ONCOLOGY/BMT LABORATORY REQUISITION

DIVISION OF GENOME DIAGNOSTICS

at BC Children’s & BC Women’s Hospitals Facility Code L1050
4500 Oak Street Vancouver, BCV6H 3N1  www.genebc.ca

Molecular Genetics Tel: 604-875-2852, Fax: 604-875-2707
Cytogenetics Tel: 604-875-2304, Fax: 604-875-3601
*Yellow highlighted fields must be completed.

Bill to |1 MsP [CJ PATIENT*|[] OTHER*:

*Billing Form Required (www.genebc.ca)

ORDERING PRACTITIONER

PATIENT INFORMATION

Ow | OF  Ox

COPY TO PRACTITIONER

CLINICAL INFORMATION / COMMENTS

INDICATION (TUMOUR TYPE)

TEST(S) PERFORMED SAMPLE TYPE

D Burkitt Lymphoma

FISH: MYC (8g24)

D Clear Cell Sarcoma of Soft Tissue

Touch Prep
FISH: EWSR1 (22q12)

D CNS Tumour; specify type above

CMA Fresh-Frozen Tumour

g D Congenital Mesoblastic Nephroma FISH: ETV6 (12p13)
g D Desmoplastic Small Round Cell Tumour FISH: EWSR1 (22912) Touch Prep
% D Ewing Sarcoma FISH: EWSR1 (22q12)
= D Germ Cell Tumour CMA
~ Fresh-Frozen Tumour
n: D Hepatoblastoma CMA
3 D Infantile Fibrosarcoma FISH: ETV6 (12p13) Touch Prep
% D Medulloblastoma CMA, FISH: MYC (8q24), MYCN (2p24)
E D Neuroblastoma CMA, FISH: MYCN (2p24) Fresh-Frozen Tumour & Touch Prep
g D Rhabdomyosarcoma; alveolar/embryonal CMA, FISH: FOXO01 (13q14)
» D Wilms Tumour CMA Fresh-Frozen Tumour

D Other:

Consult with Cytogeneticist On Service
BIOPSY SITE:
DIVISION OF GENOME DIAGNOSTICS USE ONLY

[] New Acute Leukemia [J Hotd DIAGNOSIS:
(72} D Follow Up D Karyotype D CMA D B-ALL
g D Relapse FISH: D T-ALL
2 D Myelodysplasia vs Marrow Failure ALL AML |:| AML
Q [ cytopenia NYD; specify above [ B-ALL FISH Panel [ Bcr-ABL1 [ other:
g D Staging Bone Marrow; specify tumour D BCR-ABL1 D CBFB
o type & site below [Jchrag 1o Cdchrsaz
= [ other: [ caLr2 [ kmr2a
E [ erve-runxz ] pmL-RARA
|E_>' SAMPLE TYPE [ kmr2a [ rRunxz-rRuNX1TZ
‘2‘ 1 BM Aspirate O cH MDS
% D Residual Flow Cytometry Sample D Chr5

D Other: D Chr7

TUMOUR TYPE / BIOPSY SITE:

CLINICAL INDICATION(S) SAMPLE TYPE

D Donor
D Pre-transplant Recipient
D Post-transplant Monitoring

MOLECULAR
CHIMERISM

[ slood (EDTA 2 mL)

D Fanconi Anemia

D Blood (NaHep 3 mL)

SIGNATURE OF PRACTITIONER - REQUIRED

DATE SIGNED

The personalinformation collected on this formis collected underthe authority of the PersonalInformation Protection Act. The personalinformation is used to provide medical services requested on this requisition. The information collected is
used for quality assurance managementand disclosed to healthcare practitioners involved in providing care or when required by law. Personalinformation s protected from unauthorized use anddisclosurein accordance with the Personal

Information ProtectionActand whenapplicable the Freedomofinformation andProtection of Priv

Print form

Reset form

cyActandmaybeusedanddisclosed only as provided by those Acts.
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