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FORM

Patient Details

[ (Slre A

First Name M}N DL\ 7” V

Last Name :

Age: %l} M'W Gender : _Male |

Address : Q/A/H ,L‘M"‘M (é’HL

ntact No. :
E-mail ID
Referred by Contact No. :
For Maternal Screening - Date of Birth I | | I | | [ | l I I
O O aporato O dallo
Weight : kg. Height:___ ft_ inches, LMP ILaS'U"faswﬂdRepOd
B g ormatio
‘Iient Name :
e De = O AllO
ol Temperature : (O Ambient ()| Refrigerated O Frozen

Total Amount :

Sample / Vial Type

Vial ID Barcode

Amount Received : Receipt No. :
Amount Balance / Due :
Paymentvia: M casy [ 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
) iSST B 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 \\\\\ 6 A6
2 W30
O W. Blood Sodium Citrate O Pus O Swab 2 A
O u "ottle O Others
.ther Sample Type / Source : ( g/ (\/\‘
Received Spe & ormatio 0IQ e 0 b .
Total No. of Vials/Container
Temperature : Date: Time -
) Ambient pe s ollectio ormaiio
(O Refrigerated
O Frozen Patient ID No. of vials/container Date: & ~\~\ % Tifne :

Nol:_]

Fasting: Yes D
Collection by :

Signature of Accessioning Officer(s) Urine Volume :

asting Period : Hrs.

el

ml Hrs.

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

I-and will not be made publicly available.

Patient Consent : | hereby authorize MoLQ Laboratory to use and share with affiliates my personal information including but not limited to any con?;ion / disease information etc. as may be

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 i
my medical records and specimen for diagnostic and research purpose.

ill be coded to maintain confidentiality and
main confidential. | agree to this access of

Disclaimer : For any test/service related complain/query please contact MolQ Laboratory for resolution. In case of any dispute the jurisdiction will b# 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
Bates oo o ssann

MOLQ Laboratory, all associated Logos and all associated MOLQ Laboratory marks are the trademarks of Molecular Quest Healthcare Pvt. Ltd. Cop]
For any query reach us at contact@molq.in; Customer care 9999 778 778; Laboratory 0124-4307906

right © 2012. All rights are reserved.
For more info Log on to: www.molq.in
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HISTOPATHOLOGY REQUISITION =0RM

sy dewr

Name of Pdtient _ﬁL_ﬂMM_QoMa‘b Ugh Pate of Birth/l\ge 314]m

T

------------ . asenfles

Sex: Eﬁ']a(a,‘ () Female Lab Reference No, \..; s

Accession Hlo, ( For Lab uge only)

ClientCode; _YM1D  2.Y 328 - bate aTime of Sample collection _
1

i ) * ¥3.
Telepho:#e 4 Referring Doctoi (Name & Tel No.) Pr va’la‘)ift’ /M(Zi @70/ §¥3¢sm2

Site of Specimen F [J"-"‘"ép b dovdpa L weld
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RelevaniC

iplcal History - : C/U"’V\'!D adodonc sl 2 4C

Additionfal Glinical and Relevant Datq :

-

ae

{Previoy Slprsy/ FNAC/ X-ray etc.)
1

Clinlcal DI lgnc:sts

IHC markers 0O Speclal Stains

Histop :ﬂ} Slides_ / Block for review * Fixation

“ No. of sllde

O Adequate

No. of Blocl?'s

O Inadequats
" INSTRUCTIONFOR FILLING Up FORM: ) _
1. Plsase lick &pproprlate boxes only e : oo -
2. Pleass furnfsh complete clinleal detail along vilth Requast form,
3. Do not pmitltelephona number of Patlent / Refsriing Doctor,

. Quidelines for Creating Formalin » All the $amples should be In 102 formalln ( can be made by mixing 1 part formalin(4d
\valer, "

8. Volumelof { xalive should be atleast 10 tmss the volume of Ussue,

'

TypeofSchlmen . 7%
O Llarge | Medlum = smai g )

i

4

¥ formaidohyde solution) with 9 past ¢

‘A‘J'

:. HISTOPATHOLOGY, BIOPSY, SMALL SPECIMEN:

blopsles [ 8kin Blopsy O FistulaIn Ano

i O .Endometrlum 00 Cervical blopsy O Endoscople biopsles 0| Trucut blopsie [J -
1001 Appendix 0 FallopianTubss O Conjunctival Blopsy -O ‘Smanjlagnostlc/ Incislon

i

i

! HISTOPATHOLOGY, BIOPSY, MEDIUM SPECIMEN:

Bladder(TURBT) O Small bone blopsy < | cm

Breast lump 3 Lymph Node 03 Hysterectomy (Uterus with Cegvix) O Ovarian Cyst
D l_:l 0 O Gallbladder O * Prostate [(TURP)/ Enucleation] " O Superfictal Ymps 3 Braln & Sping
11002 cordtumors 0 Smal| exclsion Blopsles 03 Ovarlan Cyst O Eye Ball (non-~

tumorous) [
Placenta [} Thyrold Gland O Fibrolds (Enucleatéd) O Products f conceptlon O
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& HISTOPATHOLOGY, BIOPSY/ALL CANCER RESE.CTION LARGE SPECIMENS: .

Esophagectomy O Gastrectomy [0 Mastectomy 00 Hemi/ Tdtal colectomy 0 Large
£1003 Bone Resection O Ovarlan Tumor Ressction [J Radlcal Nephrscio y for Cancer =
{

&
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+ Tissue sent for Histopathology []
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—— o ‘ . Dr. Avaneesh Hasjza JADMIN ;
B Operation Notes E
Patient's Name__ g, DN g s e%._di;:_!‘o :\ St Age_ 1t Sex___M
UHID 21326 LP. No.____ I8V €2
Consultant DA QAaneest, Hazda
Bed No./Room N-o./DCU No.
Date of Admission ?_D! l! {18 /
Diaénosis | L,uwA‘p arlonwlal wWalQ
Operation Performed E e Son Oum..}() < 5'52:‘!‘98{\-’1 < : EQ"'L% cleguer
Date and Time L0 ( \ l g
Surgeon____ DR, A\f“"‘"—e’%ﬁ Hagha - Asst, &Q’J‘e@w
Anaesthetist _ O, v, Q. I<.al‘>¢n&. . Scrubgféter Sponge Count Sister | i
Implants
Su—%t e Lisnidy ouk aoclorale o@ aQQ
o) essent, lano\M., &na,wz
R s T A s e _
Details ! LJI._.._\\O o R,
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