Laboratory
Medicine

Ship to:
Toronto General Hospital
Division of Anatomic Pathology, Laboratory

Tumour Biomarker Requisition

Patient Demographics

. Surname:

Medicine Program
200 Elizabeth St. Room E11-444 First Name:
Toronto, ON :
M5G 2C4 DOB:

MRN:
Material Acceptance Criteria: Health Card:
¢ Formalin Fixed Paraffin Embedded Tissue

e Labelled with two patient Identifiers Address:

e Requisition completed entirely City/Province:
NOTE: Materials that have been tested but are | Postal Code:
deemed unsuitable for release by the
laboratory will not be returned to the submitting
physician.

Requesting Pathologist

Surname: First Name:
Phone: Fax:
Physician OHIP Number: Email:

E-mail: Hospital/Institution:
Address: City/Province:
Postal Code:

Specimen Information

Specimen Number:

Number of Blocks Sent: Block ID:

Number of Slides Sent: Slide ID:

Additional Material Sent:

Specimen Processing Information (Mandatory)

Fixative Used: O 10% Neutral Buffered O Other (specific fixative):
Formalin
Fixation O <6 Hours O 6-48 Hours O 48-72 O >72hours O Unspecified
Duration Hours
Cold Ischemic O >1hour O <1 hour O Unspecified
Time

Comprehensive Biomarker Testing Indication Linked Here



https://www.cancercareontario.ca/en/guidelines-advice/treatment-modality/pathology-laboratory-testing/genetic-testing-resources/comprehensive-cancer-biomarker-testing-program

Tumour Biomarker Testing

Bladder/Urothelial
O MLH1, MSH2, MSH6, PMS2

Breast
O ER/PR
O Her2
O PD-L1
O Ki-67

Cervix
O HPV
O PD-L1

Cholangiocarcinoma
0O MLH1, MSH2, MSH6, PMS2

Colorectal
O MLH1, MSH2, MSH6, PMS2

Endometrium
O Her2
O p53, ER, PR
O MLH1, MSH2, MSH6, PMS2

Head and Neck

o PD-L1
O EBER
o HPV

O SMARCA4, SMARCBH1
Paraganglioma
0 SDHB

NTRK Testing
0 Pan-TRK

Uveal Melanoma
O MLH1, MSH2, MSH6, PMS2

Ov
MLH1, MSH2, MSH6, PMS2
p53, WT1

FOLR-1

PD-L1

Dm
oo 3

Pancreas
O MLH1, MSH2, MSH6, PMS2

Penile
O HPV

Sebaceous Skin Tumours
O MLH1, MSH2, MSH6, PMS2

Small Bowel
O MLH1, MSH2, MSH6, PMS2

Gastrointestinal Stromal
Tumours
O SDHB

Stomach
O EBER

Stomach/Esophagus
0O  MLHA1, MSH2, MSH6, PMS2
O Her2
0 PD-L1
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