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

mOlQ TEST REQUISTION
=LABORATORY FORM
TET
FirstName :mo~n . Neao R LastName: —¥ HA QMPVO( o1 Ke
Age: 6=t | £ Gender: Male [ | Female (=
Address :
ContactNo.: _ €TINS Y O

E-mail ID
Referred by > . RASH QG‘.o'ptact No. :
For Matemal Screening - Date of Birth -[©] 9 [e]9] [ 1[4l 9] ¢]
Weight:_go kg. Height: ft___inches, LMP,?IIO’/'I W R i
=Rl ) She o)
Client Name : Ci Pl HV)(D‘AQVQ (P) S (\? T )
e Temperature : (O Ambient () Refrigerated (O Frozen
ol e S G!A Sample / Vial Type ial ID Barcode

Amount Received : __ G R Receipt No. :

Amount Balance / Due :

f §

Iy

i

Paymentvia: [JcasH [ CHEQUE [J CREDIT 04173
Specimen Type Received (For MolQ use only)

erum (O Bone Marrow O CSF
O Plasma: EDTA/FL/CIT O FNAspirate O Fluid
O 85t 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 fulture Botte (O Others

()

Other Sample Type / Source :

Received Specimen Information (For MolQ use only)

Total No. of Vials/Container

Temperature : Date: Time :

O Ambient Specimen Collection Informat on
(O Refrigerated

O Frozen Patient ID No. of vials/container Date: 0§ Jo! | 1€ Time :

No D Rasting Period :

Hrs

Il Hrs.

Fasting: Yes D
Collection by : w
Signature of Accessioning Officer(s) Urine Volume :

Patient Consent : | hereby authorize MoLQ Laboratory to use and share with affiliates my personal information including but not limited to any cond
necessary to perform the test or services etc. Medical records/information, to the extent of the applicable by laws and regulations, will be kept confiden
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 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 r
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
financial liability or compensation of any sort is not more than MRP of the Test requested.
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ion / disease information etc. as may

| and will not be made publicly availabl

Il be coded to maintain confidentiality a
ain confidential. | agree to this access
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Patient/Client /Doctor's Signature
Date :
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MOLQ Laboratory, all associated Logos and all associated MOLQ Laboratory marks are the trademarks of Molecular Quest Healthcare Pvt. Ltd. Copy
For any query reach us at contact@molq.in; Customer care 9999 778 778; Laboratory 0124-4307906
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RN L % . ,

General Hospital , Gurgaon AA/GGN/07/0034
(Department of Radiology —THSTI) J
Report of Ultrasonography ’

Patients Name .... Mﬁ)@f/[ M

Husbhand’s/ Father’s Name .. E—'

ResidentialAddress...

Number of Children......D..: ............... \_l\/ ................................ | TR Bl o WO S
ULTRASOUND REPORT----11-14 WKS(EM SCAN )

Number of foetus : SQ\M-&’CQ/ : FHR : Qél bpm

Placeqta PQ \/

Foetal Parameters (in mm )

CRL NT NB . IT __-:*_i
6&*4 mm \8’\ mm \»O\ mm HN% mm |
L Weeks I J
Days
Liquor :.. MDWQL

Gestational Age : ... Lg\WEEKs .DAYS el ORE o R S '
Any Congenital Anomally f s

No obvious GCMF seen ,all Congenital abnormalities can not be detected in USG due to varoious reasons.

b
f

DECLARATION OF PREGNANT WOMAN

Mrs... }\\LQ 0.~ I/\Q ................. (Name of the Pregnant woman ) declare that by undergoing
UItrascir?graphy / Image scaning etc .l do not want to knowthe sex of my foetus .

Signature /Thémb i lmpre n of pregnant woman

DECLARATION OF DOCTOR / PERSON CONDUCTING ULTRASONOGRAPHY / MAGE SCANING
L.Dr VARUN SHARMA...( Name c;f the person conducting ultrasonor’raphv /image scaning)declare that while conducting

ultrasonography / image scaning on Mrs .. A @'ﬂ'f‘-—{ A ...(Name of the pregnant woman ).l have ne|ther
detected nor disclosedithe '

ot | s
Date: QA—Olﬂg/ or VARU’/ SNRMA

ConsultaT Radiologist




