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P = Test Name/Test Code
i mot@ TEST REQUIST!ON (Please refer to the Directory of Services for correct name and specimen type)
N !
* =—LABORATORY FORM

. Meelipn . K/opsy
| /
First Name : M ﬂﬂU)fMA Last Name : 45 “é z !9 ‘

Age: M Ly ] f Gender: Male D Female B’/

U

Address :

Contact No. :

E-mail ID

Referred by Contact No. :

For Maternal Screening - Date of Birth | | | LJ I LT l l l

Weight : kg. Height:_ ft  inches, LMP |Last Utrasound Rep°ﬂ|
Billing Information

Client Name - S/HU(YVM {"{’(A/”/)/\/OSH( f/O
Client ID : Lopf  hos ‘/f]’ +e/

Total Amount :

Instructions/to Laboratory/Clinical Information

Sent Specimen Information
Temperature : (O Ambient | (O Refrigerated (O Frozen
Sample / Vial Type | Vial ID Barenda

AmountReceived: ___ ReceiptNo.: _ : M didh E\\\l“\\““\“!\f\)l\\ b

Amount Balance / Due : 0241

Paymentvia: [1cASH. []1CHEQUE | {F) GREDIT biotralgely bolelir)

v
Specimen Type Received (For MolQ use only)

O serum O Bone Marrow O CSF

O Plasma: EDTA/FL/CIT (O FN Aspirate O Fluid

(D 85T 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 Pus \’a/(s%
' BI? Culture Bottle thers

rmation (For MolQ use only)

Other Sample Type / Sourcq :
Received Specimen Info

1
\

Total No. of Vials/ConEtainer (S))
o S

Temperature : Date: Time

O Ambient Specimen Collection Information
(O Refrigerated , : ;
O Frozen Patient ID No. of vials/container Date: __4{ { 5},/7 ! { Time :

Fasting: Yes D No D Fasting Period : Hrs.
|

Collection by : _&M_

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 Iq'ept 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 juriddiction 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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MOLQ Laboratory, all associated Logos and all associated MOLQ Laboratory marks are the trademarks of Molecular Quest Healthcarg Pvt. Ltd. Copyright © 2012. All 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.molg.in.
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HISTOPATHOLOGY REQUISITION FORM
MAaNISHA  GupTh- Date of Birth/ Age 24 4 ‘ (’

Name of Patient

Sex: D Male \EFemale LD REOrENCR NO. (il simisassborsdibnssibiasseserbubhefidrsspaisasisiunnsitalifuasrisustiss ivess pachinttanssdussse

Accession No. ( For Lab use only)

Client Code Date & Time of Sample collection

Referring Doctor (Name & Tel No.)

Galt blacde

Telephone

Site of Specimen

Cholesgys dee by

J
Vo

v

Relevant Clinical History

Additional Clinical and Relevant Data

(Previous Biopsy / FNAC/ X-ray etc.) - o = L AV s

Clinical Diagnosis
Type of Specimen
O Large \G/Medium O Small O IHCmarkers [ Special Stains

Histopath Slides / Block for review Fixation

No. of slides 0 Adequate

No. of Blocks OO0 Inadequate

INSTRUCTION FOR FILLING UP FORM:

1. Please tick appropriate boxes only

2. Please furnish complete clinical detail along with Request form.
3. Do not omit telephone number of Patient / Referring Doctor.

4. Guidelines for Creating Formalin - All the samples should be in 10% formalin ( can be made by mixing 1 part formalin(40% formaldehyde solution) with 9 part distilled
water.

5. Volume of fixative should be atleast 10 times the volume of tissue.

HISTOPATHOLOGY, BIOPSY, SMALL SPECIMEN:

0O Endometrium [0 Cervical biopsy [ Endoscopic biopsies [I Trucut biopsie [0
Appendix [ Fallopian Tubes [ Conjunctival Biopsy O Small diagnostic / Incision
biopsies [0 Skin Biopsy [ Fistulain Ano

HISTOPATHOLOGY, BIOPSY, MEDIUM SPECIMEN:
O Breastiump O Lymph Node O Hysterectom i i i
y (Uterus with Cervix) O Ovarian Cyst
HI002 \O~Gall bladder O Prostate [(TURP) / Enucleation] OO Superficial lumps O Brain&Sypinal
cord tumors [0 Small excision Biopsies [J Ovarian Cyst 0 Eye Ball (non- tumorous) O

Placenta [0 Thyroid Gland [ Fibroids (Enucleated) O p i
rod
Bladder(TURBT) O Small bone biopsy < | cm TN NG
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| lgSTOPATHOLOGY, BIOPSY / ALL CANCER RESECTION LARGE

| for Cancer O Soft Tissue Tu
| O Radical Cholecystectomy







