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88 B oy A —Fesue-Formalin O BAL
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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

necessary to perform the test or services etc. Medical records/information, to the extent of the applicable by laws and regulations, will be kept confidentfal and will not be made publicly availabl
Further, lauthorize 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 coded to maintain confidentiality a
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 rgmain confidential. | agree to this access

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 bejHead Office, Dehradun, Uttrakhand. T

financial liability or compensation of any sortis not more than MRP of the Test requested.
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