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(MOLQ Laboratory, ali associated Logos and all associated MOLQ Laboralory marks are the trademarks of Molecular Quest Heallhcare Pyl. Ltd. Copyright@2012, All rights are reserved.
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(Multispeciality Hospital).

”””””” 1097, Sector ¢ 20, Near Unitech Cyler Park; Gurgaon-122001; {Haryana] NI
Ph: +91-124-8212342 , 4107766, 4207766, Mob: +91-8860094780 j
e-mailinfo@lifeaid.ln  Url: wwwlifeald.in ]

HISTOPATHOLOGY FORM

& Lifeaid Medical Centr

ical History

nical Diagnosis :




