ColonCancerCheck

To ensure your test results are accurate and avoid having to repeat the test,
please follow these instructions and also those you find inside the Kkit.
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Put the test card inside
FOIL envelope and seal it.

Please do not include the
sticks that you used to do the
stool collection. Dispose of
these sticks in a waste bin.

Put the FOIL envelope and
the completed LABORATORY
FORM in the envelope that

came with your test kit. Seal

envelope

and mail it
right away
or deliver
it promptly
to your
Community
Laboratory

Collection
Centre.




How to complete your Laboratory Form
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1 hereby certify the tests ordered are not for registered in or
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Note: r are for cytology, histology / pathology and fests performed by Public Health Laboratory
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For more information on the program go to:

ontario.ca/coloncancercheck
or call: 1-866-410-5853, (TTY 1-800-387-5559)
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Fields highlighted in YELLOW
indicate required patient
identification information that
must be included on

the form.

Fields highlighted in RED
indicate required Health Care
Provider information that
must be included on the form.

Health Number: Write your
complete health card number
in this space.

Date of Birth: Write your date
of birth using the format of
Year/Month/Day.

Patient’s Address: Include your
complete mailing address with
street, city & postal code. You must
complete this correctly so your test
results can be mailed to you.

FOBT Checkbox: This is the
ONLY test that can be checked off
on the laboratory form. No other
tests can be ordered on this form.

Your Health Care Provider’s
signature and the date the test was
ordered must appear on the form.




