For office use only: PREM []
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Infant Circumcision

DATE:
PATIENT INFORMATION (Please print your name as seen on your Care Card.)
LAST NAME: FIRST NAME:
DATE OF BIRTH M|D|Y: AGE: CARE CARD # (PHN): OCCUPATION:
CONTACT INFORMATION
ADDRESS: CITY: POSTAL CODE:
HOME PHONE: PREF. CONTACT (if different):  EMAIL:
EMERGENCY CONTACT NAME: PHONE:
REFERRING PHYSICIAN (A doctor’s referral is mandatory for this procedure.)
REFERRING PHYSICIAN: PHONE: CITY:
FAMILY PHYSICIAN (if different than referring physician): PHONE: CITY:
REFERRING HEALTHCARE PROFESSIONAL (ie: nurse, midwife): ~ PHONE: CITY:
Are there any specialists involved in your care?

NAME: LAST SEEN:

For what reason did they see you?

FAMILY INFORMATION

What is your current relationship status?

[] Single [] Commonlaw  [] Married ] Divorced [] Separated

Length of relationship: Partner’s Age:
Do you have children together? ...................... L1NO...[] YES  Age(s):
Do you have children from a previous relationship? . ..... L1NO...[] YES  Age(s):

Is your partner currently pregnant? ................... [ ] NO...[] YES  Delivery date:
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No-Scalpel No-Needle Vasectomy
Infant Circumcision

Please check your current method(s) of birth control:

[ Birth control pill [ Cervical cap [] Condom [] Depo Provera
[] Diaphgragm []1uD [] Rhythm [] Tubal ligation
] withdrawal [] Other (please specify):

MEDICAL HISTORY

Please check any of the following that apply to you:

Ache, pressure or pain in the testicleorgroin.... [] AIDS . ....iiutiittiitiitiiieinienaann., O
Bleeding problems ................ .. ...l [0 Bloodclottingdisorder ................ccuvun... O
DEPreSSION. « vttt veteaeeieeaeenieannans [[] Diabetes.....covvriiiiiiiiiiiiiiiiiiinn.. ]
Epilepsy . ..o [0 Genitalwarts .......cvviiiiiiiiiniennnnn.. O
Hepatitis A, B or C (circle type) . .. .ocovvvvnn.n. ] Herpes .ovvviii e O
Prostatitis . ......ovvienreiiieniienieaanans [0 Scrotal or testicular injury ortrauma .............. O
Other ..o [0 Undescendedtestis ..................... E] 0

please provide details:

Please check if you have had any of the following surgeries:

Hernia .. ovviii e |
VaSECtOMY « vttt vt eee et enieaanens ]
Vasectomyreversal . ..........cooiiiiiiannnn. O
Scrotal or testicularsurgery .................. ]

i.e.: lowering of an undescended testis

Please check any medications that you are currently taking and specify dosage(s):

ASPITiN . e e O
Insulin .......... .o ]
Anti-Inflammatories:. . . . ... ... ... ... |
Other: ...... ... ... . . . . . . . . ]
Other: .. ... i |
Other: ...... ... ... . . . . . . . . ]

Please list any medications that you are allergic to:
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No-Scalpel No-Needle Vasectomy
Infant Circumcision

VASECTOMY AGREEMENT

[] 1 have read all the information in the Pollock Clinics vasectomy manual.

[] 1 will be storing sperm. (initial here)

[] OR, I decline sperm bank storage. (initial here)

[] 1 understand that my vasectomy is fully covered by MSP.

] 1 know | must not drink alcohol for 48 hours before and for 48 hours after the procedure.

[] 1'know I must NOT take Aspirin or any other products containing ASA for 7 days before
the procedure and for 2 days after.

[] 1know | must NOT take NSAIDs such as Ibuprofen for 7 days before the procedure,
and for 2 days after.

[] 1know I must NOT take anticoagulants such as Warfarin for 7 days before the procedure and for
2 days after. (Please note: you must get your doctor’s permission to stop this medication for 7 days.)

[] 1 understand that if | book my vasectomy and do not show up for the procedure OR if | cancel my
vasectomy with less than 2 working days notice, OR if | do something | was clearly instructed not
to do (i.e. take ASA, NSAIDs or anticoagulants within the previous week) thereby requiring my
surgery to be cancelled, | am required to pay a $250 cancellation fee to Pollock Clinics.

[] 1 understand that this will be non-negotiable except in the presence of a medical emergency
to myself or my immediate family for which | will require medical documentation to support.

PATIENT SIGNATURE DATE

PAYMENT AUTHORIZATION

[] Visa [] Master Card [ ] Amex

(TT T T Ty T '

CARD # 3-DIGIT EXP. DATE:
SECURITY CODE
(on back):

CARDHOLDER NAME (as it appears on card)



BCBiomedical

LABORATORIES LTD.

www.becbio.com

Laboratory Requisition

The yellow highlighted fields are minimum required information from the ordering physician’s office.

Billto: [ msp [JIcBC [] WCB [] Patient [] Other Ordering Physician Name, Address and
MSP Practitioner Number
PHN 1D Number
DR NEIL POLLOCK -06827 #407
Patient Surname First Name Initial(s) - 625 5TH Avenue
New Westminster, BC
7 : : ViIMIX4
Patient Address City, Province Postal Code
L Tel (604)717-6200
FAX (604)526-8952
Date of birth Patient Phone Number Date/Time of Collection If this is a STAT order please provide contact phone #
YYYY ‘ MM ‘ DD
Sex Chart Number Room # (LTC use only) | Phlebotomist Copy to Physician / MSP Practitioner Number
[Ir [Im
icati Pregnant? isiti i : s
Current Medication g [ Fasting Telephone Requisition Received By: Locum for:
[ Yes Physician
|:| No hours prior to test EHE 47 DATE MSP #
Diagnosis and indications for guideline protocol and special tests
Date & Time of Last Dose
Provincial guidelines/protocols should be consulted for tests in italics/shaded boxes (www.healthservices.gov.bc.ca/msp/protoguides)
HEMATOLOGY MICROBIOLOGY URINALYSIS / URINE CULTURE
WBC smwes, v : :
H : _ LABEL all Microbiology specimens [[] Macroscopic (dipstick)  [] Microscopic
[[] Hemoglobin  [] Hemoglobin ONLY with patient’s first and last name, and site

[[] Hematology Profile {includes Hb, Hct, RBC
indices, WBC, platelets and differential when
indicated)

[] PT-INR: Warfarin? Yes [] No []
Mechanical heart valve? Yes [ ] No []
[[] ESR - provide indication above

CHEMISTRY

[ Glucose - Fasting (see reverse for instructions)

[] GTT - Gestational diabetes screen
(50 g & 1 hr post-load)

[] GTT - Gestational diabetes confirmation
(100 g & 3 hr test)

[J Urine Pregnancy Test

[[] Therapeutic drug concentrations:
Specify drug(s):

[] Toxicity suspected
[] TSH - Provide indication above if additional
thyroid test ordered

PSA - MSP billable O
{Provide indication above)

- Patient must pay []
[] Ferritin  [] fron & transferrin saturation

Provide indication above if ordered together

LIPIDS (fasting) (see reverse for instructions)
Risk factor(s) CAD / Medically indicated

MSP billable OR  Patient must pay
[] Total cholesterol [[] Total cholesterol
[] HDL cholesterol [] HDL cholesterol
] Triglycerides [ Triglycerides
[] LDL cholesterol [[] LDL cholesterol

(calculated) (calculated)

[] Macroscopic — microscopic if dipstick positive

[] Macroscopic & microscopic - provide indication above
[] Macroscopic —s urine culture if pyuria or nitrate present
[ Urine culture (list current antibiotics above)

NON-GENITAL SPECIMENS
[] Nose [] Stool

[] Sputum ] oOther
[[] Throat

SPECIAL TESTS

Antibiotic allergies?

No [] Yes []

On antibiotics?

Name of antibiotic

[ Fungus Culture [ Fungus KOH prep

Site:

[JHIV Serology - Nominal Reporting
[C1HIV Serology - Non-Nominal Reporting

* one box must be marked
Fatient has legal right to choose nominal or non-nominal reporting.

GENITAL SPECIMENS (Swab in Amies transpart gel)

ADDITIONAL TESTS / INSTRUCTIONS

[ Vaginitis, initial (Yeast / BV only)
[] Vaginitis, chronic, recurrent (Yeast/BV / Trich)
] Cervix (GC)

Standing Order requests - expiry and
frequency must be indicated

[ Urethra (GC / Smear)

POST VASECTOMY SEMEN ANALYSIS

[] Vagino-anorectal, pregnancy (Group B strep only)
[ Trichomonas

HLAMYDIA NORRHEA (Probetec swab or urine)
[ Chlamydia [] Chlamydia & GC
Site:
VIRAL HEPATITIS

Note: Testing will be according to the hepatitis guideline / protocol

unless specifically ordered under additional tests / instructions.
O Acute [ Previous/chronic [} Hep B Carrier

STOOL - OVA & PARASITES

[] One specimen [] Two specimens (high risk)

Physician Signature

Date (YYYY / MM / DD)

This requisition form, when completed for tests performed by BC Biomedical Laboratories Ltd, is a medical referral to Dr. C.J. Coady Associates

Owned & Operated by Dr. C... Coady Associates




LOCATION PHONE *HOURS OF OPERATION
ABBOTSFORD MONDAY - FRIDAY SATURDAY
103 - 2151 McCallum Rd ! 604-853-6371.................. 6:30-5:30 ...ocvvrine. 7:00 - 12:00
207 - 2825 Clearbrook Rd . .604-852-9026 .8:00 - 12:30 Closed Sat
201 - 32475 SIMONAVE ....oocvvvrriiiriniesi s 604-855-0108.................. 7:00-4:00.....ccciirinec 7:00 - 12:00

AGASSIZ

1-7069 Cheam AVE ......ccvvmrererieieeiseiesieeissese e 604-796-8523 ..........cc.... 8:00-12:30 ... Closed Sat
ALDERGROVE

27127 Fraser HWY ... 604-856-0322............ne. 7:00-3:30 e Closed Sat
BURNABY

201- 4980 Kingsway ' (at Nelson & Bennett) .........ccoocoee. 604-433-6511.......cvvevnne. 6:30-6:00......ccccvennen. 7:00 - 2:00
104 - 7885 - 6th St (Burnaby SQUare) ..........ccccoeeeeveersinrin 604-526-0205.................. 8:00-4:00......cccnuuneen. Closed Sat
206 - 6411 NelSON AVE ... 604-435-5149.................. 7:00-3:00.....cccmiunne. Closed Sat
203 - 6542 E. Hastings St (Kensington Sq)..........ccccvevvvecnnn. 604-294-6686.................. 7:30-3:30 7:00 - 12:00
CHILLIWACK

201 -9200 Mary St ... 604-792-4607 .................. 6:30-5:00 ... 7:00 - 12:00
COQUITLAM

Suite R - 435 North Rd (Cariboo Plaza) .........cccccvvvreenienn. 604-939-7362........c.con... 8:00-4:30 ...t 7:00 - 12:00

106 - 1015 Austin Ave !
207 - 1194 Lansdowne Dr

DELTA

.604-937-3913 .7:00 - 5:00.. .7:00 - 12:00
604-944-1324.................. 7:30-4:00.....ccciirinnn 7:00 - 12:00

201 -8425 - 120th St ..o 604-591-3304..........c....... 6:30-6:00 ...t 7:00 - 2:00
122 - 6345 - 120th St ..ooceveceeee s 604-597-7884.................. 7:30-4:00 ... 7:00 - 12:00
LANGLEY

209 - 5503 - 206th St ' (Douglas Crescent)........co..ovverveenrens 604-534-8671.......cc00vvvvnee 6:30-5:30 ... 7:00 - 12:00
105 - 20103 - 40th AVE ...t 604-533-1617.....covvvernvne. 7:30-3:30 i Closed Sat
102B - 20999 - 88t AVE .....courerrreereiiseeeeeesseeseeneseseenns 604-882-0426.................. 7:00 -4:00 ..o 7:00 - 12:00
MAPLE RIDGE

101 - 11743 - 224t St ..o 604-467-5141.....cvvven. 6:30 - 5:00 ... 7:00 - 12:00
MISSION

103 - 7343 HUM St oo s 604-826-7197.....ccvvven. 8:00-4:00......ccnrreen. Closed Sat
NEW WESTMINSTER

508 - 625 - S AVE ! ..o 604-526-2831.......ccccvene. 7:00-5:00 ... 7:00 - 12:00
103 - 301 E. Columbia St ......ccovveeerrerreeeireeesreerireeeeeeenne 604-522-8941...........co...... 8:30-4:30 ... Closed Sat
PITT MEADOWS

102 - 12195 Harmfis RA ....oooveercricriiesieseeesissenens 604-465-7873......cc0ovvvren. 8:00-4:00.......cvcrnen. Closed Sat
PORT COQUITLAM

115 - 1465 Salisbury AVe........ccovvvreeercscececeae, 604-941-4313......cvveene. 8:00-4:00......cccvennen. Closed Sat
7-2185 WIISONAVE 1 <..oooveecenies e 604-944-7754.................. 7:00 - 5:00 ... 7:00 - 12:00
PORT MOODY

101 - 2624 St. JONNS St 604-931-5644.................. 9:00-12:30 e Closed Sat
SURREY

101 - 9656 King George HWY " ........vvvvierirneriecrinserisienns 604-588-349%................... 6:30-5:30 oo 7:00 - 12:00

19 - 15300 - 105th Ave (on Main Floor).. .604-581-5711 7:00-4:30 i, Closed Sat
124 - 13745 -72nd Ave .......ocovvvenne. .604-591-8618 7:30-4:30 e 7:00 - 12:00
202 - 13798 - J4AAVE ... .604-589-2226 .8:30-4:00 ... Closed Sat
112 - 15252 - 32nd Ave (Morgan Creek Corporate Ctr).. .604-531-7737 .8:00-4:00 ... Closed Sat
106 - 8927 - 152nd St......cvorrvrrirerireeeneeieni .604-583-4265..... 7:30-4:30 e 7:00 - 12:00
202 - 16088 - B4th AVE " ... 604-572-4359........cc0vvvune. 8:00-4:00......ccceuuunn. Closed Sat
VANCOUVER

410 - 1338 W. Broadway ...........cccvvreermeneererreeeneieieiseeneies 604-731-9166......... 8:00-12:00; 1:00-4:00........... Closed Sat
306 - 1750 E. 10th Ave ! 604-873-2651.........c00..... 7:00 - 5:00 ... 7:00 - 12:00

2736 E. Hastings St.......
50 - 809 W. 41st Ave
136 Davie St (Roundhouse Courtyard) ..
206 - 1160 Burrard St

..... Closed Sat
..... Closed Sat
..... Closed Sat
..... Closed Sat

604-689-1012

163 - 555 W. 12th Ave (City Square Mall) .. .604-709-6131.........cc0e0....8:00 - 4:00 ... Closed Sat
203 - 190 E. 48th Ave 2 (at Main St) ........ccoocvvvneees .604-325-8544.................8:30 - 1:00 ...oovrrrrnncn. Closed Sat
33 - 5740 Cambie St ' (at 41st Ave, Lower Level)

WHITE ROCK / SOUTH SURREY
120 - 15321 - 16th Ave !
112 - 15252 - 32nd Ave (Morgan Creek Corporate Ctr)

24-hour Ambulatory Holter Monitoring Available 2 Building does NOT have an elevator

*Hours of operation are subject to change.
For the most current hours, visit our website at www.bcbio.com or call 604-507-5070

Form # FRM001 Aug 2006

BCBiomedical

y
w LABORATORIES LTD.

www.bcbio.com

PLEASE PRESENT YOUR CARE CARD WITH EACH VISIT

Patients Please Note:
The longest wait times occur from opening until
approximately 9 am. If you do not need to fast for
your test, you may wish to visit a Patient Service
Centre after 9 am except for cortisol and testos-
terone tests (see below).

PATIENT TEST INSTRUCTIONS

Fasting Glucose, Iron, Total Cholesterol,
HDL/LDL Cholesterol, Triglycerides, Homocys-
teine

+ No food or drink except water for 10 hours before test.

Gestational Glucose Tolerance (GTT)

(100 g - 3 Hour)

+ Appointment recommended. No food or drink except water
for 10 hours before test.

Testosterone
+ For accurate test results please arrive within 3 hours of
awakening.
NOTE: This does not apply to patients under age 14 or
patients with a BC Cancer Agency Form.

Therapeutic Drug Monitoring
+ Blood usually taken just prior to next dose.

Digoxin
+ Blood collected at least 6 hours after last dose, or just prior
to next dose.

Lithium
+ Therapeutic range based on blood collection at 12 hours
after last dose.

Cortisol

+ For accurate test results for morning (am) cortisol please
arrive within 3 hours of awakening.

+ For a morning (av) and afternoon (pm) cortisol, tests should
be performed on the same day.

H Pylori Breath Test
* 4 hour fast and 40 minute testing period.

TESTS REQUIRING APPOINTMENTS

Semen Analysis

+ Please call our Results Centre Monday - Friday only
BETWEEN 9 am -5 pm at 604-507-5070 or Toll Free
at 1-877-507-5595 to arrange a time and location.
Only available at certain Patient Service Centres.

+ Detailed instructions available at Patient Service Centres or
on our website.

24 Hour Ambulatory Holter Monitoring *

+ Please call the specific location you would like to visit to
arrange a time. Only available at certain locations.

+ Detailed instructions available at Patient Service Centres or
on our website.

The personal information on this form and any medical data subsequently
developed will be collected and used in compliance with British
Columbia’s Personal Information Protection Act to provide medical
services. Our privacy policy is available at www.bcbio.com. Use of
this form implies consent for the use of anonymized patient data and
specimens for quality assurance purposes.




L.Yfe Labs:

Medical Laboratory Services

Laboratory Requisition
This requisition form, when completed, constitutes
a referral to LifeLabs laboratory physicians.

THIS AREA IS FOR LAB USE

COMPLETE and ACCURATE information is required in all shaded areas.

Patient Surname (from CareCard) First Initial(s) Date of Birth Sex
DAY MONTH YEAR OF OM
Billto: [IMSP Clicec [ WorkSafeBC [ Patient [ other Chart Number Room # (LTC use only)
PHN — — |.D. Number
Patient Address City, Province Postal Code Phone Number
Physician Name & MSC Number Locum for: C0 Number Date/Time of Collection Phlebotomist
Dr Neil Pollock - 06827 B
#407 - 625 5th ave. Physician Dale/Time/Name of Medication
New Westminster, BC
Canada V3M1X4 MSC #
Copy to Pregnant O Fasting [ Phone [ Fax Telephone Requisition Received By:
OYes [ONo )
__ hours prior to test INTIALIATE
Diagnosis and indications for guideline protocol and special tests

O PT-INR [J On Warfarin?

[ Ferritin (query iron deficiency)

[ Iron & transferrin saturation } [ special case
(Hemochromatosis screen) (ifordered together)

[0 Glucose - fasting (see reverse for patient instructions)

O Glucose hours post meal

O GTT - gestational diabetes screen (50 g load, 1 hour post-load)
O GTT - gestational diabetes confirmation (75 g load, fasting, 1 & 2 hour test)
O GTT - mon-pregnant (75 g load, 2 hour test)

O Hemoglobin Alc

[ Albumin/creatinine ratio (ACR) - Urine

LIPIDS

v One box only. For other lipid investigations, please
order under Other Tests section and provide diagnosis.
[ Baseline cardiovascular risk assessment or follow-up
(Lipid profile, Total, HDL & LDL Cholesterol, Triglycerides, fasting)
[ Follow-up of treated hypercholesterolemia (ApoB only,
fasling not required)
[ Self-pay lipid profile (non-MSP billable, fasting)

THYROID FUNCTION

« One box only. For other thyroid investigations, please
order under Other Tests section and provide diagnosis..

[ Suspected Hypothyroidism TSH first (plus FT4 if required)

[0 Suspected Hyperthyroidism, TSH first (plus FT4 or FT3 if required)

[J Monitor thyroid replacement therapy (TSH Only)

OTHER CHEMISTRY TESTS

O Sodium O T. Protein

O Potassium [ Creatinine/eGFR

O Albumin O Calcium

O Alk phos [J Creatine kinase (CK)

O ALT [0 PSA -MSP billable
O Bilirubin [J PSA screening (self-pay)
O GGT

The personal information on this form and any medical data
subsequently developed will be collected and used in compliance with

| For tests indicated with a shaded tick box [, consult provincial guidelines and protocols (www.BCGuidelines.ca)

/ LABEL ALL SPECIMENS WITH
HEMATOLOGY = MICROBIOLOGY PATIENT'S FIRST AND LAST NAME, g S DRINETESTS
[0 Hematology profile DOB AND/OR PHN & SITE O Urine culture - list current antibiotics:

ROUTINE CULTURE
List current antibiotics:
O Throat O Sputum [ Blood
O Superficial
Wound Site:
O Deep
Wound Site:
Other:
VAGINITIS

[ Initial (smear for BV & yeast only)
[ Chronic/recurrent (smear, culture, frichomonas)
[ Trichomonas testing :

GROUP B STREP Pregnancy onl

[0 Vagino-anorectal swab [ Penicillin allergy
CHLAMYDIA (CT) & GONORRHEA (GC)

[ CT & GC Testing

O sourcefsite; DUrethra O Cervix D Urine
GC culture: [ Throat O Rectal
[ Other:
STOOL SPECIMENS
History of bloody stools? [ Yes

X C. difficile testing

[ Stool culture

3 Stool ova & parasite exam

[J Stool ova & parasite (high risk, 2 samples)

DERMATOPHYTES
[0 Dermatophyte culture [0 KOH prep (direct exam)
Specimen:  [1Skin I Nail I Hair
Site:
MYCOLOGY
O Yeast O Fungus Site:
HIV SEROLOGY

{patient has legal right to choose nominal or non-nominal reporting)
O Nominal reporting O Non-nominal reporting

] Macroscopic — microscopic if dipstick positive
O Macroscopic — urine culture if pyuria or nitrite present
] Macroscopic (dipstick) [ Microscopic

O Special case (if ordered together)

O Pregnancy test
HEPATITIS SEROLOGY -

v One box only. For other Hepatitis Markers, please order
under Other Tests section.

£ Acute viral hepatitis undefined etiology
Hepatitis A (anti-HAV Igh}

Hepatitis B (HBsAg, anti-HBs)
Hepatitis C (anti-HCV)

[ Chronic viral hepatitis undefined etiology
Hepatitis B (HBsAg, anti-HBc, anti-HBs)
Hepatitis C (anti-HCV)

Investigation of hepatitis immune status

[ Hepatitis A (anti-HAV, total)

[ Hepatitis B (anti-HBs)

[0 Hepatitis marker(s) HBsAg

O ECG O Fecal Occult Blood

POST VASECTOMY
SEMEN ANALYSIS

Standing Order requests - expiry and frequency must be indicated

the Personal Information Protection Act of Brilish Columbia to provide
medical services. Our privacy policy Is available at www.lifelabs.com.
Use of this form implies consent for the use of de-identified patient data
and specimens for quality assurance purposas.

Date

Physician Signature T
Nl Ui,

MI# LOP-FO-012

D2350 {03111)






