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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 5 inclusive completed,
○         a copy of a consultation and/or other clinical notes documenting that the patient meets the criteria in section 3 below, and
○         the laboratory requisition form with the clinical features section completed.
2. Patient Name
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2.         Patient Information
Last Name *
First Name *
Date of Birth (yyyy/mm//dd) *
3. Clinical Criteria
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3.         Clinical Criteria
According to best available evidence, current Ontario clinical practice, and medical expert opinion, funding for Hereditary Lymphoid Malignancy/Immunodeficiency Predisposition (HLMP) panels should only be considered if the result of the test may guide patient management decisions.
Ordering HLMP panels for the purpose of patient or family surveillance would not result in any actionable preventative measures, screening tests, or associated interventions. At this time in Ontario, surveillance testing with this panel is not considered a standard of care in the clinical management of myeloma or lymphoma. All necessary diagnostic tests that are considered standard of care for lymphoma and myeloma patients are available and performed in Ontario.
Indicate whether the following criteria applies: 
Is the HLMP panel being ordered for the purpose of allogeneic hematopoietic stem cell transplant or solid organ transplant donor selection where the donor may be a relative? * 
Patient does not qualify for this testing. Funding for HLMP panels is considered if the result of the test may guide patient management decisions. Should you have any questions, please email Outofcountrylabsgenetics@ontario.ca or call the toll-free line 1-844-648-7944.
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4.         Supporting Documents
You are required to provide the following supporting documents:
•         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 *
Consultation and/or Clinical Notes *
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5.         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.
6. About this document
0,0,0
normal
runScript
xfa.form.form1.variables.oUtility.goBookMark(xfa.form.form1.page1.body.section6.sectionHeader.somExpression)
6.         About this document
Authored By: Ministry of Health, Health Programs and Delivery Division, Laboratories and Diagnostics Branch
Version Number: 1.0
Last Updated: August 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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Item 4.1
4.1 Consultation and/or Clinical Notes. Comments.
4.1 Consultation and/or Clinical Notes. Add File.
4.1 Consultation and/or Clinical Notes. Delete File.
4.1 Consultation and/or Clinical Notes. File Name. This field is mandatory.
Item 4.2
4.2 Lab Requisition Form. Comments.
4.2 Lab Requisition Form. Add File.
4.2 Lab Requisition Form. Delete File.
4.2 Lab Requisition Form. File Name. This field is mandatory.
Section 5. Physician Signature. Date (yyyy/mm/dd). This field is mandatory. Enter date in format: year: 4 digits, month: 2 digits, day: 2 digits. Or select date from the drop down calendar (press down arrow to open the calendar, use the arrow keys to navigate by keyboard)
Section 5. Specialist Signature. Date (yyyy/mm/dd). This field is mandatory. Enter date in format: year: 4 digits, month: 2 digits, day: 2 digits. Or select date from the drop down calendar (press down arrow to open the calendar, use the arrow keys to navigate by keyboard)
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