
Test Name Test Code 
(Please refer to the Directory of Services for correct name and specimen type) moig TEST REQUISITION 

FORM LARORATORY 

Patient Details Sm 31 
First Name biY, Last Name 
Age g/ Gender: MaleFemale 
Address 

10862652 

Contact No 
E-mail ID 

Referred by Contact No0 

For Maternal Screening Date of Birth O Instructions to Laboratory/Clinical Information 

Last Ultrasound keport Weight kg. Height inches, LMP 

Billing Information 

Client Name Sent Specimen Information 

Client ID: Temperature: Ambient Refrigerated OFrozen 

Total Amount Sample/ Vial Type Vial ID Barcode 

Amount Received Receipt No 

y'su Amount Balance / Due 

108626552 
Payment via CASH CHEQUE CREDIT 

Specimen Type Received (For MolQ use only) 
O Bone Marrow 
O FN Aspirate 

Tissue Formalin 

O CSF 

O Fluid 
OSerum 
OPlasma: EDTAFUCIT 
O OBAL SST 

OParaffin Block OSputum OW.Blood EDTA 
O W. Blood Fiuoride 

OW.Blood Heparin 
OW.Blood Sodium Citrate 

Smear O Urine 

OSlide (H&E) OStool 
Pus OSwab 

O Blood Culture Bottle O Others 

Other Sample Type/ Source: 
Received Specimen Information (For MolQ use only) Total No. of Vials/Container

Temperature
OAmbient 
Refrigerated

Date Time 
Specimen Collection Information 

/3/7T Patient 1D No. of vials/container Date: Time 
Frozen 

Fasting: Yes NoFasting Period Hrs. 

1 
Urine Volume ml Hrs 

Signature of Accessioning Officer(s) 

Patient Consent: I hereby authorize Mol.Q Laboratory to use and share With afiliates my personal intormation irnciuding but not limited to any condition /disease infomalion etc. as may be 

necessary to perform the test or sevices etc. Medical recordS/intormation to une Extent or ne appIcale by laWS and regulations, wil be kept confidential and will not be made publicity available 

further, I authorize the use of the leftover specimens for immediale research and in 1uure researcn or any Kind and at any tme in the tuture. The samples will be coded to maintain confidentiality 

and will be discarded as per the rules and regulations specitied as applicabie Dy law. in ne event OT any pubicauon by MoLQ Laboralory. patient's identity will remain confidental. I agree to the 

access of my medical records and specimen for diagnostic and research purpose. 

Disclaimer: For any test/service related complainlquery please contact MOIQ Laboralory 10r resoUuOn. In case ol any dispute the junsdiction will be Head Office, Dehradun, Uttrakhand. The 

financial liability or compensation of any sort is not rnore than MRP of the Test requested. 

Client/Doctors Signature 

Date 

MOLO Laboratory, ail associaled Logos and al a6sciated MoLG Laboratoy marks are the trademarks of Molecular Quest Healthcare Pvi. Ltd Copyright@2012 All ignts are resened 
For more inlo Log on to www moly in 

uery 1each us at contact@molq in. Customer care 999(18 T78, Laboratory 0124-4307906 



ala snus Cygnus Superspeciality Hospital Histopathoiogy Requisition 
To be filied by Doctor 

L t li Ospula Rewan, Haryana-123401

gbY Ago Sex Mcle atent a.e 

UHID No oAJA IP No. ato Date of Admission BZ1A71 

onsultant Incharge Department: 

suftant Umth magb arje 
ecien 

itte Aferday n HuBafathe lesty 
ure 

ervatve romaTTO% Normal Saline 
Prierative 

yee foduhre 
ertne 

inica dald 

ratr) 1ata 

at 

1its 

Date 0l0 If yes. Path No. 

Frozen section neuro 

Frozen section no' ietro 

r Ge {per slite) Frozen sectioi (per subsequent) 

opsy erge) 

Name &Signeture of Doctor 

rNA R.PORT 

fATHO OGIST 

nature 


