Tool 10: BCCDC Virology Requisition (Sample)

Instructions:

Virology Lachrﬁ:\tory
655 WEST 12
VANCOUVER, BC V52

3. Inform your MHO/PH contact

AVENUE

4R4

1. Enclose completed requisition(s) with the specimen(s) and ship to BCCDC.
BCCDC: Public Health Laboratory

Tel: 604-707-2623
Fax: 604-707-2605

2. A maximum of six specimens are accepted per outbreak (avoid submissions over multiple days).

Cn: Public Health Laboratory

655 West 1 2th Avenue,

Varcouver. BC V5Z 4R Virology Requisition
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