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" Dated: 27.04.2017

A letter dated 27.04.2017 received from Dr. AK. Mukhopadhyay, Professor &
Head, Department of Lab. ] edicine, ATIMS, is endorsed herewith to All Chief(s) of
Centre, All Head of clinjcal Departments/units, Prof. I/ C ‘
Computerization Committee, All Faculty of Hosp. Admn., All DNS/ANS I/c of
Wards/OPD/OT, for information & necessary action at their end. if 5 '
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DEPARTMENT OF LABORATORY MEDICINE
ALL INDIA INSITITUTE,

OF MEDICAL_ SCIENCES

27-04-2017
To,

The Medical Superinteﬁdeht
AITMS o '

Dear Dr. Sharma, .
Kindly send the circular to all concerned. - .

CIRCULAR

Department of Laboratory Medicine has started below memﬁomecﬁ‘parameﬁen‘s
as a part of routine patient investigations. Attached is the requisition form for
your reference and the same is made available for

OPDs and Wards for your
convenience. You can also order these tests through e-Hospital portal using
HMS template. o . ' ' - '

1. Seum Vitamin B12 5 Semm CA 153 |
2. Serum Folate _ 6. Serum CA19.9
3. Serum Ferritin . - 7 Serum Intact PTH
4. Serum CEA B

- Thanking you,

(Dr. AX. Mukhopadh
Professor & Head -
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omputer Facility, Chairperson -
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Patient Name ....cceessossessose B A—, oss  UHID NO. ccerueecosassansanns . SIS
AGEISEX.cuuesensasees oy NS AR A U Lab. Reference No. .......oomeseees S ————
WAIAIOPD ceverrrsvenmsmsasssasansens sormrensasanasasasassssas UNI/BEA NO. vovererrersessssessasasasssesesseseasenee S —
L — Previous Lab Ref NO. ......cqcccrmremsemsersecniscnsmensemsossensees
Type of Vacutalner : Plain / Gel Tube (min Sml)
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. : Slgnature of the Doctor ~
Note : - The Ee@guest will be rejected without clinical hlstory on the form.
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