
Date Specimen Obtained:

Medical Record Number (MRN)

CYTOLOGY AND HPV REQUEST FORM (2023)
Provincial Clinical Laboratory

Address for Non-PEI Residents Required

Name:

Street:

City:

Postal Code/Zip:

Prov./State:

Payment Responsibility
WCB        DVA DND         RCMP         Self Pay Canadian          Self Pay Non-Canadian

Provincial Medicare # exp. date:

Queen Elizabeth Hospital, Charlottetown, PEI
Phone: (902) 894-2300   Fax: (902) 894-2385

Location Copies to ( Fax # required for out of province providers) Copy to
Cervical Cancer Screening Program

DOB: YYYY-MMM-DD Sex

101038.0002(03-2023)


