
Dnf; ) r in Min is t ry o f Heal thuncano and Long-Term Caie
Leboratoiy Requisition
Requisitioning Clinician / Practitioner

Dr. H. A. Pattin.son

8100 Twin Oaks Dr.
Windsor, ON
N 8 N 5 C 2

Clinician/Practitioner Number

2 3 4 8 9 8

I

Clinician/Practitioner's Contact Number for Urgent Resuits

, ( )CPSO / Registrat ion No. Heal th Number {Version Sex
6 7 5 8 0

Service Date
y y y y m m d d

Date of Birth
y y y y m m d d

Check (^) one:
0OHIPflnsured □ Third Party / Uninsured □WSIB

FEMALE PARPNER DAY 2-3 OF CYCLE

IPiovincej Ottier Provincial Registration Number

Patient's Last Name (as per OHIP Card)

Patient's First & Middle Names (as per OHIP Card;

□ " D ' ' I i I I I i I
Patienrs Telephone Contact Number

I l ( )

□ Copy to: CUnidan/Practitioner
l , a s t N a m e

t Patient's Address (induaing Postal Code)

Note; Separate requisitions are nqufnd for cytology, histology /pathology and tests performed by Public Health Lahnrairyry
BioehemlStiy

K Random □ Fasting

I

Alk. Phosphatase

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

Albumin / Creatinine Ratio, Urine

Urinalysis (Chemical)
Neonatal Bilirubin:
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 01

Name of Drug 02

Time Col lected 01 hr. { 02 hr"
T i m e o f L a s t D o s e 0 1 I k 0 2 h r .
T i m e o f N e x t D o s e 0 1 h r . 0 2 h r .

Hematology
CBC

Prothrombin Time (INR)

Immunology
Pregnancy Test (Urine)
Mononucleosis Screen

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

Repeat Prenatal Antibodies
Microbiology ID & Sensitivities
(ifvirarranted)

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

Sputum

I Viral Hepatitis (checH one only)
Acute Hepatitis
Chronic Hepatitis

Immune Status / Previous Exposure
Specify: Q Hepatitis A

□ HepaBtisB
□ HepaUtisC

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

Prostata Specific Antigen (PSA)
□ Total PSA □Free PSA
Specify one below:
□ Insured - Meets OHIP eligibility criteria
□ Uninsured - Screening: Patient responsible for payment

Vitamin D(254iyiifroxy)

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

U Uninsured - Patient responsible for payment
Other Tests - one test per ilne

f hereby certify the tests ordered are not for registered In or
outpatients of a hospital.

hr. Specimen Collection
T i m e D a t e

Fecal Occult Blood teat (FOBT) /check one)
□ FOBT (non CCC) □ CktlonCancerCheck FOBT (CCC) no other test can be ordered on this form
Laboratory Use Only

CtfnidatvBricBSorten
13/01) <D Queen's Prinlerfor Ontario, 2013



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

Date received PHOL No.

General Test Requisition
ALL Sections of this Form MUST be Completed

1 - Submi t te r

Clinician InlUal / Surname and CHIP / CPSO Number
Pat t lnson 234898 / 67580

,.519-974-9991 .519-974-2718

2 - P a t i e n t I n f o r m a t i o n

Heal th No.

Mad ica l Reco id No.

Patienrs Last Name (perOHIPcani)

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

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

First Name (per OHIP carxS)

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 Lab No.

Public Health Unit Outbreak No.

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

Name:
Lab/Clinic Name:
CPSO #:
Address: . Postal Code:.

Public Health investigator Information
Name:
Health Unit:

T e l : F a x :

3 -Test(s) Requested (Please see descnptiorts or} averse)
Test: Enter test descriptions below

Hepatitis B Surface Antibody
Hepatitis 8 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 e 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

Hepatitis Serology

Reison for test (Check («') only one box);

□ Immune status
□ Acute Infection

□ Chronic infection
indicate specific viruees (Check {/) ail that apply):
□ Hepatitis A
□ Hepatitis 8
D Hepatitis 0 (tautrtfcny available tor acute tea tor

Mmrining immunity toHCVIs aamttty awtSatla)

PaUent Setting

El physician office/dlnic □ ER (not admitted)
□ Inpatient (ward) □ inpatient (ICU) □ i n s t i t u t i o n

5 - Reason for Test

□ d i a g n o s t i c □ i m m u n e s t a t u s
□ needle stick □ follow-up
□ prenatal □ chronic condit ion
□ immunocompromised
□ post-mortem
B o t h e r -

Date Co l lec ted:
C l i n i c a l I n f o r m a t i o n

□ f eve r □ gas t roen te r i t i s □ resp i ra to ry symptoms
□ S T i □ h e a d a c h e / s t i f f n e c k □ v e s i c u l a r r a s h
□ pregnant □ encephalitis / meningitis □ maculopapuiar rash
□ jaundice
□ o ther -

□ influenza high risk - .
□ recent travel -

For HIV, pleasa use the KIV unloey rorm. • For referred cultures, ploste use U<e reference bicterielogy fomi.Te re.ordor this test regulslUen contsct your local Public Hoalth
Uborttoiy and ask for feiin number F-SO-SCG-IOOO. Currant version of Public ttaalth Lsbcratoiy re<)ulsitlons are avsUabto at www.pubUclMalUicntarto.ca/reeulaltiOfis '
The peisotulheellhln.'Ormaiion Is collected under thoauthonly el the Personal HeeiminfecniatienProteclion Act. s 36 (1)(c)(lii) for Ihe purpose of clinical labonttory testing. Ifyeuhaveeuesticns
about die coHaction of this personal health infOrmalien plaaso centacl Ihe PHOL Manager of Cuslomor Service at 416-23SeS56 er toll free 1.677.604.4567. F-SD-SCG-IOOO (08/2013)

Ôf«ario
'



Pub ic , ^ Sante
- HeaJ th ^pub l i i que
O n t a r i o O h t a r i o

HIV and HTLVI/HTLVII Serology
HIV PGR Test Requisition

For laboratory use only

Date received P H O L N o .

ALL Sections of this Form MUST be Completed

S u b m i t t e r

Dr. H . Pa t t i nson
BIOO twiri Oaks Dr.
Windsor, ON
N e N 5 C 2

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.:

□ate of Birth:

Medical record no. (if applicable):

S e x : O f D m D t f ' D t m *
TFotronifamala (M to F): TM-stransmala (F to M)

Submitter lab no. (if applicable):

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

Tel: 519-974-9991 5 1 9 - 9 7 4 - 2 7 1 8

cc Doctor/Quaiified Health Care Provider Information

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

CPSO#: .
Address:.

Postal code:

Specimen Detai ls
Colledion date of specimen: .

Type of specimen: □ Wttole blood □ Serum
□ A C D / E D TA □ P l a s m a
□ Dried blood spot (HIV PGR only)

Tests requested: 0HIV1/HIV2 0 HTLVIAfTLVI!
□ HIV PGR (for infant diagnosis si 8 mos)

Comments :

Reason for Test (ctteck 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.riu.(iKoillnosMev̂ rash) □ Infant diagnosis SI 8 mos□ Symptoms - advanced disease/AIDS
□ S e x u a l a s s a u l t • k r
□ Visa/immigration 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 l c n o w n
□ Posttive (in Ontario) □ indeterminate
□ Positive (outside Ontario) □ Previous PHOL sample no.:.

PKO study or pregrani no. (if applicable):

Country of birth:

Race/Ethnicity:
□ White
□ Black

□ First Nations □ li^Ptls □ Inuit
G South Asian

(e.g. East Indian. Pakistani. Sri Lankan, Punjabi, Bangladeshi, Nepali)
□ Southeast Asian

(e.g. Chinese, Japanese, Vietnamese. Cambodian, Indonesian,
Korean, Filipino)

□ Arab/west Asian (e.g. Aimenian, Egyptian, Iranian. Lebanese. Moroccan)
□ Latin American (e.g. Mexican. CentraVSouth American)
□ Other - includes mixed ethnicity; specify:

Risk Factors (check all that apply)
□ Sex with women
□ Sex with men
□ Injection drug use
□ Bom in an HIV-endemic country

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

□ Child of HIV+mother

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

□ HIV-positive
□ 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/occupetional. tattoo,

pierdng). 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 authority of the Personal Health Information Protection Act, s.36(1 )(cXiii) for Ihe purpose of clinical laboratory
testing, if you have questions about the conecdon of this personal health Information please contact the PHO laboratory Manager of Customer Sendee
at 416-23S-65S6 or loll free 1-877-604-4567.
Form No. F-SD-SCG-IOOI (01/18)

fî Ontaio


