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1.         Requirements
•         Prior to requesting testing from the OOC/OOP PA program, ensure that a similar panel test has not been performed for the patient within the past three years.
•         Applications must include:
○         a copy of the checklist below with sections 2 to 6  inclusive completed,
○         a copy of a consultation and/or other clinical notes documenting that the patient meets the criteria in section 4 below, and
○         the laboratory requisition form with the clinical features section completed.
2. Patient Name
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2.         Patient Name
The patient must be 70 years of age or younger at onset of symptoms. If you have any questions, contact the ministry at outofcountrylabsgenetics@ontario.ca or call the toll-free line 1-844-648-7944.
3. Prior Testing
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3.         Prior Testing
One of the prior testing criteria must be selected (i.e., 3.1, 3.2 or 3.3). If either criteria 3.1 or 3.2 is selected, please attach test results in Section 6.1.
Prior Testing Criteria Description
Physician’s Selection *
3.1 The patient has one or more of the following: 
•         Brisk knee reflexes
•         Upgoing toes
•         Clonus, and 
•         Hereditary Spastic Paraplegia Panel has been completed first with no causative variants found prior to consideration of hereditary ataxia testing.
3.2 The patient has multisystem involvement and the following testing has been completed:
•         Whole exome sequencing (at Genome-wide Sequencing Ontario), or
•         mtDNA and/or nuclear encoded mitochondrial gene panel (at NSO) testing if mitochondrial disease is felt to be likely.
3.3 Neither 3.1 or 3.2 are applicable.
4. Clinical Criteria
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4.         Clinical Criteria
The patient must meet criterion 4.1, as well as either criteria 4.2 or 4.3.  Please select one criterion that pertains to your patient and attach test results in Section 6.2.
Clinical Criteria Description 
Physician’s Selection *
4.1 Patient must be 70 years of age or younger at onset of symptoms. *
4.2 MRI has been completed, and the patient has cerebellar atrophy on MRI and/or a strong family history of SCA and two or more of the following:
•         scanning speech
•         nystagmus or abnormal saccades
•         dysmetria on finger to nose or heel-shin
•         impaired tandem gait (not positive Romberg).
4.3 MRI has been completed, and the patient has no cerebellar atrophy on MRI but shows three or more of the following, with common acquired disorders ruled out:
•         scanning speech
•         nystagmus or abnormal saccades
•         dysmetria on finger to nose or heel-shin
•         impaired tandem gait (not positive Romberg).
5. Tests eligible to request through the OOC/OOP PA Program
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5.         Tests Eligible to Request Through the OOC/OOP PA Program
One of the test eligibility criteria must be selected (i.e., 5.1, 5.2 or 5.3). Please select one criterion that pertains to your patient and attach test results in Section 6.3.
Test Eligibility Criteria Description
Physician’s Selection *
5.1 Family history with one or more affected relative in a pattern consistent with autosomal dominant ataxia:       
Ontario Spinocerebellar Ataxia (SCA) and Dentatorubral-pallidoluysian atrophy (DRPLA) Panels testing has been completed and no causative variants have been found. The following test will be approved:
•         SCA10 + 12 expansion testing with reflex to ataxia NGS panel if negative.
5.2 Family history with parental consanguinity, or one or more affected relative(s) in a pattern consistent with autosomal recessive, x-linked recessive, or mitochondrial ataxia:
Ontario Friedrich’s Ataxia (FA), POLG, mtDNA sequencing testing has been completed and no causative variants have been found.  Acquired causes have been considered and are felt to be unlikely. The following test will be approved:
•         An ataxia NGS panel without nucleotide expansions.
5.3 No family history of ataxia:
•         Acquired causes have been considered and are felt to be unlikely. For example, testing for:
○         Vitamin B12 deficiency, LDL cholesterol, lactate
○         Evaluation for paraneoplastic/antibody mediated ataxia syndromes (e.g., anti-TPO, anti-GAD-65, anti-transglutaminase antibodies)
•         Ontario testing to be completed first:
○         Spinocerebellar Ataxia (SCA) and Dentatorubral-pallidoluysian atrophy (DRPLA) Panels
○         Friedrich’s Ataxia (FA), POLG, mtDNA sequencing
•         If no causative variants found, then the following test will be approved:
○         An ataxia NGS panel without nucleotide expansions.
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6.         Supporting Documents
You are required to provide the following supporting documents:
•         a copy of prior testing results if criteria 3.1 or 3.2 is selected
•         a copy of MRI results if criteria 4.2 or 4.3 is selected 
•         a copy of Ontario testing results if criteria 5.1, 5.2 or 5.3 is selected
•         a copy of a consultation and/or other clinical notes documenting that the patient meets the criteria in section 4, and
•         the laboratory requisition form with the clinical features section completed
To attach supporting documents, click the "Add File" button. Most common file types (e.g., Word, PDF, JPEG files) are acceptable excluding video or audio files due to their file size. The total file size of all attachments is limited to 8 MB.
Required Documents
Comments
File Name *
Prior Testing Related Results (Section 3) *
7. Declarations and Signatures
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7.         Declarations and Signatures
By signing this checklist below, each Ontario physician named below confirms that:
•         The information provided in this checklist is true, correct, and complete
•         It is an offence under subsection 43(3) of the Health Insurance Act to give information that the physician knew or ought to have known is false in an application to the General Manager
•         In the case of the physician specialist named below, the physician meets the following criteria:
○         the physician treats the medical condition(s) described in this checklist; and
○         the physician holds one of the appropriate certifications to qualify as a “specialist” as defined in Ontario’s Schedule of Benefits for Physician Services (please refer to the “Definitions” section under the General Preamble).
Instructions
•         Where the Ontario physician submitting the OOC/OOP PA Program application meets the qualifications for an Ontario specialist set out in the declarations above, then the physician shall enter their name twice below (can select checkbox for Same as Physician Signature)
•         Where the Ontario physician submitting the OOC/OOP PA Program application does not meet qualifications for an Ontario specialist set out in the declarations above, then the physician shall enter their name beside “Physician Name” and the specialist who was consulted on the application shall enter their name beside “Specialist Name”.
Physician Signature
By typing your name into the signature field, you agree that you are signing this form electronically and that your electronic signature is the legal equivalent of your manual signature on this form.
Specialist Signature
By typing your name into the signature field, you agree that you are signing this form electronically and that your electronic signature is the legal equivalent of your manual signature on this form.
8. About this document
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8.         About this document
Authored By: Ministry of Health, Health Programs and Delivery Division, Laboratories and Diagnostics Branch
Version Number: 1.0
Last Updated: July 2023
Note: This document is technical in nature and is available in English only due to its limited targeted audience. This publication has been exempted from translation under the French Language Services Act.
Remarque: Ce document est de nature technique et est disponible en anglais uniquement en raison de son public cible limité. Ce document a été exempté de la traduction en vertu de la Loi sur les services en français. 
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