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Pathoology 
Consulttation 

Pathologgy and Laboratorry Medicine, 
600 Univversity Avenue, 66th floor, suite 5000 Servvice 
Torontoo, Ontario, Canadaa, M5G 1X5 
Tel: (4166) 586‐4800 x 44557 Requissition 
Fax: (41 6) 586‐8628 
PLMconsults@sinaihealt hsystem.ca V6 Sept 2018 

Inteernal use onnly 

Pleasee print clearly and complette all fields off this form. Incomplete reqquisitions willl not be proceessed. 
Ontarioo Health Cardds must be vaalid. 
 All coonsult requisiti ons must be ssubmitted by aan Institution. AAll applicable ccosts will be chharged to the Institution. 
 All reeports will be faaxed to the phhysician who iss requesting thhe consultationn. Please com plete the faxinng agreement found at 

http:///www.mounts inai.on.ca/caree/pathology/laboratory-formss-and-requisitiions. Note: thiss is only required once per pphysician. 
 Forward a complet ed copy of thiss form with maaterials and original pathologgy report to thee above addreess. 

Patient Demographiccs 
Last Naame: __________________________________ First Name: _________________________________  Phonne #: ( ______ ) ______________ 
DOB: (YYYYY.MM.DD)  ________. _______ . _______  MRN #: ________________ ____ Health Caard #: ________________________ VC: _______ 
Addresss: ____________________________________________  Citty: __________________  Proovince: _________ Postal Codde: _____________ 

Physiciaan Requesting Consult froom Mount Sinnai Hospital (FFor Reportingg Purposes) 
Last Naame: ______________________________ Firrst Name: ___________________________  PPhysician OHIPP billing #: ___________________ 
Hospitaal / Institution N ame (if applicaable): _____________________________________________________________________________________ 
Addresss: __________________________________ RRm #: ________  City: ________________ PProvince: ________ Postal Codde: _____________ 
Phone ##: ( ______ ) __________________  Fax #: ( _______ ) __________________  Email: ____________________________________________ 
*All repoorts will be faxeed to the requesting physiciann fax number. PPlease be sure tto complete thee faxing agreemment. 

Referrinng Institution (For Billing PPurposes) 
Hospitaal / Institution N ame: ___________________________________________________________________________________________________   
Addresss: ____________________________________________  Citty: __________________ Proovince: _________ Postal Codde: _____________ 
Contactt Name for Billi ng Inquiries:  _______________________________________________ 
Phone ##: ( ______ ) __________________  Fax #: ( _______ ) __________________  Email: _____________________________________________ 

Specimeen Identification 
Specimen ID: ________________________________________ Original Reeport Sent Additional MMaterial: ______________________ 
# Blockss Sent: ___________  Block IDD(s): ____________________________________ Clinical Notes 
# Slidess Sent: ___________  Slide ID (s): ______________________________________ Imagingg Report 

Specimeen Processin g Informationn (Please Enteer for All Speecimens) 
Fixativee Used: 10%% Neutral Buffeered Formalin Other (s pecify fixative) ______________________________________ 
Fixationn Duration: < 6 hours    6 – 48 hours 48 – 72 hhours > 722 hours unnspecified   
Cold Iscchemic Time (for breast tissuee): < 1 houur or less (recommmended)   > 1 hour unspecified 

Please SSpecify Testss Requested 
Diagnoostic Consulta tion: Sarcooma Breeast or Gyne    Gastrointtestinal Plaacental-Molar  
Biomarrkers: Breaast Cancer (Fill  in fields beloww) Extendded RAS* MSI Otther (please sppecify)________________ 

Sommatic BRCA please indicate ttumor type: ovaarian, fallopian tuube or primary pperitoneal canceer 
For Breaast Cancer B io-marker Re quests Only 
All breaast biomarkers are validated wwith tissue fixedd in 10% neutraal buffered formmalin for 6 to 448 hours (as peer CAP/ASCO gguidelines). 
Microwaave processed and decalcifie d samples are not suitable foor testing. Merccurochrome usee as a dye marrker is not recoommended. 
Test Reequested: Procedure Tyype: Tissue Locatiion: 

ER, PgR (IHC) Small BBiopsy (“core”/” needle”)    Right Breeast 
HERR2 (IHC, with ISHH if necessary) Any Breeast Resection Left Breaast 

Other _____________________________________ Other_______________________ 
Please Specify Drug to be Prescribbed**: 

Vecttibix Errbitux Other (pleas e specify) ________________________ 

* RAS: TTissue requiremments: Preferreed: tumour tiss ue block.  Alterrnate: Unstaineed 4-micron se ection on coatedd slide and 10xx10-micron secctions 
from tummour tissue. Notte: slides with ppermanent possitive charge addhesive are nott suitable. Pressently the cost of RAS Mutatioon Detection wwill be 
covered by CCO if patieent has a valid Ontario Healthh Card.  **For NNon-Ontario paatients, Amgen n will cover the cost if the patieent is a candid ate 
for Panituumumab (Vecttibix).  For all otther patients coost is to be recovered from thhe referring insttitution. 

http:YYYYY.MM.DD
http:///www.mounts
http:hsystem.ca

	81 - RESET FORM: 
	82 - PRINT FORM: 
	Last Name: 
	First Name: 
	Phone: 
	undefined: 
	DOB YYYYMMDD: 
	undefined_2: 
	undefined_3: 
	MRN: 
	Health Card: 
	VC: 
	Address: 
	City: 
	Province: 
	Postal Code: 
	Last Name_2: 
	First Name_2: 
	lling: 
	icable: 
	Address_2: 
	Rm: 
	City_2: 
	Province_2: 
	Postal Code_2: 
	Phone_2: 
	undefined_4: 
	Fax: 
	undefined_5: 
	Email: 
	Institution Name: 
	Address_3: 
	City_3: 
	Province_3: 
	Postal Code_3: 
	Contact Name for Billing Inquiries: 
	Phone_3: 
	undefined_6: 
	Fax_2: 
	undefined_7: 
	Email_2: 
	Specimen ID: 
	Origina: Off
	Material: 
	Blocks Sent: 
	ock IDs: 
	Clinical Notes: Off
	Slides Sent: 
	Slide IDs: 
	Imaging Report: Off
	FixativeUsed: Off
	undefined_8: 
	FixativeDuration: Off
	ColdIschemic: Off
	Sarcoma: Off
	Gyne: Off
	Gastrointestinal: Off
	PlacentalMolar: Off
	BreastCancer: Off
	Extended Ras: Off
	MSI: Off
	Other p: Off
	Other Please Specify: 
	Somatic BRCA: Off
	ER PgR IHC: Off
	HER2 IHC with ISH if necessary: Off
	ProcedureType: Off
	TissueLocation: Off
	Procedure Other: 
	OtherTissue: 
	DrugName: Off
	Other Specify: Off
	Other Drug Please Specify: 
	Save As: 


