-

Test Name/Test Code

(Please refer to the Directory of Services forfcorrect name and specimen type)
€

' $§' OlQM TEST REQUISTION

= LABORATORY FORM -
’ ENAC

Patient Deails

First Name :M Rg (QCQ% Last Name :
Age 7'3,/,}:‘ Gender : Male D Female D
Address :

Contact No. . f22 3¢ ‘?({;M

E-mail ID
Referred by Contact No. :
For Maternal Screening - Date of Birth | I | | ] I | | I | l
Instructions to Laboratory/Clinical Information
Weight : kg. Height:  ft inches, LMP |LE’S’U'"35°Und ReW"'

Billing Information

Client Name : S%ﬂi‘» W
Client ID : = \
Total Amount : / K /

Amount Received : —(gw ] “ll\\(\)\l“z“l\f‘llw“

Sent Specimen Information
Temperature : (O Ambient (3 Refrigerated (O Frozen

Amount Balance / Due :

Payment via : ] CASH [] CHEQUE [] CREDIT

Specimen Type Received (For MolQ use only)

O Serum O Bone Marrow O CSF
O Plasma: EDTA/FL/CIT O FNAspirate O Fluid
) sstT O Tissue Formalin O BAL
O Ww.Blood EDTA O Paraffin Block O Sputum
O W. Blood Fluoride -7 Smear O Urine
O W. Blood Heparin O Slide (H&E) O Stool
()] O Swab
O Others

W. Blood Sodium Citrate O Pus
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: /- |-/ § Tinge :
Fasting: Yes D Tv D hsting Period : Hrs.
Collection by : VM \
Signature of Accessioning Officer(s) Urine Volume : Im Hrs.

Patient Consent : | hereby authorize MoLQ Laboratory to use and share with affiliates my personal information including but not limited to any condiffon / 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 confidentigl and 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 wfll 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 refnain confidential. | agree to this access of
m *medical records and specimen for diagnostic and research purpose.
< .sclaimer : 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 sort is not more than MRP of the Test requested.
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MOLQ Laboratory, all associated Logos and all associated MOLQ Laboratory marks are the trademarks of Molecular Quest Healthcare Pvt. Ltd. Copyrght © 2012. Al rights are reserved.
For any query reach us at contact@molg.in; Customer care 9999 778 778; Laboratory 0124-4307906 or more info Log on to: www.molg.in
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HISTOPATHOLOGY REQUISITION FORM

Corporate Referring Doctor j~7}‘ Prezh’ Thak s ;" Date 19 ) J //3
Name MM« A ‘ |
/28 C”)G»elf Date of Birth A(\ .(7 SAUY / F \ Sex : Male / Female
y

1 7
Telephone Collection Centre RCC

f[F@ 17650 D1 9 ] (if different)

Site of Specimen : W
&

Relevant Clinical History :

ﬁf%&uﬁﬁe}du LOc f Lt

Additional Clinical and Relevant Data :

(Previous Biopsy /?AC / X-Ray etc.) Clinical Diagnosis : f/&\j ,Ar/@

Type of Specimen

|:] Large D Medium D Small l—__l Miscellaneous

[:] IHC markers

D Special Stains

D Microphotography
Fixation

D Adequate

Histopath Slides / Block for review :

INSTRUCTIONS FOR FILLING UP FORM :

1. Please tick appropriate boxes only as

2. Please furnish complete clinical details along with Request form. - 5

3. Samples details not covered above should be entered in Miscellaneous:ox

4. Do not omit telephone number of Patient / Referring Doctor.

5. Immerse specimen completely in appropriate fixative (10% formalin / others) before gispatch

6. Rs. 200/- extra charges for microphotography requests.




