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Address :

Contact No. /\?M;? l//ru/ %K

Email I | ok n= Ny
Referred by Contact No. : 1,] —08 = / %?? '

For Maternal Screening - Date of Birth :- S

Instructions to Laboratory/Clinical Information

Client Name :

Sent Specimen Information

I ( ODCD e Temperature : (O Ambient (O Refrigerated O Frozen
Total Amount : S - -
x ample / Vial Type Vial ID Barcode
Amount Received : Receipt No. :
Amount Balance / Due : g I/I///I/II /I/II”II/I
= 10257
Paymentvia: []JcasH  [J CHEQUE ] CREDIT E . <37756
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Specimer: Type Received (For MolQ use only)
()~ Serum (O Bone Marrow O CSF
O Plasma: EDTAFL/CIT O FNAspirate O Fluid
O sst O Tissue Formalin O BAL
O W.Blood EDTA O Paraffin Block O Sputum
O Ww.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
&) Culture Botte (O Others
Other Sample Type / Source : RN >~

Received Specimen Information (For Moil use only) Totstls of VialsiContaing
otal No. of Vials/Container

Temperature : Date: Time :
8 /;";‘ft;:g;‘:ated Specimen Collection Information
O Frozen Patient ID No. of vials/container_____| Date: Q f r~ /2 = Time :
Fasting: Yes D N D Fasting Period : Hrs.
Collection by : VM ,Iar‘"/
Signature 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 / digease information etc. as may be
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 of any kind and at any time in the future. The samples will be cotled to maintain confidentiality and
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 of
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. The
financial liability or compensation of any sortis not more than MRP of the Test requested. }
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STAR HOSPITAL | tombers-

Opp.-Bus Stand, Vasundhara Nagar - Bhiwadi, 01493-395000/1{ |
Distt -Alwar (Rajasthan}) PIN Code.- 301019 +91 707347477 ““Hl““‘l \““\ m »

. , . . . . 10257756 .
radiology@starhospital.co.in, www.starhospital.co.in R —
Patient Name Mrs. NIRMALA KANWAR LAB No. US-0003407
Age / Sex 29Yrs /F Regn. No. GE17013678
Address A2 102 AVLON RESIDENCY Date of 17-Dec-2017101:35 PM
Reporting
Reffered By Dr. Deep Shikha Reg. Date  17-Dec-2017

Ultrasound Pregnancy
LMP-15-09-2017 EDD BY LMP-22-06-2018

EDD BY USG-28-06-2018 ' ]

There is evidence of a single intrauterine gestational sac with live fetus seen.
Well defined foetal node and yolk sac is seen.

Foetal cardiac pulsations and movements are present.FHR-141BPM.
N PRt

The CRL{54.6mm) cotljrespong:ls to %Zmiek §days gestational age.
X LT o -

NT is x1.0 mm.
NB is seen (x 2.5mm). .

Head is normal no evidence of anencephaly seen. °

No anterior abdominal wall defect is seen.

Ductus venosus flow shows increased S/A ratio(6.36).

Stomach bubble is present. .

No tricuspid regurgitation is seen. )

Internal os is closed.

Placenta is seen developing posteriorly with grade O maturity.Lower end ig just covering the
internal OS.

IMPRESSION: Single live intrauterine foetus of 12week 3dav§ +/- 1 week

gestational age WITH INCREASED S/A ratio..
Suggest follow up . -
(1 Dr. Ravinder kumar declare that while conducting sonography. I have neither detected

nor disclosed the sex of the fetus in anybody in any manner).
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