REQUEST FOR CASHLESS HOSPITALISATION FOR HEALTH INSURANCE POLICY
7 (TO BE FILLED IN BLOCK LETTERS)
HEALTHINDIA

INSURARCE TFASERVICES V. LD DETAILS OF THE THIRD PARTY ADMINISTRATOR/INSURER/ HOSPITAL.:

a. "Nt of TPA/Insurance company: HEALTHINDIA INSURANCE TPA SERVICES PVT. LTD.
(IRDA LICENCE No .022)

Cashless Request E-mail Id : crm@healthindiatpa.com
b. Toll free phone number : 1800-2201-02

¢. Toll free fax: 07666136699

f

d. Name of Hospital:

i. Address il - 600 018,

il Rohini ID:

1il. E-mail ID:

TO BE FILLED BY INSURED/PATIENT

A. Name of the Patient; 1| & M MO ‘ NS

B. Gender: [___:lMale |_7—.Q_|Female :IThird Gender
C. Age: 8 L\ Years Months

D: Date of Birth: DOMMYYYY

E. Contact number: ql Qﬁﬁ '—f [ ]—1 & g g 3

F. Contact number of attending Relative:

G. Insured Card ID number: | 9 LD J"( 9 b o i~

H. Policy number/Name of Corporate:

I Employee ID: Eol 60 Q[@

J.Currently do you have any other mediclaim / health insurance: l:‘ Yes |“ No
L Company Nane:
ii. Give Details:

K. Do you havea family Physician: [:| Yes [:I No

L. Name of the Family Physician:

M. Contact number , if any:

N. Current Address of Insured Patient:

0. Occupation of Insured Patient:

(PLEASE COMPLETE DECLARATION OF THIS FORM)




TO BE FILLED BY TREATING DOCTOR / HOSPITAL

A: Name of the treating Doctor: TN BROA O/LA/&\C‘«Y\ Cg\ o Te Aoy Oc?;h
R 4 t = %
B. Contact Number: O L e N g e [

C: Nature of Illness / Disease with presenting complaint:

D: Relevant Critical Findings:

E:Duration of the present ailment: Days
i Date of First consultation: DD/MM/IYYYY
il. Past history of present ailment, if any

F: Provisional diagnosis: 2 B ( ZX‘+ H(L‘”‘"‘(&

1. ICD 10 code

G: Proposed line of treatment:

i Medical Management (Y
il Surgical Management (_/)/)
iii.  Intensive care ()
iv.  Investigation ()

v. Non-allopathic treatment ()

L. Route of Drug Administration

I:  Ifsurgical, name of surgery

Vi N
No ChneA g el Dolivvy]

42

i ICD 10 PCS code

J:  If other treatment, provide details

K: How did injury occur

L: Incase of accident

i. Is it RTA: | I Yes | —I No
ii. Date of Injury (DD/MM/YYYY)

iii.  Report to Police | | Yes | | No
iv.  FIRNO.

V. Injury / Discase caused due to substance abuse/alcohol consumption l I Yes L l No
vi.  Test conducted to establish this (if yes, attach report) [ | Yes | | No

M: In case of Matemity [: G |:] P I:| L [:] A

i Expected date of Delivery (DD/MM/YYYY)




DETAILS OF PATIENT ADMITTED

A : [
Date of admission (Er@:i—?ﬁl@‘# ‘{Y‘&%)
B. Time of admission (HH:MM )
'C. s this an emergency / planned hospitalization event: Emergency IZI/ Planned I:]
D. Mandatory Past History of any chronic illness If yes (Since month/year)
i Diabetes
ii. Heart disease
iii. Hypertension
iv.  Hyperlipidemias / J
v.  Osteoarthritis /
vi. Asthma / COPD / Bronchitis : : :
vii  Cancer
viii.  Alcohol / Drug abuse
ix.  Any HIV/or STD Related ailment
X: Any other ailment, give details
E. Expected number of Days /stay in hospital & Days
F.Days in ICU Days

G. Room Type : SV\LS\Q/ D@@v\/\

H. Per day room rent + nursing and service charges + patients diet

I.  Expected cost of investigation + diagnostic

J. ICU charges ;
K. OT charges /
L. Professionél fees Surgeon + Anesthetist Fees + Consultation Charges /

M. Medicines + Consumables + Cost of Implants (if applicable please specify) /

N. Other hospital expenses if any

0. All - inclusive package charges if any applicable

P.  Sum Total expected cost of hospitalization "’T &go O




DECLARATION
(Please read very carefully)

‘We confirm having read understood and agreed to the Declarations of this form

= 2

a. Name of the treating doctor: T e MO\'%‘/\OLW\S\] M A TN P CL,Q&
) f—

b.  Qualification:

c. Registration number with State code:

zlai, Gu
¥ fainbowites
Hospital Seal
(Must include Hospital ID) Patient/Insured Name and Sign




DECLARATION BY THE PATIENT / REPRESENTATIVE

a.  Iagree to allow the hospital to submit all original documents pertaining to hospitalization to the Insurer /T.P.A after the discharge. I
agree to sign on the Final Bill & the Discharge Summary, before my discharge.

b.  Payment to hospital is governed by the terms and conditions of the policy. In case the Insurer / TPA is not liable to settle the hospital
bill, T undertake to settle the bill as per the terms and conditions of the policy.

¢.  All non-medical expenses and expenses not relevant to current hospitalization and the amounts over & above
the limit authorized by the Insurer /T.P.A not governed by the terms and conditions of the policy will be paid by me.

d.  Ihereby declare to abide by the terms and conditions of the policy and if at any time the facts disclosed by me are found to be false or
incorrect I forfeit my claim and agree to indemnify the insurer / T.P.A

e.  lagree and understand that T.P.A is in no way warranting the service of the hospital & that the Insurer / TPA is in no way
guaranteeing that the services provided by the hospital will be of a particular quality or standard.

f. Thereby warrant the truth of the forgoing particulars in every respect and I agree that if I have made or shall make any false or untrue
statement, suppression or concealment with respect to the claim, my right to claim reimbursement of the said expenses shall be
absolutely forfeited.

g lagree to indemnify the hospital against all expenses incurred on my behalf, which are not reimbursed by the Insurer / TPA.

h.  "I/We authorize Insurance Company / TPA to contact me / us throngh mobile/email for any update on this claim"
a) Patient's / Insured's Name t”l E WA LA A >
b) Contact number @l b j i rT | 55(5 : c) c-mail 1d (optional)
d) Patient's / Insured's Signature: e rnarne )k\\\,\\i o g
Date: Time:
|HOSPITAL DECLARATION

a.  We have no objection to any authorized TPA / Insurance Company official verifying documents pertaining to
hospitalization. .

b.  All valid original documents duly countersigned by the insured / patient as per the checklist below will be sent to TPA / Insurance
Company within 7 days of the patient's discharge.

c.  Weagree that TPA / Insurance Company will not be liable to make the payment in the event of any discrepancy
between the facts in this form and discharge summary or other decuments.

d.  The patient declaration has been signed by the patient or by his representative in our presence.

¢.  Weagree to provide clarifications for the queries raised regarding this hospitalization and we take the sole responsibility for any
delay in offering clarifications.

f. We will abide by the terms and conditions agreed in the MOU.

g We confirm that no additional amount would be collected from the insured in excess of Agreed Package Rates except costs towards
non-admissible amounts (including additional charges due to opting higher room rent than eligibility / choosing separate line of
treatment which is not envisaged / considered in package).

h.  We confirm that no recoveries would be made from the deposit amount collected from the Insured except for costs towards non-
admissible amounts (including additional charges due to opting higher room rent than eligibility/choosing separate line of treatment
which is not envisaged / considered in package).

L Inthe event of unauthorized recovery of any additional amount from the Insured in excess of Agreed Package Rates,the authorized
TPA// Insurance Company reserves the right to recover the seme from us (the Network Provider) and,/or take necessary action, as
provided under the MOU or applicable laws.

RAIZ UV DRETLS FIEDICADRE T IfITEm
-~ g SiUIGARE LINITED

i-600015 Doctor's Signature

Moy €57 oo
Hospital Seal '* 17/

Date: L

HEALTH INDIA INSURANCE TPA SERVICES PVT, LTD,
Neelkanth Corporate IT Park, 4th floor, 406-412, Kirol park, Vidyavihar (West)
Website : www.healthindiatpa.com, Email ID:- crm@healthindiatpa.com
Contact Number:- 022-66867575




Address . i e

PATIENT NAME (BLOCK LETTERS) :.. S H F M ":‘ M"‘ U A . AGE/SEX :.. 7—(‘?’
IP No:. .. UHID No :. : m ile No of Patient : O[GSP:}II:T‘{;QS >
Date of Admission : DZ— :YU‘\j 'Zb’?.&; .. Time of Admission . l ! o l‘i §_
Date of Discharge :.. i .. Time of Discharge :. e
~Address of the Patient 1, N D 2 E O AND‘“ .-S(NL&E) " éS o fVl QM@ WN CJH‘ 3—3

ANAME OF THE ATTENDANT G\BHWANQS‘W ARAN Vﬁﬂatﬁonship with the Patient ... ]*’ U SBAND |

_Mobile No. of Attendant:..ﬁbﬂ&!.:ﬁﬁg‘ﬁ%w..}ddress &my\eﬁga«bo\r{\

Declaration regarding Insurance Policy (Strike off the option which is not applicable)
(i) Declaration when patient has no insurance policy:

e |declare that | do not have any insurance policy.

(ii) Declaration when patiznt has insurance policy:
¢ | declare that | have following Insurance Policies

500200 2825 PID8 234 2 &

_Poiicy No/TPA card No:
_ARsurance Company: Un198D  INDra [r/svran e

2) Whether patient opted for Eligible Room Category under Policy:
Yes [/ No

3) In case, policyholder wishes to avail hetter facility:

Name of the Additional Facility/ Prowsmn/ Procedure/ Treatment ..
.. which costs Rs : (TXE{QQ ..............................

(1 WIOTTS! 1ot reeersiie s er s s et 1 s 100 e T SRS R b1 e g s A RS S S

On my own opticn, | wish to avail above better facility and | hereby agree to pay on my free will, after
being explained in detall by the Hospital autherity in my own and understandable language about the
above mentioned Additional Facility/Procedure/Treatment and associated cost of it, which is over and
above the agreed PPN tariff. Further, if I opt to go for final bill reimbursement with insurance company,
respective insurance company will reimhurse only as per agreed PPN tariff rates and balance amount will
be borne by myself or patient only..

I have also been explained that when room service of a category better than eiigible room rent is availed
by the patient, not only the difference in room rent but also an equal proportion of all other charges
associated with the treatment shali be borne by me.

¥

Signature ...\ At N~ S:or‘atme ..... TETOR G

Name of the Patient/Patient’s attendant: Narne of the Hospita resentative & Hospital Seal :




E-Card

l‘.&r United India Insurance Company Limited

Il?‘l’% DA
Group Name ' ROYAL ENFIELD - A UNIT OF EICHER MOTORS LIMITED
Policy Number : 5002002825P108234537
Health India ID : 15604969W
Employee ID : E010098
Name H HEMAMALINI S
Gender 1 Female
Relation : Wife
Age : 24
Valid Upto : 09-08-2026

HealthIndia Insurance TPA Services Private Limited




Unig
ug
To
Camioinmedlesfl . &
Hemamalini . §
D/O: Sundar,
11,
DR, SHAKUR STREET,
PUDUPET,
VTC: Anna Salai,
PO: Anna Salai,
Sub District; Chennai,
District: Chennai,
State: Tamil Nadu,
PIN Cede: 600002,
Mobile: 9789653174

Signature Nol Verified
_{; S Ui

L R, o

a5

Dute: 2025 081 133020

2 _MISET 2,&M] 676001 / Your Aadhaar No. :

8816 3703 8659

VID : 9168 4715 6934 6878

GeuL (k) eTevaT/ Enrolment No.: 2193/20210/03709

Shdu srerhad

Government of India

Caminiomellssf] . &

Hemamalini .

L mh& mrsiT/DOB: 21/07/2001
GlLisnoT/ FEMALE

sivmg MRS Cadlastan  ersmaa Dl
WERED  wweRuEaSULL. GousT(Hn  (SLeaFniusm
pusees R @i s srutestt Qe LA A
Aadhaar is proof of identity, not of citizenship

Aadhaar no. issued: 12/02/12016

or date of birth. It should be used with verification (online

‘authentcation, or scanning of QR code / offline XML}

8816 3703 8659

SBNE TELS MMLLTMASHNANT SIMOTGD. @auflemw.
aflufiig 5 |
e s

20

AADHAAR

e e
Goverament of India

Details as on: 16/08/2025

&&6usy | INFORMATION

B 300 Geiug SimLnesShsnet aonGn. @g oo
2i0E Nhg Cagisenar  sratmsien. Dhe GCasl g
%g,m'} sT6H0 sEUSEHLILICUTTEY FOMNGHIUL L

S(pemmasied GHUuTL UL @Ganen Anhs Cad o nusmhgs
LB epeolh  SeMEalUGD  SHeuelsil g DUsmL LD
SUEDLOHGISTENS).

H @is o517 slgs5ms Unal BBEs sifuban Hmisushsim
SLEMEMEVET HRESHMID BHE0E0E S0 VG TTasMED Sl SELD
61D L&) VUG S OR sruGaman]  Qawedeni
uwsiiu(hdh or GOUIE euCaaiinn 2160608 wenw uidai govin &
AmLe@L  urgeTLuter QR @GOG FLj CFwedan
uwsiuGEH sfuriss CoussmEin

B 21577 HafESeUDTag WHMILD UTGISMLILITEN G

8 o5 ufey Qeiwoule  prefedimbg  speublsumy 10
SUGBLAGE @Y Nn@L 25770  SemLnebh  whHmib
(pseufléans gy summhissi UGLNGSUUL Geuii(Ld

B usGeumy Sips WOMID Sife SN LssiHen /| Gasmeussmant
QUM 245117 2 RISELHS 2 5aSn&

B 2 fuset Quomenued s1sim HmIL BsienEhss Rl &, 506
LBILUNE &eyLD

1 CaapaugGanall Qum maadhaar Qg Wweslenw udlaNnésan.

4 g UGLTQLE fémerol LWSTURSSTECLNE) UTGSTUmU

2 miSlelei gﬂg;f;r‘ru@mnﬁml;ﬁ'ﬁfu BUIT &/ SHETTEVNTE
SIDEHMEL LWETUEGHSLD

B 2500 CaMpL Boeusifussr euussmal Qum  Gagmig Ll
SULITLID 2 61618

B Aadhasris proof of identity, nol of cilizenship or date of birth (DOB). DOB
is based on information supporied by proof of DOB decument specified in
regulations, submitled by Aadhaar number holder.

®m This / ar tetter should be verified through either online
authentication by UIDAl-appointed authentication agency or QR code
scanning using mAadhaar or Aadhaar QR Scanner app available in app
stores or using secure QR code reader app available on
www uidai govin

W Ad

® Documents to support identity and address should be updated in
A ar after every 10 years from date of enrolment for A i

waar is unigue and secure.

Aa

| Aadhaa helps you avail of various Government and Non-
Government benefils/services.

= Keep your mobile number and email id updated in A
@ Download mAadhaar app to avail of 4

m Use the feature of Lock/Unlock Az
when nolusing ar/biomelrics.

2ar services.

{biometrics to ensure security

® Entities seeking Azchaar are obligated to seek consent.

BhHw FEAIOLT L. SEDLWITET SLENATIL SIEELLY

Unique Identification Authority of India

Feauifl:
Hhemg, [ MUl QUWE: &hHST, 1/1, LTSLT,
QRG] 651D, USICUL, S|edrentT
TEMEY, 2 6TBTEUBIT FTEmI6V, b &F65T60I60T,
SO BT(Hl - 600002

Address:

D/O: Sundar, 1/1,, DR , SHAKUR STREET,
PUDUPET, Anna Salai, PO: Anna Salai, DIST:
Chennai,

Tamil Nadu - 600002

8816 3703 8659

VID : 9168 4715 6934 6878

ETETTER] B, SHiT1T,

6T6BT S DISTYL_UIMTErTLD

e

R, 1947 B help@uidai.gov.in

& www.uidai.govin
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Government of fAgia AADHAAR

&&6ush | INFORMATION

24571 STEIUS) SETLWINENS DT anmmn@m @ flanto
&mmg rj\g)g,g, Capflbensn  sremmee. Nmhs Cadl ssug
% smaudH S LLsUTTed FAUINESIUL L
gl@mm&.aﬁlsu GMIUINLOUL [Heien |'ﬂ,r_r)§§; Gad sy cusmmddle
BTN psod  SpENSHEILED  HHeuedlsi g UUL aflsh
SUEMIDHSIeerzH)

H Qhg o570 &gshms VDA Biblbs sirdan Hmieuemssmed
SHFTEDCV6T SRS SDe0G] 40 aVCLIT&MED Hlenl sGLb
6 BN SID0F &M OR sruGae]  QEwedlmw
uweTu@BSS) or GG eraGHaiify 26Ls0E| www uidaigovin 60
AmL&GL  unglamiuner o R @HWE FLf Qewedsoul
uu_lmu@ggﬂ Flumj&s C&susm@m

1 &EA G GIeULDT oI LOMMILD LINGISTUILINGT &)

ugley  Qeuoul L g,rre:ﬂsﬁl@gg @elaumm 10
UL RS ETHEL) Mm@ ;5160 SIENLIWTEND  WHIi
(wpasuflédansr @éeusmnrma,m ug,gum&&um_ GousinGio

B usbGaim 2im& OHMID JiTs &nrm LieusiTaen | Caemeumsmantl

u_é,]QGUL(B E:'I'GO‘ﬁT,t’ Enrolment No.: 2193/10238!05811

To

Bam LjsuGsnTsiuauysst
G Bhuvaneswaran

S/0: Gopinathan,

26/71 B-1, QU =511 2 RGETEHE 2.50/8D8!
GANDHI STREET, B 5 RIGST QIOTaUED 6160 OMMID (DsTaEha6 @i emil 551176
WEST MAMBALAM, U@Umﬂ’mlm

B 2,501 Gemeugsnenls QUD miadhaar Qe uFlafimaseyid

8 o s uCuntiol flésmerol uwsuBSSTECUTE| UTgsMLU
2 miglAeu TV ruGu}anLlﬁ% BUIT &/ SIETTEVN &
.yw&g,smgu LLISILGR S S

B s Cempl Aimeumifise @uussnel Qum  GeusimigiL
SLLMLID 2 61675

B Aadbasis proof of identlity, not of citizenship or date of birth (DOB). DOB
is based oninformation supported by proof of DOB document specified in
regulations, submitted by Aadhaar number holder.

VTC: West Mambalam,
PO; West Mambalam,
Sub District: Chennai,
District; Chennai,
State: Tamil Nadu,

PIN Code: 600033,
Mobile: 9677176553

Shanatyre ol Verfied m This Azdhaar lelter should be verified through either online
fPriodey it authentication by UIDAl-appoinled authentication agency or QR cade

scanning using mAadhaar or Aadhaar QR Scanner app available in app
stares or using secure QR code reader app available on
www.uidai.gov.in

08
Date: 2025.022 102312
Rpramal

ar is unique and secure
m Decuments to support identity and address should be updated in
zr after every 10 years from date of enrolment for & Ed
@ Aadnaar helps you avail of various Government and Non-
Government benefits/services.

P 2 2 5 @ Keep your mobile number and email id updated in Azdiaa
2_RIG6IT 5T 616007 / Your Aadhaar No. :

7691 8000 4961

VID : 9149 4150 4503 4340

® Download mAadhaar app lo avail of

# Use the feature of Lock/Unlock Aad
when not using raarfbiometrics

® Entities seeking Aachazar are obligated to seek consent

61601 ) HITTT, 6TEOTEG] 60 UITEITLD
_______________________________________________ = - S R e R e e I S S g
A e = @G HENILLL SENUWLITET SIEDEIL SE0LL

Government of India Unique ldentification Authority of India s
C& M L|euCeaTeiueu TesT

G Bhuvaneswaran

Lmbs Bre/DOB: 22/07/1996
2,657/ MALE

% Ga;rrl_ﬂg,rrg,eu'r. 26/71 UI-1, &rh&) G& (0,
GLom@ omidLisuld, GLom@ LomLbLIGULD,
Gu) & LLMTLDUIGULD, Gl F65T6m60T,

LD T (h) - 600033

Address:

$/0: Gopinathan, 26/71 B-1, GANDHI STREET,
WEST MAMBALAM, West Mambalam, PO: West
Mambalam, DIST: Chennai,

Tamil Nadu - 600033

on: 20/02/2026

SLEM UG SMULIMISHNATE FIAMDIGD. @kuNama.
siwmg Onne Codasrm  orsamwm. D aturiiue s
WEECe  uusRUEsGUUL G ngald’hww :u:lfuwr:rqm
SR R BIEL st auCash Qaig gy LsmensE Xy
Aadhaar is proof of identity, nm of citizenship
or date of birth. It should be used with verification (online

authenncanar or scanning cf QH ccdﬂ 7 nﬁ'lme XML)

Details a:

Aadhaar no. issued: 29/12/2013

- 7691 8000 4961
7691 8000 4961

VID : 9149 4150 4503 4340

ETEBTERI L HITIT, 6T60TS] SI6TIL_UNTETTLD % 1647 £ help@uidai.gov.in @ www.uidai.gov.in
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@ BirthRight

BY RAINBOW HOSPITALS

— —

| 'Feté I 'M'edicin_e-,Be'porhtr' o

S - ) . . . : ' ” Your Right tbaSaffz Deli.very P
o ) e . ' ¢ . . b .
‘|Patient name |Mrs HEMAMALINI - o AgelSex |24 Years / Female
Patient ID__,.|GUC00085701 - - ' e - |visitno |5
Referred by - |Dr. MATHANGI RAJAGOPALAN ' Visit date |16/06/2026
LMP date 01/10/2025, LMP EDD: 08/07/2026[36W 6D] C-EDD__|13/07/2026[36W 1D
OB - 2/3 Trimester Scan Report 7
Indication(s)
Growth with Doppler
FTS T21: 1:100000 PAPP-A0.79 MoM (Screen negative)
Rh Negative ICT Negative(22/03/2026)
Real time B-mode ultrasonography of gravid uterus done.
Route: Transabdominal and Transvaginal
Single intrauterine gestation
Detailed Fetal anatomy not done today's scan due to advanced gestational age.
Case History
Gravida - 2 , Miscarriage - 1
Maternal
Cervix measured 2.50 cm in length. ‘/
Fetus
Survey
Presentation - Cephalic o
Placenta - Anterior
Liquor - Normal
Single deepest pocket = 3.5 /
Amniotic fluid index = 10.8
Fetal activity present
Cardiac activity present
Fetal heart rate - 169 bpm /
Biometry(Hadlock)
BPD93mm HC 328.43 mm AC 320.57 mm FL 73.5 mm EFW BPD,HC,AC,FL 3022
37W 5D 37W 2D 36W 37W 4D grams
(92%ile) (49%ile) (55%ile) (76%ile) (62%ile)
f.,.*]T-|-|7'l'|1'l'T|'l'1
5% 50% 95% | 5% 50% 95%| 5% 50% 95%| 5% 50% 95%| 5% 50% 95%

Fetal Anatomy
Calvarium intact

Both lungs appeared normal
Inflows, Arches,PAS,imaged
Abdominal situs appeared normal.
Bowel pattern appeared normal for the period of gestation.

Both kidneys and bladder appeared normal.

you can take “ONLINE APPOINTMENT” from our website at ANY TIME : Log on

. Rainbow Children’s Medicare Limited

For Appointments call: 1800 2122
to “www.rainbowhospitals.in”




Patientname |Mrs HEMAMALINI - o Age/Sex 24 Years | Female |
~ |eucoooss7or o Visitno |5

Dr MATHANGI RAJAGOPALAN ‘ Visit date | 16/06/2026

01/10/2025, LMP EDD 08/07/2026(36W60] C-EDD  [13/0772026(36W 1D

Middle Cerebral Artery Pl 164 - @4+—1(33%)
Umbilical Artery Pl 08 @4+ (31%)
DuctusVenosus P 06 b (45%)
Cerebroplacental ratio 205 o+ (34%)
MCA PSV MOM PSV 59 MOM - 1.1 ,

Single intrauterine gestation corresponding to a gestational age of 36 Weeks 1 Day
Gestational age assigned as per biometry ( CRL ) on 25/11/2025 ( previous scan )
Menstrual age 36 Weeks 6 Days

Corrected EDD 13-07-2026

Placenta - Anterior

‘Presentation - Cephalic

Liquor - Normal
Estimated fetal weight according to BPD,HC ,AC,FL :- 3022 +/ - 302.2 gms.

Prominent lateral ventricles measuring 8.6 mm

Middle cerebral artery PSV falls at less than 1.5MoMs. No evidence of fetal anemia in the present scan.
Doppler study:

Umbilical artery-Normal flow

Middle cerebral artery-Normal flow
Ductus venosus-Normal flow

As compared to previous scaninterval growth appears maintained.

rprt -
SR AT

Dr.J MURALI MBBS,DNB,RD FRCR,Phd FICR
Senior Radiologist and Fetal Medicine

DR JAYALAKSHMI MBBS DMRD
Radiologist and Fetal Medicine




fetal Medicine Report - @ BirthRight

BY RAINBOW HOSPITALS

Cle ; ‘ . S : ‘€ - Your Right to a Safe Delivery
3 ) . - . ™ E = . . .
' {Patien_t name |Mrs. HEMAMALINI : A g e/Sex |24 Years/ Female
- |Patient 1D~ |GUC00085701 Visitno |5 N
[Referred by _|Dr. MATHANGI RAJAGOPALAN | “IVisit date |16/06/2026
|LMP date _ 01/10/2025, LMP EDD: 08/07/2026[36W 6D] | | |c-eDD  [13/07/2026(36W 1D]
Disclaimer

This is a growth scan and at this gestatipnal age it is not possible to rule out or visualize all fetal anomalies
as _the_ fetal position may not be coqducnve to imaging of all parts of the fetus . Ultrasound examination has
limitations due to maternal factors like amount of liquor , obesity , prevoius scar , fetal position , late

32p:|arance of fetal anomalies , multiple pregnancy . Ultrasound findings are bound to change as the fetus
velops .

Rainbow Children’s Medicare Limited .



