TATA MEMORIAL HOSPITAL

DEPARTMENT OF CYTOPATHOLOGY
EXTERNAL QUALITY ASSURANCE SCHEME – DIAGNOSTIC CYTOLOGY 

APPLICATION FORM








Date _______________________

Name and address of laboratory:

Pincode :

Annual workload in Cytopathology-

 FNAC-                                    Exfoliative-

Strength of staff working in Cytopathology lab 

Routine stains used by the laboratory- (Please tick in the box)
⁭Pap    ⁭Giemsa   ⁭H&E   ⁭Special Stains   ⁭Immunocytochemistry

NABL Accreditation Status (For Diagnostic Cytology): (Please tick in the box) 

⁭Accredited              ⁭Not Accredited

If accredited, please enclose a copy of the certificate.

Name and Designation of Contact person / Authorized signatories:

Email id :

Phone No :                                                    Mobile No :

Years of Experience in Cytopathology / Histopathology -

Remarks-






































































