Name of Lab Address of Lab

Test Requisition Form

Requisition Date:

1. Patient Data ( Mandatory- Please do not leave blank):

Patient Name: DOB/Age: Sex-
(Mention in Block Letters)

Email id: (if available) Landline/Mobile no.

2. Referral Information (Mandatory- Please do not leave blank):

Name of referring Lab/Hospital: Name of referring Doctor:

Lab/Dr/Hospital Mobile no: Email id (for sending report):

Requested test: HPV DNA test Sample type: Cervical / vaginal self-sample
Sample collection Date & Time:

3. Clinical Data

Any other clinical history

Signature of Referring Doctor




