ID : 1550581

COLLECTED BY : SURJESH REG. NO./LAB NO. : 012407160020
REFERRED BY : REGISTRATION DATE :16/3ull /2024 10:00 AM
BARCODE NO. 101513233 COLLECTION DATE :16/3ull /2024 10:06AM
CLIENT CODE. : KOS DIAGNOSTIC LAB REPORTING DATE :16/Jull /2024 12:21PM

CLIENT ADDRESS  :6344/1, NICHOL.SON ROAD, AMBALA CANTT

TEST PERFORMED AT KOS DIAGNOSTIC LAB, AMBALA CANTT.

Test Name Vallue Unit Bio B ogicall Reference interval

LIVER FUNCTION TEST (COMPLETE)

BILIRUBIN TOTAL.: SERUM 0.52 mg/dL INFANT: 0.20 - 8.00
by DIAZOTIZATION, SPECTROPHOTOMETRY ADULT: 0.00-1.20

BILIRUBIN DIRECT (CONJUGATED): SERUM 0.18 mg/dL 0.00 - 0.40
by DIAZO MODIFIED, SPECTROPHOTOMETRY

BIL.IRUBIN INDIRECT (UNCONJUGATED): SERUM 0.34 mg/dL 0.10 - 1.00
by CALCULATED, SPECTROPHOTOMETRY

SGOT/AST: SERUM 26.11 u/L 7.00 - 45.00
by IFCC, WITHOUT PYRIDOXAL PHOSPHATE

SGPT/ALT: SERUM 19.61 u/L 0.00 - 49.00
by IFCC, WITHOUT PYRIDOXAL PHOSPHATE

AST/ALT RATIO: SERUM 1.33 RATIO 0.00 - 46.00
by CALCULATED, SPECTROPHOTOMETRY

ALKALINE PHOSPHATASE: SERUM 141.2 u/L 40.0 - 150.0
by PARA NITROPHENYL PHOSPHATASE BY AMINO METHYL

PROPANOL

GAMMA GL.UTAMYL. TRANSFERASE (GGT): SERUM 20.5 u/L 0.00 - 55.0
by SZASZ, SPECTROPHTOMETRY

TOTAL PROTEINS: SERUM 6.58 gm/dL 6.20 - 8.00
by BIURET, SPECTROPHOTOMETRY

ALBUMIN: SERUM 3.5 gm/dL 3.50 - 5.50
by BROMOCRESOL GREEN

GL.OBUL.IN: SERUM 2.9 gm/dL 2.30 - 3.50
by CALCULATED, SPECTROPHOTOMETRY

A : G RATIO: SERUM 1.2 RATIO 1.00 - 2.00

by CALCULATED, SPECTROPHOTOMETRY
INTERPRETATION
NOTE:- To be correBated in individuals having SGOT and SGPT wa B ues higher than Norma l Referance Range.
USE:- Differentiall diagnosis of diseases of hepatobiliary system and pancreas.

INCREASED:
DRUG HEPATOTOXICITY >2
AL_COHOL_IC HEPATITIS > 2 (High By Suggestive)
CIRRHOSIS 1.4-2.0
INTRAHEPATIC CHOL_ESTATIS >1.5
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NAME : Mrs. MANJU GUPTA

AGE/ GENDER 162 YRS/FEMALE PATIENT ID : 1550581

COLLECTED BY : SURJESH REG. NO./LAB NO. : 012407160020
REFERRED BY : REGISTRATION DATE :16/3ull /2024 10:00 AM
BARCODE NO. 101513233 COLLECTION DATE :16/3ull /2024 10:06AM
CLIENT CODE. : KOS DIAGNOSTIC LAB REPORTING DATE :16/Jull /2024 12:21PM

CLIENT ADDRESS  :6344/1, NICHOL.SON ROAD, AMBALA CANTT

Test Name Vallue Unit Bio B ogicall Reference interval
| HEPATOCEL. L_UL_AR CARCINOMA i CHRONIC HEPATITIS | > 1.3 (SHight By Increased) |
DECREASED:

1. Acute Hepatitis due to virus, drugs, toxins (with AST increased 3 to 10 times upper Bimit of normal)
2. Extra tepatic cho Bestatis: 0.8 (normall or sHight By decreased).
PROGNOSTIC SIGNIFICANCE:

NORMAL < 0.65
GOOD PROGNOSTIC SIGN 0.3-0.6
POOR PROGNOSTIC SIGN 1.2-1.6
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NAME : Mrs. MANJU GUPTA

AGE/ GENDER 162 YRS/FEMALE PATIENT ID : 1550581

COLLECTED BY : SURJESH REG. NO./LAB NO. : 012407160020
REFERRED BY : REGISTRATION DATE :16/3ull /2024 10:00 AM
BARCODE NO. 101513233 COLLECTION DATE :16/3ull /2024 10:06AM
CLIENT CODE. : KOS DIAGNOSTIC LAB REPORTING DATE :16/Jull /2024 12:38PM

CLIENT ADDRESS  :6344/1, NICHOL.SON ROAD, AMBALA CANTT

TEST PERFORMED AT KOS DIAGNOSTIC LAB, AMBALA CANTT.

Test Name Vallue Unit Bio B ogicall Reference interval

KIDNEY FUNCTION TEST (COMPLETE)

UREA: SERUM 41.36 mg/dL 10.00 - 50.00
by UREASE - GLUTAMATE DEHYDROGENASE (GLDH)

CREATININE: SERUM 0.98 mg/dL 0.40 - 1.20
by ENZYMATIC, SPECTROPHOTOMETERY

BL.OOD UREA NITROGEN (BUN): SERUM 19.33 mg/dL 7.0-25.0
by CALCULATED, SPECTROPHOTOMETRY

BL.OOD UREA NITROGEN (BUN)/CREATININE 19.72 RATIO 10.0 - 20.0

RATI0: SERUM
by CALCULATED, SPECTROPHOTOMETRY

UREA/CREATININE RATIO: SERUM 42.2 RATIO
by CALCULATED, SPECTROPHOTOMETRY

URIC ACID: SERUM 6.6 mg/dL 2.50 - 6.80
by URICASE - OXIDASE PEROXIDASE

CALCIUM: SERUM 8.38- mg/dL 8.50 - 10.60
by ARSENAZO lIl, SPECTROPHOTOMETRY

PHOSPHOROUS: SERUM 3.53 mg/dL 2.30 - 4.70
by PHOSPHOMOLYBDATE, SPECTROPHOTOMETRY

ELECTROL YTES

SODIUM: SERUM 143.5 mmo I /L 135.0 - 150.0
by ISE (ION SELECTIVE ELECTRODE)

POTASSIUM: SERUM 4.26 mmo I /L 3.50 - 5.00
by ISE (ION SELECTIVE ELECTRODE)

CHL.ORIDE: SERUM 107.63 mmo I /L 9.0 - 110.0

by ISE (ION SELECTIVE ELECTRODE)
ESTIMATED GL OMERUL AR FIL TERATION RATE

ESTIMATED GLOMERULAR FILTERATION RATE 65.3
(eGFR): SERUM
by CALCULATED
INTERPRETATION:
To differentiate between pre- and post renall azotemia.
INCREASED RATIO (>20:1) WITH NORMAL. CREATININE:
1. Prerenall azotemia (BUN rises without increase in creatinine) e.g. heart failure, sall t dep Betion,dehydration, bBood Boss) due to decreased
glomerular fill tration rate.
2. Catabolic states with increased tissue breakdown.
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Test Name Value Unit

Bio B ogicall Reference interval

3. Gl haemorrhage.

4. figh protein intale.

5. Impaired renall function pBus

6. Excess protein intake or production or tissue breakdown (e.g. infection, Gl bleeding, thyrotoxicosis, Cushing’s syndrome, high protein diet,
burns, surgery, cachexia, high fever).

7. Urine reabsorption (e.g. ureter co I ostomy)

8. Reduced musc Be mass (subnormall creatinine production)

9. Certain drugs (e.g. tetracycBine, g Bucocorticoids)

INCREASED RATIO (>20:1) WITH ELLEVVATED CREATININE LEVELS:

1. Postrenall azotemia (BUN rises disproportionate By more than creatinine) (e.g. obstructive uropathy).
2. Prerenall azotemia superimposed on renall disease.

DECREASED RATIO (<10:1) WITH DECREASED BUN :

. Acute tubu B ar necrosis.

. Low protein diet and starvation.

. Severe Biver disease.

. Other causes of decreased urea synthesis.

. Repeated diaBysis (urea rather than creatinine diffuses out of extracel Rullar fhuid).

. Inferited hyperammonemias (urea is virtuall By absent in bl ood).

. SIADH (syndrome of inappropiate antidiuretic harmone) due to tubu lar secretion of urea.

. Pregnancy.

DECREASED RATIO (<10:1) WITH INCREASED CREATININE:

1. Pfenacimide therapy (acce Berates conversion of creatine to creatining).

2. Rhabdomyo Bysis (re Beases musc e creatinine).

3. MuscuBar patients who deveBop renall failure.

INAPPROPIATE RATIO:

1. Diabetic ketoacidosis (acetoacetate causes fall se increase in creatinine with certain methodo B ogies,resu I ting in normall ratio when dehydrat
shou Bd produce an increased BUN/creatinine ratio).

2. Cepha B osporin therapy (interferes with creatinine measurement).

ESTIMATED GLOMERUL.AR FIL_ TERATION RATE:

O~NOoO U~ WN

CKD STAGE DESCRIPTION GFR (mL/min/1.73m2 ) ASSOCIATED FINDINGS
Gl Normal kidney function >90 No proteinuria
G2 Kidney damage with >90 Presence of Protein ,

normall or high GFR Al bumin or cast in urine

G3a Mi B d decrease in GFR 60 -89
G3b Moderate decrease in GFR 30-59
G4 Sewvere decrease in GFR 15-29
G5 Kidney failure <15
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COMMENTS:

1. Estimated G BomeruBar fill tration rate (eGFR) is the sum of fill tration rates in all I functioning nephrons and so an estimation of the G
measure of functioning nepfrons of the kidney.

2. eGFR callculated using the 2009 CKD-EPI creatinine equation and GFR category reported as per KDIGO guide B ine 2012

3. In patients, with eGFR creatinine between 45-59 mB/min/1.73 m2 (G3) and without any marker of Kidney damage, It is recommended to measure
eGFR with Cystatin C for confirmation of CKD

4. eGFR category G1 OR G2 does not full Bfill I the criteria for CKD, in the absence of evidence of Kidney Damage

5. In a suspected case of Acute Kidney Injury (AKI), measurement of eGFR shou B d be done after 48-96 hours of any Intervention or procedure

6. eGFR callcull ated by Serum Creatinine may he Bess accurate due to certain factors Bike Race, Musc Be Mass, Diet, Certain Drugs. In such ce
eGFR shou Bd be callculated using Serum Cystatin C

7. A decrease in eGFR imp Ries either progressive renall disease, or a reversib Be process causing decreased nephron function (eg, severe dehydration).
ADVICE:

KDIGO guide Bine, 2012 recommends Chronic Kidney Disease (CKD) shou B d be c B assified based on cause, eGFR category and Al buminuria (ACR)
category. GFR & ACR category combined together ref Bect risk of progression and he I ps CHinician to identify the individual who are progressir
more rapid rate than anticipated
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IRON PROFILE
IRON: SERUM 75.1 ug/dL 50.0 - 170.0
by FERROZINE, SPECTROPHOTOMETRY
UNSATURATED IRON BINDING CAPACITY (UIBC) 249.9 ug/dL 150.0 - 336.0
:SERUM
by FERROZINE, SPECTROPHOTOMETERY
TOTAL. IRON BINDING CAPACITY (TIBC) 325.12 ug/dL 230 - 430
:SERUM
by SPECTROPHOTOMETERY
%TRANSFERRIN SATURATION: SERUM 23.11 % 15.0 - 50.0
by CALCULATED, SPECTROPHOTOMETERY (FERENE)
TRANSFERRIN: SERUM 230.75 mg/dL 200.0 - 350.0
by SPECTROPHOTOMETERY (FERENE)
INTERPRETATION:-
VARIABL_ES ANEMIA OF CHRONIC DISEASE IRON DEFICIENCY ANEMIA THALASSEMIA o/8 TRAIT
SERUM IRON: Normal to Reduced Reduced Normal
TOTAL. IRON BINDING CAPACITY Decreased Increased Norma il
% TRANSFERRIN SATURATION: Decreased Decreased < 12-15 % Normall
SERUM FERRITIN: Normall to Increased Decreased Normall or Increased
IRON:

1.Serum iron studies is recommended for differentiall diagnosis of microcytic hypochromic anemia.i.e iron deficiency anemia, zinc deficiency
anemia,anemia of chronic disease and tha B assemia syndromes.

2. It is essentiall to isolate iron deficiency anemia from Beta tha B assemia syndromes because during iron rep Bacement which is therapeutic for
iron deficiency anemia, is severe Iy contra-indicated in Tha I assemia.

TOTAL IRON BINDING CAPACITY (TIBC):

1.1t is a direct measure of protein transferrin which transports iron from the gut to storage sites in the bone marrow.

% TRANSFERRIN SATURATION:

1.0ccurs in idiopathic emociromatosis and transfusiona l hemosiderosis where no unsaturated iron binding capacity is available for iron
mobi Bization. SimiBar condition is seen in congenitall deficiency of transferrin.
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ENDOCRINOL.OGY
THYROID FUNCTION TEST: TOTAL

TRIIODOTHYRONINE (T3): SERUM 0.%96 ng/mL 0.35-1.93

by CMIA (CHEMILUMINESCENT MICROPARTICLE IMMUNOASSAY)
THYROXINE (T4): SERUM 8.64 pugm/dL 4.87 -12.60

by CMIA (CHEMILUMINESCENT MICROPARTICLE IMMUNOASSAY)
THYROID STIMULATING HORMONE (TSH): SERUM 5.516 piu/mL 0.35-5.50

by CMIA (CHEMILUMINESCENT MICROPARTICLE
IMMUNOASSAY)

3rd GENERATION, ULTRASENSITIVE
INTERPRETATION

TSH Bevells are subject to circadian variation, reaching peak Bewvell's between 2-4 a.m and at a minimum between 6-10 pm. The variation is of the order of 50%.Hence time of 1
day fas inf Buence on the measured serum TSH concentrations . TSH stimu Bates the production and secretion of the metabo Bicall By active hormones, thyroxine (T4)and
trilodothyronine (T3).Failure at any Bevell of regulation of the hypotha B amic-pituitary-thyroid axis will B resul t in either underproduction (hypothyroidism) or
overproduction(hyperthyroidism) of T4 and/or T3.

CLINICAL CONDITION T3 T4 TS

Primary Hypothyroidism: Reduced Reduced Increased (Significantly)

Subc Rinicall fiypothyroidism: Normal or Low Normal Normall or Low Normal ign

Primary Hyperthyroidism: Increased Increased Reduced (at times undetectab Be)
Subc Rinical fyperthyroidism: Normall or High Normall Normal or tigh Normall Reduced

L IMITATIONS:-

1. T3 and T4 circulates in reversib By bound form with Thyroid binding g Bobulins (TBG),and to a Besser extent aBbumin and Thyroid binding Pre ABbumin so conditic
TBG and protein Bevells all ter such as pregnancy, excess estrogens, androgens, anabo Bic steroids and g Bucocorticoids may falsely affect the T3 and T4 Bevels
false thyroid values for thyroid function tests.

2. Normal HBevells of T4 can allso be seen in Hyperthyroid patients with :T3 Thyrotoxicosis, Decreased binding capacity due to fypoproteinemia or ingestion of certain
(eg: plenytoin , salicy Bates).

3. Serum T4 Bev les in neonates and infants are higher than vaBlues in the normall adull t , due to the increased concentration of TBG in neonate serum.

4. TSH may be normall in centrall fypothyroidism , recent rapid correction of hyperthyroidism or hypothroidism , pregnancy , plenytoin therapy.

TRIIODOTHYRONINE (T3) THYROXINE (T4) THYROID STIMULATING HORMONE (TSK)
Age Refferance Age Refferance Age Reference Range
Range (ng/mL.) Range (pg/dL) (pu/mL)
0-7 Days 0.20 - 2.65 0 - 7 Days 5.90 — 18.58 0 - 7 Days 2.43-24.3
7 Days - 3 Months 0.36 - 2.59 7 Days - 3 Months 6.39-17.66 7 Days - 3 Months 0.58 - 11.00
3 - 6 Montts 0.51-2.52 3 - 6 Montts 6.75-17.04 3 Days — 6 Months 0.70 - 8.40
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Test Name Vallue Unit Bio B ogicall Reference interval
6 - 12 Months 0.74 - 2.40 6 - 12 Months 7.10 - 16.16 6 — 12 Months 0.70 - 7.00
1 - 10 Years 0.92 -2.28 1 - 10 Years 6.00 - 13.80 1-10Years 0.60 - 5.50
11- 19 Years 0.35-1.93 11 - 19 Years 4.87- 13.20 11-19 Years 0.50-5.50
> 20 years (Adults)| 0.35-1.93 > 20 Years (Adullts) | 4.87 - 12.60 > 20 Years (Adull ts) | 0.35-5.50
RECOMMENDATIONS OF TSH LLEVEL.S DURING PREGNANCYuIU/mL)

1st Trimester 0.10 - 2.50

2nd Trimester 0.20 - 3.00

3rd Trimester 0.30 -4.10

INCREASED TSH LEVELS:

1.Primary or untreated typothyroidism may vary from 3 times to more than 100 times normall depending upon degree of typofunction.
2.typothyroid patients receiving insufficient thyroid rep Bacement therapy.

3.Hashimotos thyroiditis

4.DRUGS: Amphetamines, idonie containing agents ¢ dopamine antagonist.

5.Neonatall period, increase in 1st 2-3 days of Bife due to post-natal surge

DECREASED TSH LEVELS:

1.Toxic mul ti-nodu B ar goitre & Thyroiditis.

2.0wver rep Bacement of thyroid harmone in treatment of hypothyroidism.

3.Autonomous By functioning Thyroid adenoma

4.Secondary pituatary or hypotha I mic typothyroidism

5.Acute psychiatric i I Bness

6.Sewvere detydration.

7.DRUGS: G Rucocorticoids, Dopamine, Levodopa, T4 rep Bacement therapy, Anti-thyroid drugs for thyrotoxicosis.
8.Pregnancy: 1st and 2nd Trimester
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VITAMINS
VITAMIN D/25 HYDROXY VITAMIN D3
VITAMIN D (254YDROXY VITAMIN D3): SERUM 59 ng/mL DEFICIENCY: < 20.0
by CLIA (CHEMILUMINESCENCE IMMUNOASSAY) INSUFFEICIENCY: 20.0 - 30.0

SUFFICIENCY: 30.0 - 100.0
TOXICITY: > 100.0
INTERPRETATION:

DEFICIENT: <20 ng/mL
INSUFFICIENT: 21 -2 ng/mL
PREFFEREDRANGE: 30 - 100 ng/mL
INTOXICATION: > 100 ng/mL

1.Vitamin D compounds are derived from dietary eraocallciferoll (from plants, Vitamin D2), or choBecal ciferoll (from animals, Vitamin
conwversion of 7- ditvdrocho Becall ciferoll to Vitamin D3 in the skin upon Ul travio Bet exposure.

2.25-O8--Vitamin D represents the main body resevoir and transport form of Vitamin D and transport form of Vitamin D, being stored in adipc
tissue and tiaft By bound by a transport protein whille in circuBation.

3.Vitamin D pBays a primary role in the maintenance of call cium homeostatis. It promotes call cium absorption, renall call cium absorptior
phosphate reabsorption, skeBetall call cium deposition, call cium mobi Bization, main By requ Bated by parathyroid harmone (PTH).

4.Severe deficiency may Bead to failBure to mineralize new By formed osteoid in bone, resull ting in rickets in children and osteoma Bl acia in ac
DECREASED:

1.Lack of sunshine exposure.

2.Inadequate intake, ma B absorption (celiac disease)

3.Depressed Hepatic Vitamin D 25- hydroxy Base activity

4 _Secondary to advanced Liver disease

5.0steoporosis and Secondary fyperparathroidism (Mild to Moderate deficiency)

6.Enzyme Inducing drugs: anti-epi Beptic drugs Bike plenytoin, phenobarbitall and carbamazepine, that increases Vitamin D metabo Bism.
INCREASED:

1. Hvpervitaminosis D is Rare, and is seen on By after proBonged exposure to extreme By fhigh doses of Vitamin D. When it occurs, it can resull t i
severe fivperca I cemia and fyperphophatemia.

CAUTION: Rep Bacement therapy in deficient individua B's must be monitored by periodic assessment of Vitamin D Bevells in order to prevent
fvpervitaminosis D

NOTE:-Dark co Boured individua ll s as compare to whites, is at higher risk of deve Boping Vitamin D deficiency due to excess of me Banin pigment which
interefere with Vitamin D absorption.
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VITAMIN B12/COBALAMIN

VITAMIN B12/COBALAMIN: SERUM 219 pg/mL 190.0 - 890.0
by CMIA (CHEMILUMINESCENT MICROPARTICLE IMMUNOASSAY)

INTERPRETATION:-

INCREASED VVITAMIN B12 DECREASED VITAMIN B12
1.Ingestion of Vitamin C 1.Pregnancy
2.Ingestion of Estrogen 2.DRUGS:Aspirin, Anti-convullsants, Co B chicine
3.Ingestion of Vitamin A 3.Ethanol Igestion
4 _tepatocel Bullar injury 4. Contraceptive Harmones
5.Mye B opro Hiferative disorder 5.4aemodia B ysis
6.Uremia 6. Mull tiple Myeloma

1.Vitamin B12 (coba B amin) is necessary for hematopoiesis and normall neuronall function.

2.In humans, it is obtained on By from animall proteins and requires intrinsic factor (IF) for absorption.

3.The body uses its vitamin B12 stores very economicall By, reabsorbing vitamin B12 from the i Beum and returning it to the Biwver; very Bitt
excreted.

4.Vitamin B12 deficiency may be due to Back of IF secretion by gastric mucosa (eg, gastrectomy, gastric atrophy) or intestinall mal absorpt
ileal resection, small I intestinall diseases).

5.Vitamin B12 deficiency frequent By causes macrocytic anemia, g B ossitis, peripheral neuropathy, weakness, iyperref Bexia, ataxia, Boss of
proprioception, poor coordination, and affective betaviorall changes. These manifestations may occur in any combination; many patients he
the neuro B ogic defects without macrocytic anemia.

6.Serum methy ImaBonic acid and homocysteine Bevells are allso elevated in vitamin B12 deficiency states.

7.Fol Bow-up testing for antibodies to intrinsic factor (IF) is recommended to identify this potentiall cause of vitamin B12 ma Bl absorptio
NOTE:A normall serum concentration of vitamin B12 does not rulle out tissue deficiency of vitamin B12. The most sensitive test for vitamin
deficiency at the cel Rullar Bewvel is the assay for MMA. If clinicall symptoms suggest deficiency, measurement of MMA and homocysteine shou
considered, even if serum vitamin B12 concentrations are normal .
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CLINICAL PATHOL.OGY

URINE ROUTINE & MICROSCOPIC EXAMINATION
PHYSICAL. EXAMINATION

QUANTITY RECIEVED 10 ml
by DIP STICK/REFLECTANCE SPECTROPHOTOMETRY

COL.OUR PALE YEL L.OW PALE YEL LOW
by DIP STICK/REFLECTANCE SPECTROPHOTOMETRY

TRANSPARANCY CLEAR CLEAR
by DIP STICK/REFLECTANCE SPECTROPHOTOMETRY

SPECIFIC GRAVITY 1.02 1.002 - 1.030

by DIP STICK/REFLECTANCE SPECTROPHOTOMETRY
CHEMICAL. EXAMINATION

REACTION ACIDIC
by DIP STICK/REFLECTANCE SPECTROPHOTOMETRY

PROTEIN Negatiwve NEGATIVE (-ve)
by DIP STICK/REFLECTANCE SPECTROPHOTOMETRY

SUGAR Negative NEGATIVE (-ve)
by DIP STICK/REFLECTANCE SPECTROPHOTOMETRY

ph 5.5 5.0-7.5
by DIP STICK/REFLECTANCE SPECTROPHOTOMETRY

BILIRUBIN Negatiwve NEGATIVE (-ve)
by DIP STICK/REFLECTANCE SPECTROPHOTOMETRY

NITRITE Negatiwve NEGATIVE (-ve)
by DIP STICK/REFLECTANCE SPECTROPHOTOMETRY.

UROBIL.INOGEN Normall EU/dL 0.2-1.0
by DIP STICK/REFLECTANCE SPECTROPHOTOMETRY

KETONE BODIES Negative NEGATIVE (-ve)
by DIP STICK/REFLECTANCE SPECTROPHOTOMETRY

BL.OOD Negative NEGATIVE (-ve)
by DIP STICK/REFLECTANCE SPECTROPHOTOMETRY

ASCORBIC ACID NEGATIVE (-ve) NEGATIVE (-ve)

by DIP STICK/REFLECTANCE SPECTROPHOTOMETRY
MICROSCOPIC EXAMINATION
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RED BL.OOD CEL_LS (RBCs) NEGATIVE (-ve) /HPF 0-3
by MICROSCOPY ON CENTRIFUGED URINARY SEDIMENT
PUS CEL LS 3-4 /HPF 0-5
by MICROSCOPY ON CENTRIFUGED URINARY SEDIMENT
EPITHELIAL CELLS 4-6 /HPF ABSENT

by MICROSCOPY ON CENTRIFUGED URINARY SEDIMENT

CRYSTALS NEGATIVE (-v¢) NEGATIVE (-ve)
by MICROSCOPY ON CENTRIFUGED URINARY SEDIMENT
CASTS NEGATIVE (-v¢) NEGATIVE (-ve)

by MICROSCOPY ON CENTRIFUGED URINARY SEDIMENT

BACTERIA
by MICROSCOPY ON CENTRIFUGED URINARY SEDIMENT

OTHERS
by MICROSCOPY ON CENTRIFUGED URINARY SEDIMENT

TRICHOMONAS VAGINALIS (PROTOZOA)
by MICROSCOPY ON CENTRIFUGED URINARY SEDIMENT

b

DR.VINAY CHOPRA
CONSULTANT PATHOLOGIST

MBEBS, MD (PATHOLOGY & MICROBIOLOGY)

NEGATIVE (-ve)
NEGATIVE (-v€)

ABSENT

*** End Of Report ***
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