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BLEEDING DISORDERS REQUISITION 

Requesting Health Care Provider 

Name: 

Address: 

Phone Number: 

Billing Number: 

Patient Information (as per OHIP card) 

Last Name: 

First, Middle Name: 

DOB: 

Sex:  M F 

Address: 

Copy-To Health Care Provider 

Name: 

Address: 

Phone Number: 

Billing Number: HCN: Version: 

BLEEDING DISORDERS 

1. Von Willebrand Disease (VWD) Panel
Please calculate a clinical bleeding score using the bleeding assessment tool below or click here. 
Bleeding Score: _____ (Include the calculated bleeding score here). Family History of VWD: yes        no 
Please note: If the score is ≥4, proceed with VWD testing, if <4, testing likely no t indicated unless positive family history of 
VWD. 

 VWF antigen, VWF Activity, FVIII Activity

 Multimers

2. Clotting Factor Assays

 Factor II (two)
This is not the test for Prothrombin gene mutation 

 Factor V (five)
This is not the test for Factor V Leiden 

 Factor VII (seven)

 Factor VIII (eight)

 Factor IX (nine)

3. Clotting Factor Inhibitors (Bethesda Assay)

 Factor Inhibitor Assay ______
Specify against which coagulation factor

 Factor X (ten)
This is not the test for an anti -Xa level 

 Factor XI (eleven)

 Factor XII (twelve)

 Factor XIII (thirteen)

For Inquires, contact LifeLabs Customer Care Centre 1-877-849-3637 
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http://www1.wfh.org/docs/en/Resources/Assessment_Tools_CondensedMCMDM1VWD.pdf
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