
Patient No : ___________________________                 Date :          /          / 20

                                                                                           Time of Receiving Sample :

Patient Name              :_______________________________________________________________

Age                             :___________________________ Sex : _______________________________

Name of Hospital        :_______________________________________________________________

Name of Doctor          :_______________________________________________________________

Contact No. of Doctor  :_______________________________________________________________Contact No. of Doctor  :_______________________________________________________________
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Sample Submitted by  :_______________________________________________________________

Name of Relative         :_________________________contact No. : ________________Sign. : ______

Name of Receiver        :____________________________________________________Sign. : ______

Sample Disposed by    :_______________________________________________________________Sample Disposed by    :_______________________________________________________________
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