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PRENATAL REQUISITION
Cytogenetics Laboratory
Division of Diagnostics Medical Genetics
Pathology and Laboratory Medicine,
Room 111D.410, 600 University Avenue,
Toronto, Ontario, Canada, M5G 1X5
cytogeneticlab.MSH@sinaihealth.ca or
Phone: 416-586-4800 x6595
Fax: (416) 586-8395
C341 (Rev. 02.2025)  Page 1 of 1

Deliver specimens to the Laboratory as soon as possible. Maintain samples at room temperature during transit (do not refrigerate or freeze).

Clinical information / pedigree: (specify below and include relevant report(s) if available)

Prenatal specimens for Aneuploidy Detection & Microarray:
• Amniotic fluid: at least 25 mL
• CVS*: at least 25 mg.

*3 to 5 mL of maternal blood in EDTA (lavender tube) must accompany all CVS Specimens [for Maternal Cell Contamination (MCC) Testing]

REPORTING INFORMATION

PATIENT & FAMILY HISTORY

SAMPLE INFORMATION & TEST REQUIRED CLINICAL INDICATION

SPECIMEN REQUIREMENTS

INSTRUCTIONS FOR SUBMISSION OF SPECIMENS

Requesting Physician/Clinician _______________________________

Institution _____________________________________________________

Address ______________________________________________________

______________________________________________________________

Phone ________________ Fax ____________________________________

E-mail ________________________________________________________

SPECIMEN INFORMATION
Date sample collected _________________Gestation: ________________

Specimen Type Submitted
      Amniotic Fluid                       Fetal Urine
      Ascites Fluid                          Pleural Effusion
      Cystic Hygroma Fluid            Chorionic Villi (CVS)
      Fetal Blood (Cordocentesis) [Blood in EDTA (lavender top)]

      Maternal Blood for MCC [Blood in EDTA (lavender top)]*
*must accompany CVS samples

TEST REQUIRED
      Aneuploidy Detection        Microarray          DNA banking

      Referred Out Test – Indicate Specimen Requirements^
^Attach appropriate paperwork, instructions, waybill and pre-paid account #

      Amniotic Fluid - Volume ________________________________________
      Chorionic Villi - Volume ________________________________________
      Cultured Cells - # T25 flasks ___________________________________
      DNA – retrieve for send-out – Volume ____________________________

REASON FOR REFERRAL
(specify below and include relevant report(s) if available)

      Fetal Ultrasound Findings
       Alloimmunization
      Carrier of Genetic Condition
      Late Maternal Age
      Multiple Pregnancy (specify Fetus ID): _________________________
       TTTS (Twin to Twin Transfusion Syndrome): ____________________
      Previous Child/Pregnancy Abnormality
      Prenatal Screening
      Other

Additional Report Recipient _____________________________________

Institution _____________________________________________________

Address ______________________________________________________

______________________________________________________________

Phone ________________ Fax ____________________________________

E-mail ________________________________________________________

For more details on collection, shipping and reference information , click here to access our Test Catalogue:
https://www.sinaihealth.ca/areas-of-care/pathology-and-laboratory-medicine
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HEREDITARY DISEASES REQUISITION

Advanced Molecular Diagnostics
Pathology and Laboratory Medicine,
Room 11D.410, 600 University Ave,
Toronto, Ontario, Canada, M5G 1X5
molecularlab.MSH@sinaihealth.ca
Tel: (416) 586-4800 x 5974
Fax: (416) 586-8395

Requesting Physician (Please type or print in CAPS)

REASON FOR REFERRAL

SPECIMEN INFORMATION

PATIENT CLINICAL INFORMATION (Page 2 can be used optionally to include more detailed information)

GENETIC TEST REQUEST (Pages 3-4 can be used optionally)

Targeted Variant Testing (Test Code: TAVT1)

Test Code

MSH MOLECULAR LABORATORY USE:

# of Tubes:

Lab #:

Completed Requisition - clinical information (minimum page 1)

Specimen labeled (with at least two identifiers)

Pedigree attached OR clinical report documentation

Targeted testing - Reference sequence / positive control

Date Received/Tech Initial:

Family#
Sample Label:

ORDERING CHECKLIST:

Gene Panel/Syndrome Name Number of genes

COPY TO GENETICS PROFESSIONAL (Please type or print in CAPS)

SPECIAL INSTRUCTIONS (Optional)

Name:

Institution:

Address:

City:                                               Postal Code:

Tel:                                                 Fax:

Email:

Signature & CPSO (required):

Name:

Institution:

Address:

City:                                               Postal Code:

Tel:                                                 Fax:

Email:

Additional Copy To:

Shipping Instructions: Collect and ship samples at room temperature on the same day. Samples should be received within 24 to 48 hours.

Preferred specimen type is blood in EDTA. Fresh blood is required for all MLPA requests. Any other specimen type please contact lab for preapproval molecularlab.MSH@sinaihealth.ca
Blood (EDTA lavender top – 2x 5 mL tubes) DNA (source): ___________       Banked DNA ID# (if known):_________________

Date collected: _____________       Time collected: _____________       Location: _____________      Phlebotomist’s initials: ___________

Diagnostic Evaluation                   Targeted Variant Testing (complete below)

Carrier Screening                          Bank DNA

Variant Re-assessment: MSH Case #: _________________ (complete below)

      Referred Out Test Name: ______________________________________________ Please indicate DNA requirement: __________________________  

Note: if greater than10 ug provide a 10 ml blood sample *Please attach outside laboratory requisition

Shipment & Billing Information: ____________________________________________ Courier or waybill #: ______________________________________

Disease Status:       Unaffected       Unknown       Affected       Disease Type and age of diagnosis:__________________________________________

Additional Information (i.e.: Pathology or IHC results):__________________________________________________________________________________

_________________________________________________________________________________________________________________________________

Gene: _____________ Variant: ___________________________________ Reference Sequence: NM____________________________________________

Variant source:           Research            Somatic            Familial     Proband Name: ________________________________________________________

Relationship to Patient: ________________ MSH Report# : __________________________ DOB: _____________________________________________

*Full gene sequencing (NGS) will be performed as appropriate, e.g. if a familial positive control is not available. To opt out, select this box:

Use HGVS nomenclature or indicate if other. Use page 3 for multiple variants. If proband testing was performed elsewhere, attach a copy of the original report (all pages) and send positive control.

Family History of disease:          Positive (Please attach pedigree) If positive, list relevant diseases:__________________________________________
                                                   Negative                                       Ancestry & Ethnicity:_____________________________________________________

ROUTINE           EXPEDITE (Reason): ___________________________________________ Date of procedure: ________________________________

Note: only cases requiring immediate medical management will be expedited
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For more details on collection, shipping and reference information , click here to access our Test Catalogue:
https://www.sinaihealth.ca/areas-of-care/pathology-and-laboratory-medicine
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REPORTING INFORMATION

PATIENT & FAMILY HISTORY

SAMPLE INFORMATION CLINICAL INDICATION

TEST REQUESTED

SPECIMEN REQUIREMENTS

INSTRUCTIONS FOR SUBMISSION OF SPECIMENS

Clinical information / pedigree: (specify below and include relevant report(s) if available)

Deliver specimens to the Laboratory as soon as possible. Maintain samples at room temperature during transit (do not refrigerate or freeze).

 Requesting Physician/Clinician

Institution

Address

Phone                                              Fax

E-mail

SPECIMEN TYPE: 
      Skin
      Umbilical Cord
      Cartilage
      POC* (Placenta, membrane, villous material)
      Other (Specify): __________________________
Date sample collected _________________ Gestation: _______________ 
      Formalin-Fixed Paraffin-Embedded (FFPE) Slides 
      [specimen requirements below]
      Maternal Blood for MCC [Blood in EDTA (lavender top)]
 *Maternal blood in EDTA tube must accompany all POC specimens 
for MCC Testing

Aneuploidy Detection / Microarray*
DNA Banking
DNA Retrieval for Referred Out Test
Referred Out Test: ___________________________________________
(*Note: Related charges may be billed back to the institution)

Fetal Tissue for Genetic Testing:
 Product of Conception (POC): 25 mg of UNFIXED tissue in sterile  

      transport media or saline.
Umbilical cord: 1 cm piece of UNFIXED tissue in sterile transport   

      media or saline
Skin / Cartilage: 0.5 cm x 0.5 cm piece of UNFIXED tissue in sterile 

      transport media or saline

Paraffin Embedded Tissue for Aneuploidy Detection/Genotyping:
•     Placental
       6 plain slides sequentially cut of 10 microns thickness plus one H&E
       slide with fetal and maternal areas clearly marked

Fetal
       6 plain slides sequentially cut of 10 microns.

REASON FOR REFERRAL
       Fetal/neonatal demise
       Molar Pregnancy
       Ultrasound Abnormalities

Pathology Findings

For POC/Tissue Specimens, place maternal demographics here:
Mother’s Name:
MRN:
Health Card #:
Date of Birth:

Additional Report Recipient

Institution

Address

Phone                                       Fax

E-mail

For more details on collection, shipping and reference information , click here to access our Test Catalogue:
https://www.sinaihealth.ca/areas-of-care/pathology-and-laboratory-medicine

PATIENT INFORMATION (PLACE LABEL HERE or TYPE)

Last Name: 

First Name: 

MRN: 

Date of Birth: 

Ontario Health Card & Version Code 

Sex (OHIP): Male ¨   Female  ¨
Sex assigned at birth:  Male ¨  Female ¨
Visit #/Patient location: 

Prov:

PATIENT INFORMATION (PLACE LABEL HERE or TYPE)

[Blood in EDTA (lavender top)]

[Blood in EDTA (lavender top)]*

– Indicate Specimen Requirements^

- Volume

(specify Fetus ID):
(Twin to Twin Transfusion Syndrome):

- Volume

– Volume
- # T25 flasks
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