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SEND SPECIMEN(S) TO: 

  Flow Cytometry Laboratory 
  30 Bond Street Room 2-005 CC,  
 Toronto, Ontario, Canada. M5B 1W8 
 T: 416-864-5108. Fax: 416-864-5083 

 

Specimen and Test requested (Please Check one): 

Type of Specimen: o Blood            o Marrow            o Fluid            o Tissue o FNA

Indicate the anatomical site for Fluid/FNA/Tissue: _____________________ 

o Absolute CD4,CD8 count and CD4/CD8 ratio
Send one (1) EDTA tube (Lavender top) of blood (~7ml), or
Send one (1) EDTA tube of Bronchoalveolar Lavage (BAL) (min. 2ml) 

o CD4/CD8/CD19/CD56 (TBNK)
Send one (1) EDTA tube (Lavender top) of blood
(~7ml)

o Leukemia/Lymphoma Investigation

  Send one (1) EDTA tube (Lavender top) of blood (~7ml), or   
 Send bone marrow in Sodium Heparin (green top) or EDTA (lavender top) (~2ml) 
 CBC printout must accompany the sample (external clients) 

Please provide clinical indication for Leukemia/ 
Lymphoma   Investigation: (e.g. lymphocytosis, ?CLL, 
pancytopenia, etc) 

o Paroxysmal Nocturnal Hemoglobinuria (PNH)
FLAER/ CD59

 Send one (1) EDTA tube (Lavender top) of blood (~7ml) 
 Send 1 unstained blood film and accompanying CBC printout  (external clients) 

Please provide clinical indication/ any transfusion history 
for PNH:  

o Platelet Testing: (Note: Hematology consult is required)
Bernard Soulier Syndrome

o Glanzman Thrombasthenia

 Send one (1) EDTA tube (lavender top) or Citrated tube (blue top) of blood (~7ml) 
 Send 1 unstained blood film and accompanying CBC printout (external clients) 

Please provide clinical indication for Platelet testing: 

Specimen handling instructions for all tests below: 

  Store and ship at ROOM TEMPERATURE 

Please see specimen testing schedule below:  
Monday - Thursday: Specimen accepted during working hours   
Friday: Specimen must be received in the flow cytometry lab before 1pm 
Weekends or STAT Holidays: DO NOT collect specimens  

PATIENT ID LABEL 
Patient's Name: 

DOB (yyyy/mm/dd):    Patient Gender: 

Medical Record Number: 
Health Card Number: 

Patient's Address: 

Ordering Clinician's Name: 

Ordering Clinician's 
Signature: 

Physician #: 

Clinic/ Unit Name & Location:

DEPARTMENT OF LABORATORY MEDICINE 
FLOW CYTOMETRY REQUISITION 

STAT    o 
ROUTINE.   o 

Referred-in Location: 

_________________________

_

Name/Signature of Specimen Collector: 

_____________________________________________ 
Date & Time of Collection: 

Date: ____________________   Time: ______________    


