CORE DIAGNOSTICS

Test Requisition Form 9th July 2024
1080714

S vsspomng 12

CTRF No.:

PATIENT INFORMATION (TO BE FILLED IN CAPITAL LETTERS ONLY)

fDate of Buth / Age: | 56\'1" M

[0 Male [] Female
Mr. Janaka Kodikara

Colombo - Sri Lanka

% Gender

| First Name:
| Last Name:
{Address:

E

;P]NCD(!E; ! N S O . !
iContact Nurmber:
| Email ID:

! I b L i : i I I ; T

{Bo you want' us to send report & block at above qiven address ? [JYes[No
IE Do you want us to send report at above given email-id ? [ Yes[No
élf Mo, please specify: ) _
PHYSICIAN INFORMATION (10 BE FILLED IN CAPT

TAL LETTERS ONLY)

| Name, Dr. Mahendra Perera e g s
'::Spemaiity; Consultant Clinical Oncology & Radiotherapy
| Address; s ” i i
PIN Code: i d

| Contact Number: | L. ONOE | ! i 1
{ Email ID:

?Hospitai,“lnstitutian Name: O
iinstitution Code: IN1 0392qm_ e o 3
PHYSICIAN CONSENT

11 certify that the patient has been informed of the benefits, tisks, and limitations of the
! tests requested, informed the patient of the avalabiity of genetic counselling, and have
1 obtained informed consent from the patient for the tests requested,

Signature and Stamp of the Physician
(JO BE FILLEDIN CAPITAL LETTERS ONLY) |

PATIENT HISTORY

! Clinical History Attached ] ves [no
| History of Smoking [ ves [ne
{ Past Histary of Cancer [ ves o
| Diabetes [ ves CIne
| Drug Intake if Any [ ves dne

i Hany, Name of the Drug . ... ...
$ Radiological / Endoscopic findings: _
| Other Relevant History._ _ -

: Repeat Sample, If Yes, Please share old case number:
| EOR GYNECOLOGICAL CYTOLOGY
IPrevious Cytology 7 PAP Reponts  Yes
[Last Menstrual Period (LMP)

% Details of Hormonal Status
| Details of Hormanal Therapy__

!
'Detals of Contracephon

| Detads of Previcus Surgery_
PATIENT CONSENT
| My heslthcare provider has provided me with information regarding the tests requested
(& this form and advised me of the availability of professional genetic counselling, 1
i confirm that the detalls prowided on the form are eomect and I have been informed of
the berefits, nsks, and hmitations of the tests requested. 1 understand the implications
1 of the information provided on the TRF on the test results, | have read and am aware
of the condiions of reporting mentioned on the TRF, I give my consent that upon
jcompletion of the test, the remaining sample and test data may be “de-identified” and

| CGRE Diagnostics may use this sample and test data for quality improvement, and/or research
| Studtes.

e Amount and Time of Dose..u e s e

Mo

Signature/Thumb Impression of Patient

Patient Name: _ e N
# of Samples Submitted:
Date of Submission:
Helpline No.: +91 88828 99999

Bangalore Lab : +91 8022244777 1 Delhi Lab: +91 11 46269604

13

§

; Transaction ID/Receipt Nou:

i
|

TestCode | TestName
_NA2470 | puimoCORE any 4 Markers{High Resoluion) ~

MODE OF PAYMENT (TO BE FILLED IN CAPITAL LETTERS ONEY)

[ Cash 1 Cheque oo !
{]Credit / Debit Card ~ [] NEFT/RTGS [] Client Billing i
For Client Billing:

Ciient Name Aegle Omics Private Limited 4
Client Code: CLO2611 - |
For Others:

Amount Paid:

'SPECIMEN DETAILS

Specimen Type Mo. |Specimen Type No.
FFPE Block 51 Aspirate Material 513
Whole Blood EDTA / ACD / Fluoride / . < 1
Hopatin  Sodiur Clirale 52 |Plasma EDTA/ Fluoride / Citrate s514
Urine 1st Maming / Random Urine / g3 10% Buffered Formalin/ Saline / 519
24 hrs Urine ., e Michel's media / Glutaraldehyde
Cervical Scraping S5  |Bone Marrow Aspirate and Smear |S16
3-4 m! Bone Marrow / )
Bane M B 17
Peripheral Blood in EDTA = AT oy
3-4 mi Bone Marrow / Peripheral 8lood : 5
M 7 rat 518
in Sodwm Hepann Tube =l v haplrsie  Sopsy
10% Neutralised Buflered Formalin 58 12 mi Serum from SST Tube 515
7-10 mi Matemal Blood $9__|Fine Needle Aspirate 520
Buccal Swab 510 | Sputum 521
Biopsy Small / Medium / Large / Radical |S4 | Stool 522
Stained Histopathology Siides 511 | Bronchoalveolar Lavage (BAL) s23
Body Fluids 512 {Others _ 524
Bar Code |Specimen No. |Qty. |Identifcation No | Source Type
A ;
g,
2
0.
£

COLLECTION DETAILS (FOR OFFICE USE GNLY)
Collection Date: _ _______Collection Time: T }

T i
Temperature at shipping: [JAmbient [J Refrigerated [ Frozen {

Collection at: [] Hospital [JLab [ Patient Home [ Walk in [ Others
Collection Address: i

POD_ ]

Collectionld: S . "

PHLEBOTOMIST INFORMATION (FOR OFFICE USE ON i)

MName: ) '
il S we COREwings |

2 e Barcode %

i

ACCESSIONING DETAILS (FOR OFFICE USEONLY).

To be filled by the Acc ing Officer (Mand V)

ReceivingPersor:

e T AR P Time

Number of Samp!.et-* f

|

¢

' |

Type of Sample A, |
|

Receiving Temperature: ) k] Ambiéi;th_[j Refrigerated [T} Frozen g

Date of Birth/Age: ;
Test Name and Test Code:

TRFNo:
1080714

CORE DIAGNOSTICS™



CORE DIAGNOSTICS

Test Requisition Form 25th July 2024
. Accossianing D
‘meno__ 1080714 e

PATIENT INFORMATION (TO BE FILLED IN CAPITAL LETTERS ONLY)
| Date of Birth / Age: 2BY/M
7 Male [J Female

Mr. Janaka Kodikara

Colombo - Sri Lanka |

%Gender
:’?.First Name:
E-Last Mame:
lAzddress:
!EPINCode; TS CHNNE SN SR S S
EC{mtact Number: 1 . il

{ Email ID:

; Do you want us to send report & block at above given address ?[7] Yes [T]No
i Do you want us to send report at above given email-id ? [ Yes[No
1f No, please specify. e

PHYSICIAN INFORMATION (TO BE FILLED IN CARITAL LETTERS ONLY)

| Name, Dr. Mahendra Perera P o

i Speciality: Consultant Clinical Oncology & Radiotherapy
| Address: y I " e

| PIN Code: I T | S P

éContact Number: 1 | U S, e e e 3
| Email ID:

Hospital / Institution Name: s
{Institution Code : IN10392 sy

| PHYSICIAN CONSENT

i1 certify that the patient has been informed of the benefits, risks, and limitations of the

; tests requested, informed the patient of the availability of genetic counselling, and have
| obtained informed consent from the patient for the tests requested.

Signature and Stamp of the Physician
PATIENT HISTORY (10 BE FILLED IN CAPITAL LETTERS ONLY)

| Clinical History Attached [ ves Cno
| Hustory of Smoking O ves CIne
| Past History of Cancer [ Jves One
% Diabetes {Ives CNe
i Drug Intake if Any [ ves [Mne
b

| I any, Name of the DIUg . .. s ... oo Amount and Time of Dose..__.
Radilogical / Endoscopic findings: _

Other Relevant History._ ) P
; Repeat Sample, If Yes, Please share old case number:

EOR GYNECOLOGICAL CYTOLOGY

{Previous Cytology / PAP Reports  Yes No
| Last Manstrual Pering (LMP)
! Details of Hommonal Status
| Details of Hormonal Therapy
i

1 Detals of Contracepton
- Betoils of Previous Surgery_

PATIENT CONSENT

| My healthcare provider has prowided me with information regarding the tests requested
|en this form and advised me of the availability of professional genetic counselling, 1
i confirn that the detads provided on the form are carrect and I have been informed of
| the benefits, nsks. and limitations of the tests requested. 1 understand the implications
of the information provided on the TRF on the test results, I have read and am aware
;of the conditions of reporting mentioned on the TRF. | give my consent that upon
(completian of the test the remaming sample and test data may be “de-identified” and

1 CORE Diagnostics may use this sample and test data-for quahty improvernent, and/for research
| stuches
1

| S

Signature/Thumb Impression of Patient

MODE OF PAYMENT (TO BE FILLED

IN CAPITAL LETTERS ONLY)

[[1Cash [] Cheque [ oo |
[JCredit / Debit Card ~ [] MEFT /RTGS [] Client Billing .'-
For Client Billing:

Client Name A€gle Omics Private Limited |
Client Code: CLO2611 -
For Others: i
Transaction ID/Receipt No.- !

Amount Paid:

TEST REQUIRED (TO BE FILLE

: D I CAPITAL LETTERS ONLY)
TestCode |  TestName ARG
MG1618_ | EGFRT79OM . PSR
e | 1 Streck BCT/Paxgene Tube with 9-6.5 mL blood |

| SPECIMEN DETAILLS

Specimen Type : No. |Specimen Type No.
FFPE Block ISt | Aspirate Meterial _ is13
Whale Blood EDTA / ACD / Fluoride / i A
Heparin / Sodim Cirile S2 | Plasma EDTA/ Fluoride / Citrate 514
Urine 15t Moming / Random Urine / s3 10% Buffered Formalin / Saline / 19
24 hrs Urne i Muchel's media / Glutaraldehyde
Cervical Scraping S5 | Bone Mamow Aspivate and Smear | 516
3-4 m) Bone Marrow / : f

Br 7
Peripheral Blood in EDTA S Mmoot o
3-4 rol Bone Marrow / Peripheral Blood ; .

i Aspirate [ Bl s1
in Sodium Hepann Tube Pl groneion bphated Besey .
10% Neutralised Buffered Formalin S8 |2 mlSerum from 5ST Tube  §s1s
7-10 ml Maternal Biood 59 |Fine Needle Aspirate 520
Buccal Swab S10 |Sputum 521
Biopsy Small / Medium / Large / Radical |54 | Stool 522
Stained Histopathology Slides $11_1Bronchoalveolar Lavage (BAL) s23
Body Fluids 512 | Others 524

 Bar Code | Specimen No. | Qty. |Identifeation Mo | Source Type

A,
B.
€
D.
E

CollectionTime: .
Temperature at shipping: []Ambient [} Refrigerated [ Frozen

i
Collection at: [ Hospital [Jiab [ patient Home ] Walk in (] Others :
Collection Address:

i
i

Collection ID:_ PO =

PHLEBOTOMIST INFORMATION! (FOR OFFICE USE ONLY).

Name; - |
COREwings |

Sign.: Barcode

Yo be filled by the Acc ing Officer (Mandatory) i
Receiving Person: __ _ — . |
2o LT o M - =iy TFHAE

Number of Samples:

i
Type of Sample . i |'
Receiving Temperature: {_] Ambient [7] Refrigerated {] Frozen J

PATIENT/PHYSICIAN RECEIPT
Patient Name; _ o
# of Samples Submitted:
Date of Submission:
Helpline No. : +91 88828 99999

Bangalore Lab: +91 8022244777 1| Delhi Lab: +91 11 46269604

B AR

Date of Birth/Age:
Test Name and Test Code:

TRF No: .
1080714
CORE DIAGNOSTICS™
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Aegle Omlcs

1%t July 2024

Mr. Janaka Kodikara,
Colombo

Dear Sir,

QUOTATION FOR CONDUCTING GENETIC TESTING . = -

As requested by Dr. Mahendra Perera Clinical Oncologist, we are pleased to oﬁer ycu the
following services for Diagnostic purpose through Strand Life Sciences, Endia ’

Financial Offer

| Test Cord Tesat Nairsio

'EGFR Tissue %a P[r)-]- { 7?0 M |

Terms & Conditions.

e Diagnose resulis, reports will be given after 28 working days. | 5 _
e Full payments should be transferred before the execution of the process = NV AT

Account Details. kR

Aegle Omics (Private) Limited 7{ ?reof)/f

Bank - Commercial Bank
Branch- Narahenpita
Acc No- 1000756928
Swift Cord- CCEYLKLX

Thank you!

Amila Herath
Manager Operations

1211 - Level 12, Parkiand Building,
No. 33, Park Road, Colombo 00200, Sri Lanka
Tel: +041 17430213 | Mobile: + g4 777 38 4502 | +04 777 36 1457 | +04 777, 66 8698
E mail info@aegleomicscom i ]
Web: https: aegleomics.com



