17 Ridge Road, Roman Ridge. PMB 31, Kanda-Accra

Tel:+233 (0) 302 769680 / +233 (0) 302 763580
E-mail: ghana@synlab.com

Ghana Lid. Web: www.synlab.com.gh

REQUEST FORM

PATIENT DETAILS PERSON RESPONSIBLE FOR PAYMENT OF ACCOUNT
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| give consent to do tests and guarantee payment of TEL HOME: CELL NO:
any amount not covered by Medical Aid or exceeding
estimate and verify that all information given is correct. EMPLOYER: TEL WORK:
MIG Number: PAYMENT:
E-MAIL
By Patient [ RADIOLOGIST'S REPORT: YES /NO

Monthly Billi only by prior
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DOCTOR'S SIGNATURE:
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Receipt No: Amount Paid: GH¢ Received By:
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