
tP̂ nnt-arin Mlnistiy of Healthly uniario and Long-Term care
Laboratory Requisition
Requisitioning Clinician I Practitioner

K ' s n i e

Dr. H. A. Pattinson

A d o ' e i - ;
8100 Twin Oaks Dr.
Windsor, ON
N 8 N 5 C 2

Laboratory Use Only

Ciinidan/Practitioner Number CPSO / Registration No.
2 . 3 4 8 9 8 6 7 . S 8 0

Check (y/') one;

g OHIP/lnsured □ Third Party / Uninsured □ WSiB

M A L E P A R I N E R

Ciinician/Practitioner's Contact Number for Urgent Results

( )
C P S O / R e g i s t r a t i o n N o . H e a i t h N u m b e r V e r s i o n S e x
6 7 , S 8 0 r n .

IProvlncel Other Provincial Registration Number

Patient s Last Name fas per OHIP Cent)

I Patient's First & Middle Names (asperOHIPCard)

S e x D a t e o f B i r t h
y y y y m m d d

□M P P I 1 1 I I I I I
I Patient's Telephone Contact Number

_ l 1 L

□ Copy to: Clinician/Practitioner
L a s t N a m e F i r s t N a m e

Patient's Address (including Postal Codef

Note: Separate requisitions are required for cytology, histology / pathology and tests performed by Public Health Laboratory
Blochemlstfy
Glucose

Creatinine (eGFR)

□Random □ Fasting

Lipid Assessment (includes Cholesterol. HDL-C, Triglycerides,
calculated LOL-C & Chol/HOL-C ratio; individual lipid tests may
be ordered in the -Other Tests" section of this form)

Albumin / Creatinine Ratio, Urine

Urinalysis (Chemical)
N e o n a t a l B i l i n j b i n :

C h i l d ' s A g e : d a y s h o u r s

Clinician/Practitioner's tel. no. ( )
Patient's 24 hr telephone no. ( )

Therapeutic Drug Monitoring:
Name of Drug dt

Name of Doig #2
T i m e C o l l e c t e d # 1 ! l ! ;
T i m e o f L a s t D o s e # 1 I k # 2 h r .
T i m e o f N e x t D o s e d l I k # 2 h r .

I hereby certify the tests ordered are not for registered In or
out patients of a hospital.

Hematology
CBC
Prothrombin Time (INR)

Immunology
Pregnancy Test (Urine)

Mononucleosis Screen

Prenatal; ABO, RhD, Antibody Screen
(titre and ident. if positive)

Repeat Prenatal Antbodies

IMIcroblology ID S Sensitivities
(If warranted)

Vbglnal
Vaginal / Rectal - Group B Strep
Chlamydia (specify source):
GC (specify source):

Sputum

Throat
Wound (specify source):

U r i n e

S t o o l C u l t u r e

Stool Ova & Parasites
Other Swabs I Fhjs (specify source):

Specimen Col lect ion
T i m e D a t e

Fecal Occult Blood Test (FOBTXcfteck one)
□ FOBT (non CCC) □ ColonCancetCheck FOBT (CCC) no other test can be ordered on this form
L a b o r a f o r v U s e O n l v

VltalHepaOto (Check oite only)
Acute Hepatitis
Chronic HepatiUs

I immune Status / Previous Exposure
Specify. □ Hepatitis A

□ Hepatitis B
□ Hepatitis C

or order individual hepatitis tests in the
'Other Tests' section below

Prostate Specific Antigen (PSA)
□ To t a l P S A □F r e e P S A
Specify one below:
□ Insured - Meets OHIP eligibility criteria
□ Uninsured - Screening: Patient responsible for payment

Vitamin D (25-Hydroxy)

□ Insured - Meets OHIP eligibility criteria:
osteopenia; osteoporosis; rickets;
renal disease; malabsorption syndromes;
medicatons affecting vitamin D metabolism

O Uninsured - Patient responsible for payment
Other Tests-one tem per line



n t a r i o O n t a r i o

Date received PHOL No.

General Test Requisition
ALL Sections of this Form MUST be Completed

1 - S u b m i t t e r

i •■ ! ( I I I A i ' i j . - .

Dr. H. A. Pattinson
8100 Twin Oaks Dr.,
Windsor, ON 'V
N 8 N 5 C 2

Courier Code

2 - Pa t i en t I n fo rma t i on

Heal th No.

Med ica l Record No .

Padenl's Last Name (per OHIP card)

P a t i e n t A d d r e a s

S e x D a t e o f B i r t h :

v-vvV ' mil / til

First Name (per OHIP card)

Hepatitis B Surface Antibody
Hepatitis B Surface Antigen
Hepatitis B Core
Hepatitis C
V D R L

4 - Specimen Type and Site
B b l o o d / s e r u m □ f a e c e s
□ s p u t u m □ u r i n e
□ u r e t h r a l □ c e r v i x
□ o t h e r -

□ nasopharyngeal
□ vaginal smear
□ B A L

5 - Reason fo r Tes t

□ diagnostic □ immune status
□ needle stick □ follow-up
□ prenatal □ chronic condit ion
□ immunocompromised
□ post-mortem
El other •

Date Col lected:

Ctinldan Initial / Surname and OHIP / CPSO Numlter
Pattinson 234898 / 67580

t„,51 9-974-9991 Pa .̂519-974-2718

C O D o c t o r I n f o r m a t i o n

N a m e :
L ^ b / C i i n i c N a m e :
C P S O *

A d t f r e s fi -

Te i :
F a x -

P o s t a l C o d e -

P a t i e n t P h o n e N o .

Submitter Ljib No.

3 - Test(s) Requested (Please see descriptions on reverse/
Tost: Enter test descriptions below

Public Health Unit Outbreak No.

Public Health Investigator Information
Name:
Health Unit:
T e l : F a x :

Hepatitis Serology

Reason for test (Check («') only one box):
□ Immune status

□ Acute Infection
□ Chronic Infection
Indicate spaclflc viruses (Check f/) all that apply):
□ Hepatitis A
□ HepatiUsB
□ HepatitisC ri»se>eonryev3ietMefi3racuteorcn>onlciMbeOwvmmrrw

detemtHna immtmily loHCVP cuneniy amSaHe)

Patient Setting

B physician Office/clinic
□ inpatient (ward)

□ ER (not admitted)
□ inpatient (ICU) □ Institution

C l l n l e a l I n f o r m a t i o n

□ fever
□ S T I
□ pregnant
□ Jaundice
□ o t h e r -

□ gastroenteritis □ respiratory symptoms
□ headache I stiff neck □ vesicular rash
□ encephalitis / meningitis □ maculopapular rash

□ Influenza high risk - ^
□ recent travel-

For HIV. plaase um the HIV urology form. - For rotened cuRuros, ptaan me Hie refarence baetertoleoy farm.To i«.ordar Uils last requltlHan centact year lacal Public Health
Labcrateiy and aak far fcmi numbar F-SD-SCG-iOOO. Currant veralan cf Public Health Laboratary requisitiana are avatlaMa at www.publlchaaniientaito.caAoqultitlona ̂  —
The petaonal hootth Infemiatlon is collectad under tha eumcrlty at tha Personal Health Infbmialion Protection Act. s.3S (1)(c)(lil) tor the pwpou of cUnieal labomlory tosling. If you have queslians
about Sia coCeclian at this porsanal haaltn ineormatian pteau contact Iho PHOL Manager of Customar Servica at 4ie.235«$i6 or tea free 1.677.604.4567. F-SO-SCG-IOOO (08/20tS) " "



P u b l i c San t j §
^ H e a J t h ^ p u b l i q u eO n t a n o O h t a r i b

For laboratory use only

Oate received P H O L N o .

HIV and HTLVI/HTLVII Serology
HIV PCR Test Requisition ALL Sections of this Form MUST be Completed

S u b m i t t e r

C o u r i e r C o d e

P a t i e n t I n f o r m a t i o n
Health card no.: Medical reconl no. (if applicabto):

Dr. H. A.,Pattinson
8100 Twin daks Dr
Windsor. ON
N8N5C2

S e x : D p d m D T F - D T M -
■TF^Iiansfenule (M » F); TM«lran«inale (F to M)

Submitter lab no. (if applicable):

Clinician Initial / Surname and OHIP / CPSO Number
Pattinson 234898 / 67580

... 519-974-9991 Fa .̂ 519-974-2718
C O D o c t o r / Q u a l i fi e d H e a l t t i C a r e P r o v i d e r I n f o r m a t i o n

N a m e : T e l :
Lab/CIInIc name:

CPSO#:.
Address:

Postal code:

Specimen Details
Collection date of specimen:
Type of specimen: □ Whole blood □ Serum

□ A C D / E D TA □ P l a s m a
□ Dried blood spot (HIV PCR only)

Tests requested: 0 HIV1/HIV2 0 HTLVI/HTLVII
n HIV PCR (for Inbnt diagnosis si 8 mos)

Comments :

Reason for Test (check all that apply)
□ R o u t i n e □ P r e n a t a l
□ Known to be HIV positive (repeat test) □ Pre-exposure prophylaxis
□ Symptoms - acute seroconversion □ Post-exposure prophylaxis

(e .g . f l u - l i t e i l l ness , feve r, rash) i—i . . . j . ,
n o . J □ I n f a n t d i a g n o s i s S I S m o s□ Symptoms - advanced dIsease/AIDS „— J 0 O t h e r , s p e c i f y :
□ Sexual assault
□ Visa/immlgiation requirement

P r e v i o u s Te s t I n f o r m a t i o n

Last test result:

□ N e g a t i v e □ U n k n o w n
□ Positive (In Ontario) □ Indeterminate
□ Positive (outside Ontario) □ Previous PHOL sample no.:.

PHO study or program no. (If applicable):

Country of birth:

Race/Ethnicity:
□ White
□ Black
□ First Nations □ M6tls □ Inult
□ South Asian

(e.g. East Indian. Pakistani. Sri Lankan. Punjabi, Bangladashi, Nepali)

□ Southeast Asian
(e.g. Chinese. Japanese, Vialnamese, Cambodian. Indoneeian,
Korean, Filipino)

□ Arab/West Asian (e.g. Armenian, Egyptian, Iranian. Lebanese. Moroccan)
□ Latin American (e.g. Mexican, Central/South American)
□ Other - Includes mixed ethnicity; specif:

Risk Factors (check all that apply)
□ Sex with women
□ Sex with men
□ Injection drug use
□ Bom In an HIV-endemIc countiy

(includes countries in sub-Saheran Africa and the Caribbean)

□ Child of HIV+ mother

Sex with a person who was known to be (check all that apply)

□ HIV-posaive
□ Using Injection drugs
□ Bom In an HIV-endemIc country

(includes countries In sub-Saharan Africa and the Caribbean)

□ A bisexual male
□ Other (e.g. clotting factor, blood transfusion, needle stick/occupational, tattoo,

piercing), please specify:

C O N F I D E N T I A L W H E N C O M P L E T E D
The personal health information is collected under the aulhorlty of the Personal Health Informallon Protection Act, s.36(1)(eXili) for the purpose of dinical labotalory
testing. If you have questions about the coilection of this personal health Information please contact the PHO labotatory Manager of Customer Service
at 416-235-6556 or toll free 1-877-604-4567.

Form No. FSDSCG-1001 (01/1B)

^Ontario


