Saskatoon Health Region

COMMUNITY MOBILE PHLEBOTOMY REQUISITION
T be used forSaskatoon and Area Re side nts Only

Clinic al Diagno sis: PHN #: Chart#:____ _
Re q ue sting Physic ian: Name: aM 4r
Iast First
Date of Birth: Phone #:
dd/mm/yy
Address: AdditionalCopiesofReport to:

Frequency: O One time only O Weekly U Biweekly O Every4 weeks

IN ORDERTO QUAIIFY FORMOBILE SERVICE, YO UR PATIENTMUSTMEET THIS C RITERIO N:
Clent must be unable, eithertemporarly orpermanently forreasonsofa disability orpoorhealth, to leave
theirhome.
Please check the appropriate box:
U Post-Op U Disability O 2-Man Tansfer O Bedridden U Eardy Release from Hospital
U Other(must specify)

PHYSICIAN SIG NATURE: FAX COMPIEIED REQ UISITION TO 655-4021
(Required to processrequest)

CBC Q CBC (&diff)
PT O PT(INR)
APIT 4 PIT(APTD

AIP U Alkkaline Phosphatase UREA dUea CRCIE O Fst. Cre a tinine
AIT 0 Alanine Amino transfe ra se CREAT (O Creatinine %éi'fﬂance G
AST U Aspartate Amino transfe rase LYTE4 U Elec trolyte s (Na ,KC1LC02) T
BIUT Q Bilirubin (to tal) URIC O Uric Acid CARBZ OCaramazepine
GGT U Gamma Glutamyltransferase | CA U Calecum (Rgretol
1P O Lipase PHOS O Phosphate PHENB O Phenobarbital
CK U CKDtal MG 0 Magne sium DIGT Q1 Digoxin
P QO Protein - Btal FER O Fenitin I K Lithium
AIB U4 Abumin OTHER 4 -
CHOL O Cholesterol - PNY O fgﬁanz’tt; "
GILUCR U Glucose - Random VAIPR O Valproic Acid
HMA1C QO Hemoglobin A1C (Epival)
Dosage:
Date:
Tme :

AILINFO RMATION MUST BE PRO VIDED TO ENSURE PRO CESSING IS NO TDEIAYED
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