Test Name/Test Code

(Please refer to the Directory of Services for correct name and specimen type)

3 OlQTM TEST REQUISTION

=LABORATORY FORM

|
Figt’ @"‘16 : & n "UAL\ Last Name /.{1/\% /QQ/\(%Q

Age: So Gender: Male [ | Female B'/ g ; Ogjsa /
Address :
Contact No. :
E-mail ID
Referred by Contact No. :
For Maternal Screening - Date of Birth | | ] I | l I I I | I

Instructions to Laboratory/Clinical Information

|Last Ultrasound Reponl

Weight : kg. Height:_ ft  inches, LMP
Billing Information

Client Name : f‘cgg;‘d \Q!Q!ﬁg&ﬁ GB, Xm

Client ID :

Sent Specimen Information

Total Amount :

Sample / Vial Type Vial ID Barcode
Amount Received : Receipt No. :
T g I/I///I/I///I!//I Il
Amount Balance / Due : : \ $
_ Candlrinin * 10210994

Paymentvia: [casH [ CHEQUE [] CREDIT S —
Specimen Type Received (For MolQ use only)

O serum O Bone Marrow O CSF

O Plasma: EDTAFL/CIT O FNAspirate O Fluid

£S5t 7Ssue Formé YO BAL

O W.Blood EDTA O Paraffin Block 1 O Sputum

O W. Blood Fluoride O Smear O Urine

(O w. Blood Heparin O Slide (H&E) O Stool

O w. Blood Sodium Citrate O Pus O Swab

Blood Culture Bottle O

Other Sample Type / Source : ( \) {
Received Specimen Information (For MolQ use only)

Total No. of Vials/Container

Temperature : (O Ambient (O Refrigerated (O Frozen

Temperature : Date: Time -

O Ambient ‘ Specimen Collection Information

O Refrigerated i

O Frozen Patient ID No. of vials/container Date: Time :
Fasting: Yes D No D Fasting Period : Hrs.
Collection by : /’n\ W

o ; (—_
(Signatare of Accessioning Officer(s) Urine Volume : ml [Hrs.

Patient Consent : | hereby authorize MoLQ Laboratory to use and share with affiliates my personal information including but not limited to any condition / disease information etc. as may b
necessary to perform the test or services etc. Medical records/information, to the extent of the applicable by laws and regulations, will be kept confidential and will not be made publicly available
Further, | authorize the use of the leftover specimens forimmediate research and in future research ofany kind and at any time in the future. The samples will be coded to maintain confidentiality an
will be discarded as per the rules and regulations specified as applicable by law. In the event of any publication by MoLQ Laboratory, patient's identity will remain confidential. | agree to this access o
my medical records and specimen for diagnostic and research purpose.

Disclaimer : For any test/service related complain/query please contact MolQ Laboratory for resolution. In case of any dispute the jurisdiction will be Head Office, Dehradun, Uttrakhand. Th
financial liability or compensation of any sort s not more than MRP of the Test requested.
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MOLQ Laboratory, all associated Logos and all associated MOLQ Laboratory marks are the trademarks of Molecular Quest Healthcare Pvt. Ltd. Copyright © 2012. All rights are reserved.
For any query reach us at contact@molq.in; Customer care 9999 778 778: Laboratory 0124-4307906 For more info Log on to: www.molg.in




, A . ; :
w Lifeaid Medical Centre
»“ (Multispeciality Hospital)

1097, Sector 40, Near Unitech Cyber Park, Gurgaon-122001, (Haryana) INDIA
Ph: +91-124-4212342 , 4107766, 4207766, Mob: +91-8860094780
e-mail:info@lifeaid.in Url: www.lifeaid.in

HISTOPATHOLOGY FORM

Sr. No:}gg Date

Patient Name. : MYS?@VJWN
Clinical History rDiU@ZWj’\MO( L/ ,j' :

Clinical DIagnosis. : ........ocimmssieisessncossiissssese

-------------------------------------------------

---------------------------------

---------------------------------

Procedure Done : ....... T L Hf .......

--------------------------------

Surgeon Incharge %AVMMU l’<§\ qm(gy{y}/t‘j‘
Specimen : &}L{MA‘C( (->Q
Investigation Required : \ﬁy]; o)

{Authorised Signatory) ’/b/ é/ 5

N ot
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