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Paymentvia: [Jcasy  [] CHEQUE [] CREDIT
Specimen Type Received (For MolQ use only)
O serum (O Bone Marrow ¢). CSE
O Plasma: EDTAFL/CIT O FN Aspirate O Fluid
O ssT Mje 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
O Blood Culture Bgitle O Others
Other Sample Type / Source : [@ W
Received Spe e ormatio or Mo 0 ) :
. Total No. of Vials/Container
Temperature : Date: Time :
O Ambient De o ollectio ormatio
(O Refrigerated
O Frozen - Patient ID No. of vials/container Date: _lo | o1 | 1§ Time :
Fasting : YesD NOD Fasting Period : Hrs.
Collection by :
Signature of Accessioning Officer(s) Urine Volume : ml H

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 wjl 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 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 remain c fidential. | 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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Patient{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 © 20§2. All rights are reserved.
For any query reach us at contact@molg.in; Customer care 9999 778 778; Laboratory 0124-4307906 For morefinfo Log on to: www.molq.in
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