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Sample Requirements

Requisition

Complete this Microarray Requisition completely including;

» Patient information: patient’s name, date of birth, gender, address and Ontario Health
Card number
» Specimen information: specimen type, where collected and when collected
* Indications for testing
» Referring physician name, address, phone and fax numbers, and signature
* Indicate if Expedited testing is required
Criteria for Expedited testing: Newborn < 1 month of age
Ongoing pregnancy in family
* Any other relevant information

Sample Requirements

» Peripheral blood: 3 mL minimum collected in EDTA tube
» Extracted DNA from peripheral blood: 1 pg minimum
» Label specimen tubes with the individual’s first and last names and date of birth

Please note:
 Specimens received for testing in the incorrect
anti-coagulant will be rejected.
 Blood specimens in patients who have had a allogenic
transplant (bone marrow or stem cell) will not be accepted.

Shipping Instructions

» Ship specimens at room temperature by overnight courier such that the specimen
arrives in the Laboratory Monday to Friday

» Specimens held for a few days prior to shipping should be maintained at 4°C

* When shipping blood specimens, follow the regulations of the Transportation of
Dangerous Goods Act (1992, C.34)

Specimens must arrive in the Laboratory within seven (7) days of
collection date.




