MOHLTC Requisition Essential Information

To be completed fully and clearly by the submitting health care provider
Note: Separate requisitions are required for cytology, histology/pathology and tests preformed at Public
Health Laboratory
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o Submuittmg provider’s name and address
9 Submitting provider’s billing mumber
o Pertinent clinical information

o “Copy to” provider's full name and
address

Phone mmnber where submitting
provider(s) can be reached

o Date of service
o Patient’s current health card mumber

e Patient’s cunrrent version code

9 Patient’s sex
ID) Patient’s date of birth (yyyymm:dd)

m Patient’s phone mumber

@ patient’s last name

@ Patient’s first and nuddle names
@ Patient’s address

@ Test ordered (ndicate fasting vs random
where required)

@ Indicate source

Indicate whether PSA or Vit. D is insured
or uninsured

@ Time and date of last dose fro therapeutic
drugs

@ Time of collection (24 hour clock)
@Date of collection (yyyv-nEn-dd)
@Dther tests (ICL, referred out)

@ Signature of submmitting provider

@Date signed




