
  Shopping Cart 
Issue Date: 9-Oct-2018 

Revision Date: 16-Oct-2018 

THIS REQUISITION IS VALID IN ONTARIO ONLY 

The minimum amount of patient information is collected for provision of the service requested.  This information is considered confidential and privileged. Unauthorized use and 
disclosure is prohibited.  

CONTRACT NUMBER: AL628 

Demographic and Billing Label 
(For LifeLabs Use Only) 

Ordering Healthcare 
Provider’s Name and 
Address: 

_________________________________ 
_________________________________ 
_________________________________ 
_________________________________ 

Bill Type: Contract 
Test List Label 

(For LifeLabs Use Only) Bill to Client No.: AL628 
 

Patient Last Name   Patient First Name   

Date of Birth Sex 
 Male  Female

Phone 
Number  

Date Collected (YYYYMMDD ) Time Collected (HH:MM)

TESTS REQUESTED 



***Unsigned requisitions will not be accepted*** 
HEALTHCARE PROVIDER’S SIGNATURE REQUIRED 

X_____________________________________________________ Date:__________________________________ 

Order ID # 
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