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HAEMOGL.OBIN - HIGH PERFORMANCE L.IQUID CHROMATOGRAPHY (HB-HPL.C)
HAEMOGL OBIN VVARIANTS
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2 HAEMATOLOGY
%
(e}
i
= HAEMOGL.OBIN AO (ADULT) 85.5 % 83.00-90.00
by HPLC (HIGH PERFORMANCE LIQUID CHROMATOGRAPHY)
HAEMOGLOBIN F (FOETAL) <0.8 % 0.00-2.0
by HPLC (HIGH PERFORMANCE LIQUID CHROMATOGRAPHY)
HAEMOGLOBIN A2 2.6 % 1.50-3.70
by HPLC (HIGH PERFORMANCE LIQUID CHROMATOGRAPHY)
PEAK 3 5.3 % <10.0
by HPLC (HIGH PERFORMANCE LIQUID CHROMATOGRAPHY)
OTHERS-NON SPECIFIC ABSENT % ABSENT
by HPLC (HIGH PERFORMANCE LIQUID CHROMATOGRAPHY)
HAEMOGLOBIN S NOT DETECTED % <0.02
by HPLC (HIGH PERFORMANCE LIQUID CHROMATOGRAPHY)
HAEMOGL.OBIN D (PUNJAB) NOT DETECTED % <0.02
by HPLC (HIGH PERFORMANCE LIQUID CHROMATOGRAPHY)
HAEMOGL.OBIN E NOT DETECTED % <0.02
by HPLC (HIGH PERFORMANCE LIQUID CHROMATOGRAPHY)
HAEMOGLOBIN C NOT DETECTED % <0.02
by HPLC (HIGH PERFORMANCE LIQUID CHROMATOGRAPHY)
UNKNOWN UNIDENTIFIED VARIANTS NOT DETECTED % <0.02
by HPLC (HIGH PERFORMANCE LIQUID CHROMATOGRAPHY)
GLYCOSYLATED HAEMOGLOBIN (HbAlc): 4.8 % 4.0-6.4

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

RED BL OOD CEL LS (RBCS) COUNT AND INDICES

HAEMOGL.OBIN (HB) g4l gm/dL 12.0-16.0
by AUTOMATED HEMATOLOGY ANALYZER

RED BL.OOD CELL. (RBC) COUNT 3.72 Mill Rions/cmm  3.50 - 5.00
by AUTOMATED HEMATOLOGY ANALYZER

PACKED CELL. VVOLUME (PCV) 08.d- % 37.0-50.0
by AUTOMATED HEMATOLOGY ANALYZER

MEAN CORPUSCULAR VVOLUME (MCV) 77.4 fL 80.0-100.0

by AUTOMATED HEMATOLOGY ANALYZER
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MEAN CORPUSCULAR HAEMOGL.OBIN (MCH) 25 .4 pg 27.0-34.0
by AUTOMATED HEMATOLOGY ANALYZER
MEAN CORPUSCULAR HEMOGL.OBIN CONC. (MCHC) 32.6 g/dL 32.0-36.0
by AUTOMATED HEMATOLOGY ANALYZER
RED CELL DISTRIBUTION WIDTH (RDW-CV) 17" % 11.00-16.00
by AUTOMATED HEMATOLOGY ANALYZER
RED CELL DISTRIBUTION WIDTH (RDW-SD) 49.3 fL 35.0-56.0
by AUTOMATED HEMATOLOGY ANALYZER
OTHERS
NAKED EYE SINGLE TUBE RED CEL L NEGATIVE (-ve) NEGATIVE (-ve)

OSMOTIC FRAGILITY TEST
by SINGLE RED CELL OSMOTIC FRAGILITY

MENTZERS INDEX 20.83 RATIO BETA THALASSEMIA TRAIT: <
by CALCULATED 13.0
IRON DEFICIENCY ANEMIA:
>13.0
INTERPRETATION THE ABOVE FINDINGS ARE SUGGESTIVE OF NORMAL HAEMOGL.OBIN

CHROMATOGRAPHIC PATTERN

INTERPRETATION:

The Tha B assemia syndromes, considered the most common genetic disorder wor B dwide, are a heterogenous group of mande Rian disorders, all 1
characterized by a Back of/or decreased synthesis of either the a l pha-g B obin chains (a l pla tha B assemia) or the beta-g I obin chains (beta

tha B assemia) of haemog B obin.

HIGH PERFORMANCE L.IQUID CHROMATOGRAPHY (HPL.C):

1.HAEMOGL.OBIN VARIANT ANALYSIS, BL.OOD- tigh Performance Biquid chromatography (HFPL.C) is a fast ¢ accurate method for determining the
presence and for quatitation of various types of normall haemog B obin and common abnormall b variants, inc Buding but not Bimited to fb
D and Beta —thalassemia.

2.The diagnosis of these abnorma l haemog B obin shou B d be confirmed by DNA ana Bysis.

3.The method use has a Rimited role in the diagnosis of all pha tha I assemia.

4.SKight eBevation in haemog B obin A2 may also occur in hyperthyroidism or when there is deficiency of vitamin b12 or folate and this shoull ¢
istinguished from inherited e Bevation of thA2 in Beta- tha B assemia trait.

NAKED EYE SINGLE TUBE RED CEL_L. OSMOTIC FRAGILITY TEST (NESTROFT):

1.1t is a screening test to distinguish beta tha B assemia trait. ABso call Bed as Naked Eye Sing Be Tube Red Cel B Osmotic Fragility Test.
2.The test showed a sensitivity of 100%, specificity of 85.47%, a positive predictive value of 66% and a negative predictive value of 100
3.A high negatiwve predictive value can reasonably rulle out beta tha l assemia trait cases. So, it shoulld be adopted as a screening test for
tha B assemia trait, as it is not practicall or feasibBe to emp Boy HbA2 in every case of anemia in chi B dhood.

MENTZERS INDEX:

1.The Mentzer index, e Bpfull in differentiating iron deficiency anemia from beta tha Bassemia. If a CBC indicates microcytic anemia, the Mentze
index is said to be a method of distinguisting between them.

2.1F the index is Bess than 13, tha B assemia is said to be more BikeNy. IT the resul t is greater than 13, then iron-deficiency anemia is said to be r
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Rikely.

3.The principBe involved is as foll Bows: In iron deficiency, the marrow cannot produce as many RBCs and they are small I (microcytic), so 1
count and the MCV will I both be Bow, and as a result, the index will I be greater than 13. Conwversely, in tha B assemia, which is a disorder of
synthesis, the number of RBC's produced is normall, but the cel s are small Ber and more fragiBe. Therefore, the RBC count is normall, but the M
Bow, so the index will B be Bess than 13.

NOTE: In practice, the Mentzer index is not a reBiable indicator and should not, by itsed f, be used to differentiate. In addition, it woulld t
for a patient with a microcytic anemia to fave both iron deficiency and tha B assemia, in which case the index wou Bd on By suggest iron deficienc
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CLINICAL CHEMISTRY/BIOCHEMISTRY
LIVER FUNCTION TEST (COMPLETE)

- ' 4
ii""r 3 - : ) -> @
—— r 4
\& & ?— .
e e (A Unit of KOS Healthcare) )
1S09001:2008 CERTIFIED LAB EXCELLENCE IN HEALTHCARE & DIAGNOSTICS
Dr. Vinay Chopra Dr. Yugam Chopra
MD (Pathology & Microbiology) MD (Pathology)
Chairman & Consultant Pathologist CEO & Consultant Pathologist
NAME : Mrs. SUKHBIRI DEVI
E AGE/ GENDER : 72 YRS/FEMALE PATIENT ID 11726305
§ COLLECTED BY : SURJESH REG. NO./LAB NO. : 012501170016
§ REFERRED BY : REGISTRATION DATE :17/J3an/2025 10:06 AM
;. BARCODE NO. 1 01523%4 COLLECTION DATE 1 17/3an/2025 10:07AM
é CLIENT CODE. : KOS DIAGNOSTIC LAB REPORTING DATE : 17/3an/2025 12:05PM
é CLIENT ADDRESS :6344/1, NICHOL.SON ROAD, AMBALA CANTT
5 |Test Name Value Unit Bio Bogicall Reference interva
el
[a)]
s
0
E BILIRUBIN TOTAL.: SERUM 0.25 mg/dL INFANT: 0.20 - 8.00
@ by DIAZOTIZATION, SPECTROPHOTOMETRY ADULT: 0.00-1.20
F
BILIRUBIN DIRECT (CONJUGATED): SERUM 0.08 mg/dL 0.00-0.40
by DIAZO MODIFIED, SPECTROPHOTOMETRY
BILIRUBIN INDIRECT (UNCONJUGATED): SERUM 0.17 mg/dL 0.10-1.00
by CALCULATED, SPECTROPHOTOMETRY
SGOT/AST: SERUM 11.7 u/L 7.00-45.00
by IFCC, WITHOUT PYRIDOXAL PHOSPHATE
SGPT/ALT: SERUM 16.3 u/L 0.00 - 49.00
by IFCC, WITHOUT PYRIDOXAL PHOSPHATE
AST/ALT RATIO: SERUM 0.72 RATIO 0.00-46.00
by CALCULATED, SPECTROPHOTOMETRY
ALKALINE PHOSPHATASE: SERUM 76.09 u/L 40.0-130.0
by PARA NITROPHENYL PHOSPHATASE BY AMINO METHYL
PROPANOL
GAMMA GLUTAMYL TRANSFERASE (GGT): SERUM 10.64 u/L 0.00-55.0
by SZASZ, SPECTROPHTOMETRY
TOTAL PROTEINS: SERUM 6.57 gm/dL 6.20-8.00
by BIURET, SPECTROPHOTOMETRY
ALBUMIN: SERUM 4.16 gm/dL 3.50-5.50
by BROMOCRESOL GREEN
GLOBULIN: SERUM 2.41 gm/dL 2.30-3.50
by CALCULATED, SPECTROPHOTOMETRY
A : G RATIO: SERUM 1.73 RATIO 1.00-2.00

by CALCULATED, SPECTROPHOTOMETRY

INTERPRETATION

NOTE:- To be correBated in individualls having SGOT and SGPT wa B ues higher than Norma I Referance Range.
USE:- Differentiall diagnosis of diseases of hepatobiliary system and pancreas.

INCREASED:
DRUG HEPATOTOXICITY > 2
AL COHOLIC HEPATITIS > 2 (High By Suggestive)
CIRRHOSIS 1.4-2.0
INTRAKEPATIC CHOL.ESTATIS >1.5
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[ HEPATOCEL L_UL_AR CARCINOMA i CHRONIC HEPATITIS | > 1.3 (SHightly 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

b
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TEST PERFORMED AT KOS DIAGNOSTIC LAB, AMBALA CANTT.

Test Name Value Unit Bio B ogicall Reference interva
IRON PROFILE
IRON: SERUM 20.7+ pg/dL 37.0-145.0
by FERROZINE, SPECTROPHOTOMETRY
UNSATURATED IRON BINDING CAPACITY (UIBC) 379.09 H pg/dL 150.0-336.0
:SERUM
by FERROZINE, SPECTROPHOTOMETERY
TOTAL IRON BINDING CAPACITY (TIBC) 399.79 pg/dL 230 - 430
:SERUM
by SPECTROPHOTOMETERY
%TRANSFERRIN SATURATION: SERUM 5.1d- % 15.0-50.0
by CALCULATED, SPECTROPHOTOMETERY (FERENE)
TRANSFERRIN: SERUM 283.85 mg/dL 200.0-350.0
by SPECTROPHOTOMETERY (FERENE)
INTERPRETATION:-
VARIABL_ES ANEMIA OF CHRONIC DISEASE IRON DEFICIENCY ANEMIA THALASSEMIA a/8 TRAIT
SERUM IRON: Normal to Reduced Reduced Normal
TOTAL. IRON BINDING CAPACITY Decreased Increased Normall
% 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 fypochromic anemia.i.e iron deficiency anemia, zinc deficiency
anemia,anemia of chronic disease and tha B assemia syndromes.

2. It is essentiall to isoBate iron deficiency anemia from Beta tha B assemia syndromes because during iron rep Bacement which is therapeutic for
iron deficiency anemia, is severe By contra-indicated in Tha B 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 I hemosiderosis where no unsaturated iron binding capacity is available for iron
mobi Rization. SimiBar condition is seen in congenitall deficiency of transferrin.
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by CLIA (CHEMILUMINESCENCE IMMUNOASSAY)

INTERPRETATION:

Serum ferritin appears to be in equi Bibrium with tissue ferritin and is a good indicator of storage iron in normall subjects and in most disord
In patients with some iepatoced Bular diseases, maBignancies and inf Bammatory diseases, serum ferritin is a disproportionately high estimate
storage iron because serum ferritin is an acute phase reactant. In such disorders iron deficiency anemia may exist with a normall serum ferritin
concentration. In the presence of inf Bammation, persons with Bow serum ferritin are Bike By to respond to iron therapy.

DECREASED:

1. Iron dep Betion appears to be the on By condition associated with reduced serum ferritin concentrations.

2. fypothyroidism.

3. Vitamin-C deficiency.

INCREASED FERRITIN DUE TO IRON OVERL.OAD (PRIMARY):

1. Hemochromatosis or femosiderosis.

2. Willson Disease.

INCREASED FERRITIN DUE TO IRON OVERL.OAD (SECONDARY):

1. Transfusion over load

2. Excess dietary Iron

3. Porphyria Cutanea tada

4. Ineffective erythropoiesis.

INCREASED FERRITIN WITHOUT IRON OVERL.OAD:

1. Liwver disorders (NASH) or viral fepatitis (B/C).

2. Inflammatory conditions (Ferritin is a acute phase reactant) both acute and chronic.

3. Leukaemia, hodgkin's disease.

4. Al coholl excess.

5. Other maBignancies in which increases probab By ref Bect the escape of ferritin from damaged Niver cell Is, impaired c Bearance from the p l:
synthesis of ferritin by tumour cell Is.

6. Ferritin Bevells beBow 10 ng/ml hawve been reported as indicative of iron deficiency anemia.

NOTE:

1. As Ferritin is an acute phase reactant, it is often raised in both acute and chronic inf lammatory condition of the body such as infections Beadir
fallse positive resull ts. It can thererfore mask a diagnosticall By Bow resull t. In such Cases serum Ferritin Bewvells shoulld always be corre b ated witt
proteins to rulle out any inflammatory conditions.

2. Patients with iron deficiency anaemia may occasionall By have e Bevated or normall ferritin Bevells. This is usual By seen in patients all ready re
therapy or in patients with concomitant fepatocel Bullar injury.
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o FERRITIN
=
§ FERRITIN: SERUM 12.98L ng/mL 13.0-147.0
o
(u
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IMMUNOPATHOL.OGY/SEROL.OGY

ANTI TISSUE TRANSGLUTAMINASE (tTG) ANTIBODY IgA

ANTI TISSUE TRANSGLUTAMINASE 0.5 IU/mL NEGATIVE: < 20.0

ANTIBODY IgA POSITIVE: >20.0
by ELISA (ENZYME LINKED IMMUNOASSAY)
INTERPRETATION:
1.Anti-transg Butaminase antibodies (ATA) are autoantibodies against the transg Butaminase protein.
2.Antibodies to tissue transglutaminas are found in patients with several conditions, including coeliac disease, juvenile diabetes, inflammatory
bowe B disease, and various forms ofartiritis.
3.In coeliac disease, ATA are involved in the destruction of the villous extracellular matrix and target the destruction of intestinal villous
epitheMial cel Bs by kil Ber cell Is.
4 .Deposits of anti-tTG in the intestinall epithe Bium predict coeliac disease.
5.Celiac disease (gluten-sensitive enteropathy, celiac sprue) results from an immune-mediated inflammatory process following ingestion of
wheat, rye, or barley proteins that occurs in genetically susceptible individuals. The inflammation in celiac disease occurs primarily in the
mucosa of the small B intestine, wiich Beads to vill Bous atrophy.
CLINICAL MANIFESTATIONS RELATED TO GASTROINTESTINAL TRACT:
1.Abdominall pain
2.Malabsorption
3.Diarrkea and Constipation.
CLINICAL. MANIFESTATION OF CEL.IAC DISEASE NOT RESTRICTED TO GIT:
1.Faillure to grow (de Bayed puberty and short stature)
2.Iron deficiency anemia
3.Recurrent fetall Boss
4.0steoporosis and chronic fatigue
5.Recurrent apfthous stomatitis (canker sores)
6.Dentall enamell fhypop Basia, and dermatitis herpetiformis.
7.Patients with celiac disease may also present with neuropsychiatric manifestations including ataxia and peripheral neuropathy, and are at
increased risk for deve B opment of non-fodgkin Bymphoma.
8.The disease is also associated with other clinical disorders including thyroiditis, type | diabetes mellitus, Down syndrome, and IgA
deficiency.
NOTE:
1.The finding of tissue transglutaminase (tTG)-IgA antibodies is specific for celiac disease and possibly for dermatitis herpetiformis. For
individuals with moderately to strongly positive results, a diagnosis of celiac disease is likely and the patient should undergo biopsy to confirm
the diagnosis.
2.1f patients strictly adhere to a gluten-free diet, the unit value of IgA-anti-tTG should begin to decrease within 6 to 12 months of onset of dietary
therapy.
CAUTION:
1.This test should not be solely relied upon to establish a diagnosis of celiac disease. It should be used to identify patients who have an
increased probabi ity of having celiac disease and in wiom a small I intestinall biopsy is recommended.
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é CLIENT CODE. : KOS DIAGNOSTIC LAB REPORTING DATE : 17/3an/2025 04:5PM
g CLIENT ADDRESS :6344/1, NICHOL.SON ROAD, AMBALA CANTT
5 |Test Name Value Unit Bio Bogicall Reference interva
el
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Dr. Vinay Chopra Dr. Yugam Chopra
MD (Pathology & Microbiology) MD (Pathology)
Chairman & Consultant Pathologist CEO & Consultant Pathologist
NAME : Mrs. SUKHBIRI DEVI
AGE/ GENDER : 72 YRS/FEMALE PATIENT ID 11726305
COLLECTED BY : SURJESH REG. NO./LAB NO. : 012501170016
REFERRED BY : REGISTRATION DATE :17/J3an/2025 10:06 AM
BARCODE NO. 1 01523%4 COLLECTION DATE 1 17/3an/2025 10:07AM
CLIENT CODE. : KOS DIAGNOSTIC LAB REPORTING DATE : 17/3an/2025 04:5PM
CLIENT ADDRESS :6344/1, NICHOL.SON ROAD, AMBALA CANTT
Test Name Value Unit Bio B ogicall Reference interva

2.Affected individua l's who hawve been on a g Buten-free diet prior to testing may have a negative resull t.

3.For individuals who test negative, IgA deficiency should be considered. If total IgA is normal and tissue transglutaminase (tTG)-IgA is negative
there is a Bow probabi ity of the patient having celiac disease and a biopsy may not be necessary.

4.1f serology is negative or there is substantial clinical doubt remaining, then further investigation should be performed with endoscopy and
bowel biopsy. This is especially important in patients with frank malabsorptive symptoms since many syndromes can mimic celiac disease. For
the patient with frank ma I absorptive symptoms, bowe I biopsy shou B d be performed regard Bess of sero B ogic test resull ts.

5.The antibody pattern in dermatitis herpetiformis may be more variable than in celiac disease; therefore, both endomysial and tTG antibody
determinations are recommended to maximize the sensitivity of the sero B ogic tests.

DR.VINAY CHOPRA DR.YUGAM CHOPRA
CONSULTANT PATHOLOGIST CONSULTANT PATHOLOGIST
MBBES, MD (PATHOLOGY & MICROBIOLOGY) MBBS, MD (PATHOLOGY]
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1S09001:2008 CERTIFIED LAB EXCELLENCE IN HEALTHCARE & DIAGNOSTICS
Dr. Vinay Chopra Dr. Yugam Chopra
MD (Pathology & Microbiology) MD (Pathology)
Chairman & Consultant Pathologist CEO & Consultant Pathologist
NAME : Mrs. SUKHBIRI DEVI
E AGE/ GENDER : 72 YRS/FEMALE PATIENT ID : 1726305
§ COLLECTED BY : SURJESH REG. NO./LAB NO. : 012501170016
é REFERRED BY : REGISTRATION DATE :17/J3an/2025 10:06 AM
; BARCODE NO. : 01523%4 COLLECTION DATE : 17/Jan/2025 10:07AM
é CLIENT CODE. : KOS DIAGNOSTIC LAB REPORTING DATE :17/Jan/2025 12:05PM
g CLIENT ADDRESS  :6349/1, NICHOLSON ROAD, AMBALA CANTT
5 |Test Name Value Unit Bio Bogicall Reference interva
O
2 VITAMINS
=
5 VITAMIN B12/COBALAMIN
24
E VITAMIN B12/COBALAMIN: SERUM 358 pg/mL 190.0 - 890.0
7 by CMIA (CHEMILUMINESCENT MICROPARTICLE IMMUNOASSAY)
- INTERPRETATION:-
INCREASED VITAMIN B12 DECREASED VVITAMIN B12
1.Ingestion of Vitamin C 1.Pregnancy
2.Ingestion of Estrogen 2.DRUGS:Aspirin, Anti-convullsants, Co I chicine
3.Ingestion of Vitamin A 3.Ettanoll Igestion
4 .Hepatocel Rullar injury 4. Contraceptive farmones
5.Mye Bopro Riferative disorder 5.Haemodia Bysis
6.Uremia 6. Mull tip Be Mye I oma

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 economical By, reabsorbing vitamin B12 from the i Beum and returning it to the Biver; very Bitt
excreted.

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

5.Vitamin B12 deficiency frequent By causes macrocytic anemia, gl ossitis, peripheral neuropathy, weakness, hyperref 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 Ima B onic acid and homocysteine Bevells are allso e Bevated in vitamin B12 deficiency states.

7.Foll Dow-up testing for antibodies to intrinsic factor (IF) is recommended to identify this potentiall cause of vitamin B12 mal 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 Bullar 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 .

*** End Of Report ***
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Patient report

Bio-Rad
D-10

S/N: #DJ6F040603

Sample ID:
Injection date

Injection #: 21

Rack #: ---

0.057

0.041

0.031Z

0.021

DATE: 01/17/2025
TIME: 12:08 AM
Software version: 4.30-2
01523994
01/16/2025 11:40 PM
Method: HbA2/F
Rack position: 2

2:00

0:0
Peak table - ID: 01523994
Peak R.time Height
Unknown 0.14 9473
Ala 0.21 3879
Alb 0.29 4318
F 0.45 1033
LA1c/CHb-1 0.72 3107
Alc 0.95 6123
P3 153 16641
A0 171 392160
A2 3.36 3423
Tota Area: 2027451
Concentration: %
F < 0.8*
Alc 4.8
A2 2.6

4:00

6:00

Area
8976
13173
16782
8696
29261
62997
106732
1733440
47394

Area%
04

0.6

0.8

< 08*
14

4.8

53
85.5
2.6



