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Dr. Shroff's Charity Eye Hospital

SCEH Biorepository
SAMPLE RETRIEVAL FORM
SR No.
Date:
Name:
Institute:
Contact No.: Email:

Project Title:

Required Sample Type

Type of Samples Tumour/Diseased/Normal

Sub-types of sample (Disease Name):

Quantity of Samples:

Purpose or Objectives:

Signature & Date: PI/Student/Researcher

Details of Bio-samples to be transferred out of SCEH Biorepository :

Authorized Signatory
(SCEH Biorepository)

S.No. Aliquot No. S.No Aliquot No. S.No Aliquot No.
1 9 17
2 10 18
3 11 19
4 12 20
5 13 21
6 14 22
7 15 23
8 16 24

Name & Signature of Technician

(Issue sample)

Sample received by Name & signature

Sign & stampreviewed & verified by biobank manager

1



