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Patient Details (PLEAE FILL IN CAPITAL LETTERS ONLY) :
Name :
~

Age :&S_Yrs ‘—— Months ——Days

Sexw Female[] Date of Birth : [(J[J] (OO0 OO
Ph:

Client Details :
SPP Code

SplL-SG -66<L

Customer Name

Ref Doctor Name

Customer Contact No
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Ref Doctor Contact No

Specimen Details:

1

Sample Collection date :

Sample Collection Time :

AM/PM

Specimen Temperature :

Sent

Frozen (<-20°C) []

Refrigerator (2-8°C) []

Ambient(18-22'C)

B

Received

Frozen (<-20°C) []

Refrigerator(2-8°C) []

Ambient (18-22°'C) _

Test Name / Test Code

Sample Type

SPL Barcode No
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Clinical History:

© knach duly filled respective forms viz. Maternal Screening form(for Dual, Triple & Quad markers), HIV consent form, Karyotyping History form, IHC form,HLA Typing form along with TRF.

No. of Samples Received:
Received by:




( r/ 7 ( A

BROTHTERSPATH DIAGNOSTICS Pvt Ltd

‘a8 9630474714, 9830474791
< — brotherspaihdiagnosfics@gmml'. com
K & v Prgw wioR, Sz ¥ e 7R A 2

2, wwon ftwfres ¥ awo #, aPR (A7)

PRESCRIPTION SLIP

——

Patient Namegya‘/r[’(Mj E.A:M..Age....;}..’:...(Gender .......... M
CHNICAl HISTONY.............c.cecvcvequereereraggerseseaforisiciniiniiniinnine s
Referred By Dr....... Q\ﬁf!”’( ...... L“""l@i ......... [/ ity
Test Request)\......5.). i ; ...... e ....... st. /97)?5))«3\/4

Chn oh P chQ, ¢ 0 Recepad
il

S ST YL O] f@, He cfy

\

L0 vy %.-"ouuvf |

9 SRS |
K
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