TEST REQUISTION
FORM

ol

Test Name/Test Code
(Please refer to the Directory of Services for c@rrect name and specimen type)

=LABORATORY

Dokt M

Patient Details

’fkt‘/\

First Namezg)_:ggz 7 L Last Name :
Age: Q—Z*/j//!/& Gender : Male & Female E
Address :

T

E-mail ID 18890
Referred by Contact No. :
For Maternal Screening - Date of Birth I I | I I I I I | I I

| Last Ultrasound Report |

Weight : kg. Height:__ ft _inches, LMP

Information

Billing Information

Client Name/i)'z/f’.v’[/‘c“?/ P 749,/

ot ) Temperature : (O Ambient (O Refrigerated O Frozen
Tota Amount ; Sample / Vial Type Vial ID Barcode
Amount Received : | (ro. Receipt No. : :
Amount Balance / Due :
Paymentvia: [Tjcasy [ CHEQUE [] CREDIT

Specimeii Type Received (For MolQ use only)

) Serum (O Bone Marrow O C8F

O Plasma: EDTA/FL/CIT O FNAspirate O Fluid

o O Tissue Formalin O BAL

O W.Blood EDTA O Paraffin Block 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

O Blood C%Are Botle (O Others

Other Sample Type / Source : fm

Received Specimen Information (For MolQ use onl g 2

R ( Y Total No. of Vials/Container
Temperature : Date: Time :
O Ambient ki Specimen Collection Information
(O Refrigerated
O Frozen Patient ID No. of vials/container Date: Timey:
Fasting: Yes I___| No |:| Fas}ing Period : Hrs.
Collection by :
Signature of Accessioning Officer(s) Urine Volume : m'l Hrs.

Patient Consent : | hereby authorize MoLQ Laboratory to-use and share with affiliates my personal information including but not limited to any conditio

disease 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 aid 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

coded 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 remath 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 He
financial liability or compensation of any sortis not more than MRP of the Test requested.
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ient/Client /Doctor's Signature

For any query reach us at contact@molq.in; Customer care 9999 778 778; Laboratory 0124-4307906 For

ore info Log on to: www.molq.in

MOLQ Laboratory, all associated Logos and all associated MOLQ Laboratory marks are the trademarks of Molecular Quest Healthcare Pvt. Ltd. CopyrighF 2012. All rights are reserved.
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Facilities : Computerized, Authorised Lab & ECG
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A-240, Main Road Chattarpur Ext. (Opp. & 100 M.Ahead to Tivoli Garde
Ph.: 9811442687, 9654030465, 011-26804010 *

MANCHANDA POLY CLING &

AGNOSTIC CENTRE

(GOVT. APPROVED ULTRASOUND CENTRE)

~ -
Patient Name : go\/"‘j W Sex: X Q‘T‘A } I
' . ' A — —
Patient ID : N S Date of Scan \2- 3 [9
]
Ref. By : SELF .
“ i
ULTRASOUND - (OBSTETRIC)
Gestation Presentation ]
\/Single . — Cephalic \)M"‘ﬂa}""‘
- Myltiple - Breech
. - — Transverse
Fetal Movement Fetal Cardiac
~VYes -No \/"?'s ~No
CRL Size Weeks (50th %)
Head-Gireumference _ S Lo e
Biparietal Diameter :
a5 26 Lo ~

Femur-temgth

Abdominal Circumference

Weiéht of foetus ED.D~_c0 b~ é*’l &
PLACENTA
- Right \_~Haterior | TD*&U o N1 Iying / wuwaa»
~ Left = Posterior -Pfevia ¥ 07
- Fyndal
- Congemtal ANOMAY..c.cuereirirneeisrenisnesissesnesoreosssnssessessssesssassssassasrssees
— Impression..... SL:I:QJ\( ...... 12@&(/) ...................................................... voer
NG 27w NT- 2w

| I'have neither detected nor disciosed the sex of fetus to anybody in any manner

NOTE: The Ultra-sound ﬂndlngc shoyld almy: bo comldcnd In co-nlatlon with Clinical and other investigation wherever

applicable.

Important :Owing to technical limitations of tho success rats, in case of any error In the study of damanges consequent to L3
partner cannot be held responsible for claim of damages of any nature and this report Is not valid for any Medico legal aspt q

NOTE :

This is only a professional opinion co-relate clinically.
This report can't be used for medico-legal purpose

Doctor or any or its
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MAN CLINIC
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