
Drug Treatment Program
Outpatient Laboratory Requisition

Laboratory Medicine
 ORDERING PHYSICIAN, ADDRESS,  
 MSP PRACTITIONER NUMBER

 Bill to:    MSP    ICBC      WorkSafeBC     PATIENT        OTHER: _________________
 PHN NUMBER    ICBC/WorkSafeBC/RCMP NUMBER

 SURNAME OF PATIENT   FIRST NAME OF PATIENT

 TELEPHONE NUMBER OF PATIENT CHART NUMBER

Grey highlighted fields must be completed to avoid  delays in specimen collection and patient processing

 ADDRESS OF PATIENT             CITY/TOWN         PROVINCE

 DIAGNOSIS      CURRENT MEDICATIONS/DATE AND TIME OF LAST DOSE

For tests indicated with a grey tick box    , consult provincial 
guidelines and protocols (www.BCGuidelines.ca)

 DOB   SEX 

 Copy to Physician/Address/MSP Practitioner Number

 MSP PRACTITIONER NUMBER:

 LOCUM FOR PHYSICIAN:

 If this is a STAT order, please provide contact telephone number:

 DATE OF COLLECTION   TIME OF COLLECTION    PHLEBOTOMIST                     TELEPHONE REQUISITION RECEIVED BY (employee/date/time)

 SIGNATURE OF PHYSICIAN                        DATE SIGNED

       YYYY            MM          DD

M F Pregnant?       YES       NO   Fasting? _____h pc

 OTHER TESTS
Fecal Occult Blood (age 50 - 74 asymptomatic q2y) 
  Copy to Colon Screening Program
Fecal Occult Blood (Other Indicators)

ECGStanding order requests - 
expiry & frequency must be 
indicated

 HEMATOLOGY    URINE TESTS          CHEMISTRY

 

 MICROBIOLOGY - label all specimens with patient’s first & last name, DOB and/or PHN & site

Baseline
(To be given prior to first appoinment)

SCr, HIV Antibody/Antigen EIA, RPR, Hep B Surface Antigen, Hep B Core 
Antibody, Hep B Surface Antibody, Hep A IgG Antibody, Hep C Antibody, 
Urinalysis, Urine ACR



Drug Treatment Program
Outpatient Laboratory Requisition

Laboratory Medicine
 ORDERING PHYSICIAN, ADDRESS,  
 MSP PRACTITIONER NUMBER

 Bill to:    MSP    ICBC      WorkSafeBC     PATIENT        OTHER: _________________
 PHN NUMBER    ICBC/WorkSafeBC/RCMP NUMBER

 SURNAME OF PATIENT   FIRST NAME OF PATIENT

 TELEPHONE NUMBER OF PATIENT CHART NUMBER

Grey highlighted fields must be completed to avoid  delays in specimen collection and patient processing

 ADDRESS OF PATIENT             CITY/TOWN         PROVINCE

 DIAGNOSIS      CURRENT MEDICATIONS/DATE AND TIME OF LAST DOSE

For tests indicated with a grey tick box    , consult provincial 
guidelines and protocols (www.BCGuidelines.ca)

 DOB   SEX 

 Copy to Physician/Address/MSP Practitioner Number

 MSP PRACTITIONER NUMBER:

 LOCUM FOR PHYSICIAN:

 If this is a STAT order, please provide contact telephone number:

 DATE OF COLLECTION   TIME OF COLLECTION    PHLEBOTOMIST                     TELEPHONE REQUISITION RECEIVED BY (employee/date/time)

 SIGNATURE OF PHYSICIAN                        DATE SIGNED

       YYYY            MM          DD

M F Pregnant?       YES       NO   Fasting? _____h pc

 OTHER TESTS
Fecal Occult Blood (age 50 - 74 asymptomatic q2y) 
  Copy to Colon Screening Program
Fecal Occult Blood (Other Indicators)

ECGStanding order requests - 
expiry & frequency must be 
indicated

 HEMATOLOGY    URINE TESTS          CHEMISTRY

 

 MICROBIOLOGY - label all specimens with patient’s first & last name, DOB and/or PHN & site

One Month Followup
(After first prescription)

SCr, HIV Antibody/Antigen EIA, Urinalysis, Urine ACR, Urine Gonorrhea, 
Chlamydia NAT



Drug Treatment Program
Outpatient Laboratory Requisition

Laboratory Medicine
 ORDERING PHYSICIAN, ADDRESS,  
 MSP PRACTITIONER NUMBER

 Bill to:    MSP    ICBC      WorkSafeBC     PATIENT        OTHER: _________________
 PHN NUMBER    ICBC/WorkSafeBC/RCMP NUMBER

 SURNAME OF PATIENT   FIRST NAME OF PATIENT

 TELEPHONE NUMBER OF PATIENT CHART NUMBER

Grey highlighted fields must be completed to avoid  delays in specimen collection and patient processing

 ADDRESS OF PATIENT             CITY/TOWN         PROVINCE

 DIAGNOSIS      CURRENT MEDICATIONS/DATE AND TIME OF LAST DOSE

For tests indicated with a grey tick box    , consult provincial 
guidelines and protocols (www.BCGuidelines.ca)

 DOB   SEX 

 Copy to Physician/Address/MSP Practitioner Number

 MSP PRACTITIONER NUMBER:

 LOCUM FOR PHYSICIAN:

 If this is a STAT order, please provide contact telephone number:

 DATE OF COLLECTION   TIME OF COLLECTION    PHLEBOTOMIST                     TELEPHONE REQUISITION RECEIVED BY (employee/date/time)

 SIGNATURE OF PHYSICIAN                        DATE SIGNED

       YYYY            MM          DD

M F Pregnant?       YES       NO   Fasting? _____h pc

 OTHER TESTS
Fecal Occult Blood (age 50 - 74 asymptomatic q2y) 
  Copy to Colon Screening Program
Fecal Occult Blood (Other Indicators)

ECGStanding order requests - 
expiry & frequency must be 
indicated

 HEMATOLOGY    URINE TESTS          CHEMISTRY

 

 MICROBIOLOGY - label all specimens with patient’s first & last name, DOB and/or PHN & site

Regular Followup

SCr, HIV Antibody/Antigen EIA, RPR, Urinalysis, Urine ACR, Urine Gonorrhea, 
Chlamydia NAT
All q 3 months x 1 year 

Hep C Antibody q x 1 year


