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Billing Information

Client Name : Zlﬂa va Q‘%MQA;&‘%)

Client ID :

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

Total Amount :

Sample / Vial Type Vial ID Barcode
Amount Received : Receipt No. :
Amout Blance /D : |\I|H||\l\|\|\|||||\|
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Specimen Type Received (For MolQ use only)

erun (O Bone Marrow O CSF

O Plasma: EDTA/FL/CIT O FNAspirate O Fluid

O ssT O Tissue Formalin O BAL

O Ww.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 Blood Culture Bottle O Others

Other Sample Type / Source : /X
Received Specimen Informaiion (For MolQ use only)

Total No. of Vials/Container

Temperature : Date: Time :
8 gn;f?:ggtated Specimen Collection Information
O Frozen Patient ID No. of vials/container_____| Date: / .?/ OL//K Time :
Fasting: Yes D No D Fasting Period : Hrs.
Collection by :
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.

At Tl - F Arewy yAhTaTar B Ffdraa wxar € & R gl afeara sEer s e Y war @ arer wEn o Gadt 2 1 38 S B srad a1 I $1 G PR e &
Hared @ forg anaeras 2, ot F sua) gl Aar € gef) 98 e Su W a arsn @Y oY ot 6 S W @ A 8 1 39 IR ) e &) gof ®U 9§ e w@m o v
ardsifie ©U @ Suere A1 $UE 9T | $HS T¥ard § YIS B JART AfGT HIT &, & 9 AT wita S ¢ Suse samn o, maa—agqmwmm@nmm
#f w7 feeft N yoR @ gahT & forg ST A o aadt 2 | 99 T &1 gof 3u A sifea fear s 3k 7w U | 3@ o, 59 suat T fHar W

Wi ot qof $9 @ fram 3 fafrerar 1 syt far s | fadt @ o @ Atesy gabrenar @ yareE ¥ I A ol smeRat s gof v
F o v oien |  wed § 5 1 Afed RaiE stk R a2 gy T o At v sk 5 ff yvor @ srgwear & fag s A foran
ST ST 2 |

ety - fel +f wifg e Rierd a1 TR /g 19 HeR] YA B 9 B G5 2, B N yer A Srph R g N Pat'e”UC"j/DOCt" Signature
AT AEgH, StEs 2, fwdl 1 wita &1 ou sua Ry aftrean geay Yo ¥ afdrs =1 ghm | Date : £.7.

MOLQ Laboratory, all associated Logos and all associated MOLQ Laboratory marks are the trademarks of Molecular Quest Healthcare Pvt. Ltd. Copyright © 2012. AII rights are reserved.
For any query reach us at contact@molq.in; Customer care 9999 778 778; Laboratory 0124-4307906 For more info Log on to: www.molq.in




- Form QPCMOLQ2001¢

. . Reference Laboratory . Phone 0124 4307906
¥ ?mng 28-29, Sector 18 (P) i Fax 0124 42735?6
‘f “ LABORATORY Gurgaon - 122015 Web Www molq.in

' INFORMED CONSENT FOR HIV TES TING

(TR ORI 5 AT T FEATRY

qﬁamwmawﬁmﬁzhmqﬁm |
AY FATEA CWHIH VETAT A TIHTES / UTm Ay ¥ Ay T Mmmmﬁwéiﬁmﬂéﬁrmvr%m
ﬁmmrmmmmﬂ%%

-mafréaﬁm%sﬁmmaﬂmmzmm a:mmaérf&a%marm%
3T A Fa (@, a2, 2 A & ATeTA A W= Ay ST Ewar

-ammmmammmngWmmmmm T FFAITT T ET

* (¥4, Tattoo aNee, §E AR gar 3ugvor IS &3 §E), & 80 g & Uuk &1,
. nwm-!mﬁmmawmwm@mamﬁmmm@

-wmgammﬁmwﬁmmmmmmy@axmmmﬁmmmmmaw :
wfaﬁmmmm:ﬁﬂwma;mmaa@ﬁaﬁammar

-Wm%mwmmmmw

THATH f&T ST Har 8|

SR 3w e Qo A

e T
Wa&ﬁmmfﬁmm T

—— BT

ME}'Q‘GU‘&P Quest Hsafthcale Py R 4] 1 1
Lt Lid, m
m Oaﬂ, SU i i

e : ff& 11 s San Diego, Ca“ (s] 13‘9212




