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First Name;_lE GP ' KA Last Name : ¥
Age: 2SS \,/RS Gender; Male [:' Fernd{ﬁ

Address :
ContactNo.: Y L1 2222073
E-mail ID
Referred by cl [M ,f Contact No. :
For Maternal Screening - Date of Birth ={D]D] r—[ I l {yly] |
Woight: ko Height: Tt Rles. LP W Instructions to Laboratory/Clinical Information

Billing Information

Client Name : Q/{/\A(Ya'y//_',\/ fo\ql"/\

ClientID :

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

Totstimms:! Sample / Vial Type Vial ID Barcode

Amount Received : Receipt No. :

AountBalance / Due : Dep 29 3-/1492 IIHHHIIH M

Payment via : 10296989
y * [ cAsH [] CHEQUE [] CREDIT

Specimen Type Received (For MolQ use only

S s o £

(J Serum (O Bone Marrow © CSF
O Plasma: EDTAFL/CIT O FNAspirate O Fluid
O ssT O Tissue Formalin 0 BAL‘ ‘ﬂ, R ‘q
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 Blpod Culture Bottle ~ (O Others

Other Sample Type / Source :
Received Specimen Information (For MolQ 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: Time :
Fasting: Yes D No J___| Fasting Period : Hrs.
Collection by : }J M‘(Ab‘(}/\
' ) - \
Signature of Accessioning Officer(s) Urine Volume : ( ml Hrs.

Patient Consent : | hereby authorize MoLQ Laboratory to use and share with affiliates my personal information.including but not limited to any condition / 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 confidential 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 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 confidential. | 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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LOWER ABDOMEN {
- DLMP 27/10/17

Sirigle G.sac is seen within uterus. :
Normal yolk sac is seen

The gestation sac measures 19 mm

Corresponds to 6 weeks 2 day gestaljort,

A fetal node CRL 5 mm is seen in (i sac\

Normal cardiac activity is seen in embryo

Internal Os is closed.

Sonographic EDD is | 2/8/18

No adnexal mass is seen *

Impression : Ongoing normal pregnancy

I declare that I have not detected nor disclosed the sex of fetus
To any body in any manner

Dr. N. $. Pipiani
MD (Radiodiagnosis), FIAMS , PCMS

Dr. Tarun Pipla
MBS, DNB (Radiodiagnd




