Requisition for Atypical Hemolytic Uremic Syndrome Variant Testing

Reason for Referral Patient information:
[ Diagnostic testing Name:
[] Affected Birthdate:(YY/MM/DD)
[ unaffected Address:
Current Rx: Sex: L1Male [JFemale
Clinical Presentation: Health Card Number:

Test Request:
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Confirmation of detected variants or Familial variants
[]Variant to be confirmed

gene: nucleotide change :

0 variant detected in related individual (Familial testing)

gene: nucleotide change :

Sample Collection:
Date Drawn (YY/MM/DD) :

L1EDTA blood(lavender top) (5ml at room temp)

Clinical Diagnostics and Family History: AUTHORIZED SIGNATURE IS REQUIRED

Referring Physician:

Signature:

Address:
Lab Use Only: Telephone: Fax:

$ Rilli .
Received Date: Billing address:

Notes:
Molecular Genetics Laboratory "’ | ') STTOSEPH:
Victoria Hospital, Room B10-128 gglﬂ%gnggntt?e S ) J HEALTH CARE
800 Commissioners Rd. E. ! HONpON
London, Ontario | N6A 5W9 Pathology and Laboratory Medicine

Ph: 519-685-8122 | Fax: 519-685-8279 Rev 20190306




