Luw:p Mo~ OY oco/eé1M9<T  (IST) 1)
: Test Name/Test Code

|, (Please refer to the Directory of Services for

c

S

OlQM TEST REQUISTION

rrect name and specimen type)

=—LABORATORY FORM

(Bropsy)

First Name twv oy » LU NJTA  LastName:

Age :

N R £ Gender: Male [ | Female [_H

i
Address : U:-%'O TiK Ly ;(/\w\aq o \A
ContactNo.: K91 1R09

E-mail ID

Referred by T2 . ) ﬂé@lﬂ*t No.: [KuMmAB R

For Maternal Screening - Date of Birth | | l | | | [—[—[ ] I

O O aDorato c O atlo
Weight : kg. Height: _ ft_inches, LMP lLaS‘ Utrasound Rewﬂl
B g ormatio F 'T /..»
& mc)
Client Name : Crual HC')\{)H-J cp)
De e O allo
i o Temperature : (O Ambient (O Refrigerated O Frozen
o Sample / Vial Type Vi3I ID Barcode
Amount Received : Receipt No. : g
Amount Balance / Due : o X m ’”"”l”””m
o 8 10204186
Paymentvia: [JcasH  [] CHEQUE ] CREDIT e

Specimen Type Received (For MolQ use only)

O Serum (O Bone Marrow O CSF
O Plasma: EDTA/FL/CIT O FNAspirate O Fluid
O ssT \/Qﬁle 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 Others

Blom Bottle
R

Other Sample Type / Source :

Received Specimen Information (For iMolQ use only) ) )
Total No. of Vials/Container

Temperature : Date:

Time :

O Ambient Specimen Collection Information
(O Refrigerated
O Frozen Patient ID No. of vials/container Date: QéJ.O.LL)LTime :

Fasting : Yes|:| NOD Fastin
Collection by : ,)QQJ«/

g Period :

Hrs.

Urine Volume : ml H

Signature of Accessioning Officer(s)

rs.

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

sease 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 il not be made publicly available.
Further, | authorize the use of the leftover specimens for immediate research and in future research of any kind and at any time in the future. The samples will be c§ded 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
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
financial liability or compensation of any sortis not more than MRP of the Test requested.

MM:*MQWﬁMaW{%M1ﬂWWMW%ﬁW%mmmm’a‘lﬂﬁmrﬁm?
ST @ forg amaeras 2, Y § gt Ay Aar € yef I8 e S i 9@ |ren B S it & S W 9 sarta 8 ) A s yeR @1
QrdIfI® HY A SUAE 1 S 91¢ | $HS 9T § G B QART AfAGT el §, & 5 A1 witd & fag Iuded Hamn o, U @ 99 g T

nfidential. | agree to this access of

ffice, Dehradun, Uttrakhand. The

AT BT AT IR TE0T &
it a1 qof wu | 7w 3@ oie 3R
@) garrEnar &+ AR fe

o W fee AN ypR @ gatn o forg Suahn § o gadt 2 | 9w T &) gef $u R sifea far ae sk ¥Y | M@ WY, Sld 9! I8 fHar
wiTg at guf vu @ s 3R RAfrrar 1 svare faar s | fai f yoR @ Aoy gatreme & ysreE A 0 @) ol sreRar a1 gof v
¥ o x@r wre | weAd § 5 A AR@a RaT< 3l N 73 gu v o Afie g1 iR o A ver & sgaaE @ fog s A faar
ST BT 2 |

Bl - foxt A g wrawe Rivra a1 THaR 29 AT Aiedy IAATE B WS 3R 9 ¢, B A yBR B S e g N
eI AERIgH, Stvres 2, fadl +ft wifa @1 ou sus fay st gea g A aiftre & gy

Patief
Date

t/Client /Doctor's Signature

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@molg.in; Customer care 9999 778 778; Laboratory 0124-4307906 For m

UF; info Log on to: www.molgq.in




. GHIGGN/IPD/021/2015

GENERAL HOSPITAL, GURGAON

Investigation Outside Hospital

S wn~
K-
o A
Aod Hyr & 850
ation required h?e ot s &

A INNYS

Please don't charges t;inﬂﬁer.

Date

Name and seal of Anesthetist

Signature




