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Physicians: Please complete and send to: B-Approval@sharedhealthmb.ca  or fax:  204-787-3846
TESTS APPROVALS ARE VALID FOR 3 MONTHS FROM DATE OF APPROVAL AND ARE FOR A SINGLE TEST (no standing orders or repeats). RESULTS MAY TAKE >2 WEEKS - ENSURE REQUISITION LISTS A “COPY TO:” LOCATION WHERE RESULTS WILL BE REVIEWED IF PATIENT HAS BEEN DISCHARGED.  Note: Form is electronically fillable.

Test Requested:      





Date of Request:      

Patient Name:        
PHIN:                                  


                      
DOB (mm/dd/yyyy):        
Ordering Location:   FORMCHECKBOX 
 Hospital (specify)                             
  FORMCHECKBOX 
 Non-Hospital      
Ordering Physician:       
Ordering physician must be same as on requisition or a “copy to” on requisition.  
Physician Specialty:      
Physician Contact Phone (required):         
E-mail address or FAX No. (required):     
if notification of approval status is requested, check here  FORMCHECKBOX 

Has sample been collected?     FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no
  FORMCHECKBOX 
 unsure

Clinical suspicion/diagnosis:  












     
What diagnostic/laboratory data supports the need for the testing requested:  *  





     
How will this test impact diagnosis?  *  










     
How will this test impact prognosis or treatment?  *  








     
How will the patient’s treatment or course be affected if this test is not performed? *  

     
_______________________________________________________

*If additional space is required, please attach supporting documentation.

==========================================================================================
APPROVED:   Yes    FORMCHECKBOX 
            No   FORMCHECKBOX 

Clinical Biochemist Signature: ______________________  Date:________ 
	Clinical Biochemist/Lab will complete:      Is test in LIM?  ( Yes            ( No (If No selected, complete below)

	Referral Lab:__________________________
	Test Name: _______________________
	Test Code:____________

	Sample type/tube: _____________________________________

If tests is approved and shaded box is completed – tell physician to write the following on the requisition: “TEST NAME – Collect SAMPLE TYPE, approved by Clinical Biochemist.”
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