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Mrs. NIDHI JAIN Age 28 Yrs. Se

SriNo. 7 Pék(ient Id 1801207

F

USG SPECIAL

'USG OBSTETRICS:-

- uterine segment. The sac shows a single live fetus within it.

. Cardiac activity is visualised and is normal. Approx. =174 bpm.

‘Fetal stomach bubble and fetal urinary bladder are visualised and are nort

USG LOWER ABD + NT

LMP:28/10/2017 GA by LMP:12 wks 0 day EDD by LMP:04/08/2

Maternal:

UTERUS is gravid with a normal appearing gestational sac in the upper

The internal Os is closed. The cervix is adequate in length( 3.5 cm ).
Both adnexae are clear.

018

The right uterine artery shows a normal flow pattern with Rl = 0.63 and a P} = 1.18

The left uterine artery shows mild increased impedance within it, with an R
Pl = 2.56

1=0.86 and a

The mean pulsatility index of the uterine arteries is 1.87 (within normal range).

Fetal:

Placenta: Forming anteriorly. Extends down towards the internal os,

however doesnt span across it. Homogenous echopattern. No R.P. collection.
Liquor amnii is normal.

CRL= 51.8 mm corresponding to 11 wks 6 days+/- 3 days. EDD by USG is

Nasal bone is seen and measures 3.1 mm in length and appears normal.
Nuchal Translucency measures 1.0 mm thick (within normal range).
Intracranial lucency is within normal range.

Ductus venosus flow is normal.

No tricuspid regurgitation.

IMPRESSION: Single intrauterine pregnancy, corresponding to a gestatio
of 11 wks 6 days +/- 6days with increased impedance within the left uterin
however normal mean pulsatility index values.

I, Dr. Sahil Loomba, declare that while conducting the ultrasound on Mrs. NIDHI JAIN , i have

neither detected nor disclosed the sex of her fetus to anybody in any manner.
Please note: All congenital anomalies cannot be detected on ultrasound.

**= End Of Report ****
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TEST REQUISTION
FORM
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Patient Details

First Name :M N H]\J Last Name : = SN 14

Age: 24 4000% Gender: Male [ ] Female_]-
Address : “
Contact No. :
E-mail ID
Referred by Contact No. :

Test Name/Test Code

(Please refer to the Directory of Services for cf

rrect name and specimen type)

| [YIY]viy]
I Last Ultrasound Report |

For Maternal Screening - Date of Birth | ] I | I

Weight : kg.Height:  ft inches, LMP

Client Name : CS
e pDe e O altlo

Client D :

Total Amount :

Amount Received : Receipt No. :

Amount Balance / Due :

Paymentvia: [casH  [] CHEQUE ] CREDIT-

Specimen Type Received (For MolQ use only)

LKSerum O Bone Marrow O CSF
O Plasma: EDTAFL/CIT O FNAspirate O Fluid
€)= S8t 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 Sslide (H&E) O Stool
O W.Blood Sodium Citrate O Pus O Swab

i Blooﬁ%&i&)@ Others

Other Sample Type / Source : !

Recelved Spe & ormatio 0 ) [@ e 0

Temperature : Date: Time :

O Ambient
O Refrigerated
O Frozen Patient ID No. of vials/container

Signature of Accessioning Officer(s)

Temperature : (O Ambient (O JRefrigerated (O Frozen
Sample / Vial Type ial ID Barcode
e 3
Plain g
10210543

Total No. of Vials/Container

pe < Olie O O d
Date: Tinge :
Fasting : Yes|:| No, Fhsting Period : Hrs.
Collection by : {
Urine Volume : |"Hrs.

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

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.
ify wenfa - &

ST Heare |

Gl - B A wifa waa Riera a1 sear 8q 3y Aieay vaiend &1 §99a o) 96d 2, B f yer & s s 2g s

T QevigA, St 2, [l W Sifa &1 o Sua Ry aftrea geaw Jou A aiftre T8 g

Heay gArTIner & Aftrga sxar § % A8 gl @femra smerd s e et @ arer wsn e aad) @ | 3 dad @)
Hared & forg anaeas @, ot F swat Al Qa1 € gaf ¥ e su i a wrsn @Y 9e it 6 ST fie @ siara @ | 38 3w veR A
wrduifTe U ¥ SUTE AT HUE WY | $HS YvATd § YIRS ) LA ARG et § & 9 T witd » Ay Sueres deargr o1, 96 | 91
f wa e ff yeR @ gAT @ forg ST A o wHdt 2 | A9 TE B gl $u A 3ifEa fear s R [ vu @ @ W, 99 36t e fhar
wig ot gof w9 @ fraw iR fafraar &1 st faar ong | f50 off yor @ Aoy yatmner & yareE A A @) Hoh saeifar st gof vu
H e v oet | & wead € 5 A8 MRea Rard sk N 93 gu o 9 Yarfe gar i 5 N yor & srquars @ fag suarr A fomn

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

Head Office, Dehradun, Uttrakhand. The
AT AT BT GATHT IR THEAT B

I quf WU | T 3@ WY I
e T B gAhTeTen s Y aite fd

e

Patient/Client foc"or‘s Signature
Date : ZQ‘”’

For any query reach us at contact@molq.in; Customer care 9999 778 778; Laboratory 0124-4307906

or more info Log on to: www.molq.in

MOLQ Laboratory, all associated Logos and all associated MOLQ Laboratory marks are the trademarks of Molecular Quest Healthcare Pvt. Ltd. Coptht © 2012. All rights are reserved.



Annexure-lll- Dual/ Triple/ Quadruple Marker Tests on Maternal S

Sinfle

um
Sr. No. | Pre-Requisites Check Mark/ Remark
3 Name N . \
‘\’ i Jam
3 Date of Birth ,:} [07//7g‘c,
3 LMP 3
~ 29 ]lel 1}
4 Maternal Weight(Kg) gq é /
£ e
5 . Smoking Status Yes \QTO/
6 Diabetic Status Yes \ o~
7 History of IVF Yes \/m,o//‘
.| [if Yes, please provide DOB of Donor]
8 Number of Fetus (Single/Twins) )/‘"\ ; Z
A ")6’ q_
9 USG Report with radiologist name and degree. /)% {/ j‘
chel e
.10 Origin(Asian/ European African )
/é p V) B
11 Dual marker test(from 11 weeks to 13 weeks 6 days) /
12 Triple marker test (from 14 weeks to 21 weeks) K
13 Quadruple marker test (from 15 weeks to 22 weeks) >(
B /
/
14 Prev Trisomy Pregnancy Yes M
15 Missed Abortion

Form filled by (Name & Signature)

Date
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|

" Patients Signature / )\l"(/r/
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