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Patient Details
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Name :

Client Details :
SPP Code

Ve

Age :

Ph: QORD 67 6UZLH

: 6{\ Yrs : =" Months — Days
Sex:MafeIE/Fer;e[] Date of Birth: [0 OO HOOOD

Customer Name

NP W

Customer Contact No

Ref Doctor Name
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Ref Doctor Contact No

' Specimen Details:
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Sample Collection date : Specimen Temperature : | Sent  Frozen (<-20°C) [] | Refrigerator (2-8‘0)[3' Ambient(18-22°C) []
Sample Collection Time : AM / PM : Received | Frozen (<-20°C) 1] Refrigerator(2-8°C) [] | Ambient (18-22°'C) []
: Test Name / Test Gode Sample Type SPL Barcode No
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Clinical History: M H

Note: Attach duly filled respective forms viz. Matemnal Screening_fam(farnual, Triple & Quad markers), HIV consentform, Karyotyping History form=fHC form,HLA Typing form along with TRF.
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-| No. of Samples Received:

Received by:




