
PANEL OF DOCTORS , 

DR. NASIR HUSSAIN 
(MBBS, MD MEDICINE) 

DR. AIJAZ AHMED 
(BAMS) 

DR. SURENDER SINGH 
GENERAL PHYSICIAN 

c/(1.(/v- 

POOJA HOSPITAL 
Multi Speciality & Trauma Center 

Sohna By Pass Delhi Alwar Road, Near Shivam Vatika, 
Sohna Gurugram, Tel : 0124-2395602, 9991143695 

E-mail : poojahospitaltpadesk@gmail.com  

MEDICINE 

ORTHOPEDIC 

DR. BHUPUNDER CHOUHAN 
MBBS. M.S, ORTHO, MCH, 

GENERAL SURGERY & 
LAPAROSCOPIC 
INTERVENTION 

DR. AVANEESH HASIZA 
(MBBS, MSDNB) 

DR. Nitin Arora 
(MBBS, MS) 

DR. Dharmender 
(MBBS, MS) 

OBS & GYNAECOLOGY 

DR. DEEPAKIA 
(MBBS. MS  GYNAE) 

NEURO SURGEON 

DR. DEEPAK KUMAR 
(MBBS. MS, MCH NEURO) 

UROLOGIST 

DR. Chandrakant 

PAEDIATRIC 

DR. Atul Ahuja 
MBBS, MS 

ANAESHTHENSIA & 
INTENSIVE CARE 

Dr. Abhishek 
Dr. Sumit 

4/1"- • 

/i 6/)//7 

Facilities 
+20 Bedded Incliding Deluxe Ac, Semi-Deluxe & Economy Ward, Operation Theater with C-Arm & Latest Technique +ICU With Cetnral Oxygen, Cardiac Monitor, Ventilator De-Febrailator X-Ray, ECG, Pathology Lab, Usg & Chemist in House 

+All Kinds of General & Laproscopic Surgery, Orthopedic Joint Replacement & ENT Surgery 

24 HOURS EMERGENCY DIAL -0124-2395602 
NOT VALID FOR MEDICO LEGAL PURPOSE 



Test Name/Test Code 

Billing Information 

First Name f P 1)7  
Last Name : il._ Vi 

Age   3 ti3  Gender: Male Female ri 
Address: _ 

Vial ID Barcode Sample I Vial Type 

Weight : kg. Height : ft inches, LMP 

(Please refer to the Directory of Services for correct name and specimen type) 

4 . 

Instructions to Laboratory/Clinical Informat'un 

Sent Specimen Information 

V 

Client Name : _ 

Client ID :  

Total Amount : 
Temperature :  (—)  Ambient Refrigerated (—)  Frozen 

TEST REQUISTION 
FORM 

MO1 
LABORATORY 

Patient Details 

i?! 

Contact No. 7 849_,V4i  7  
E-mail ID 

Referred by Contact No.  

For Maternal Screening - Date of Birth :- 

&qv 

9-1 0 0 O 

Patient Consent : I hereby authorize MoLQ Laboratory to use and share with affiliates my personal information including out not limited to any condition  i  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, I authonze the use of the leftover specimens for immediate research and in future research of any kind and al 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 Mc LQ Laboratory, patient's identity will remain confidential. I agree to the 
access of my medical records and specimen for diagnostic and research purpose. 
Disclaimer : For any testiservice 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 sort is not more than MRP of the Test requested 
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Patient/Client /Doctor's Signature 

Date : .  

Amount Received :  Receipt No. : _ 

Amount Balance / Due :  

Payment via : 
L_J  CASH ❑ CHEQUE El CREDIT 

0 CSF 

FN Aspirate 

Bone Marrow 

0 Fluid 

Tissue Formalin  0 BAL 

Paraffin Block  0 Sputum 

Smear 0 Urine 

Slide (H&E) 0  Stool 

Pus 0  Swab 

Blood Culture Bottle 0 Others 

Other Sample Type / Source : 

Received Specimen Information (For MolQ use only) 

MAI 

IAR. RAM NIWASH 58 YRS M 
£1112/2019 ID 0234 

_de Care Path Lab Sohna 
18377803 

Btopoi S 

Total No. of Vials/Container 

Specimen Collection Information 

Date: 

Fasting : YES 

Collection by : 

 

Time : 

   

     

No Eli Fasting Period : 

 

Hrs. 

     

      

Specimen Type Received (For MoiQ use only) 

Signature of Accessionin icer(s) Urine Volume : ml Hrs. 

Temperature : Date: 
Ambient 

(—)  Refrigerated 
❑ Frozen Patien 

Time : 

No. of vials/container 

Serum 

Plasma: EDTATI:C IT 

SST 

W Blood EDTA 

W. Blood Fluoride 

W. Blood Heparin 

W. Blood Sodium Citrate 0
0
0
0
0

0
0
 

MOLQ Laboratory, all associated Logos and all associated MOLQ Laboratory marks are the trademarks of Molecular Quest Healthcare 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.molq.in  


