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C A R D I O - P L U S  R E Q U I S I T I O N   
 
 

CDL Id :    ____________________________ Date: ________________________      Language of report 

Physic ian’s name:  ______________________________________________________________ 

Clinic  (if app lic ab le)  ______________________________________________________________ 

Patient’ s name:   ______________________________________________________________ 

Date of b irth:    ____________________________ 

Med ic are #:   ______________________________________________________________ 

Address:   ______________________________________________________________   

Telephone #:   (________) ___________________ 
A N A LYSES 

 O T H ER  S ER V I C ES  A V A IL AB L E  

 C o m p le te  Plus Pro fi le   (CPP) 
[ 18 b ioc hemistry c omponents, Comp lete b lood  c ount, 
Urina lysis, Ca rd io-Plus p rofile ] 
Pa tient should  be fasting  for 12 hours 

  24 hour Ambula tory Blood  Pressure Monitoring 1
 

  Holter Monitoring 1 
  Ec hoc a rd iog ram 1,2 

 C a rd io  Plus Pro fi le   (CARD) 
[ Persona lized  report, LDL & HDL Cholesterol, Trig lic erides, 
Gluc ose ] 
Pa tient should  be fasting  for 12 hours 

  Elec troc a rd iogra m 
  
  
  

O PTIO N A L A N A LYSES 
  

 Apolipop rotein A1 (APOA)   

 Apolipop rotein B (APOB)  1) Servic e only ava ilab le by appointment a t CDL Ca rd iology 514.731.4912 

 Chylomyc rons (CHYL)  2) CDL Clinix requisition required . 
 Homoc ystein (HCYS)   

 High Sensitivity C-reac tive Protein (CRPHS)   

 Troponin T (TROPHS)   

 CK (CK)   

 CK-MB (CKMB)   

 

                                 

 C l i n i c a l  i n f o r m a t i o n s  ( M A N D A T O R Y )  
 
1. Is pa tient a  smoker ?  Yes  No (da te stopped : __________________) 

2. Is pa tient d iabetic  ?  Yes  No 

3. Does the patient have a  history of hea rt d isease?  Yes  No 
4. Does the patient have 1st degree rela tives with c a rd iac  history?   
    (1st degree rela tive = Mother, Fa ther, Child , Sib ling) 

 Yes 
 

 No 
 

5. Wha t is the patient’ s height? __________________  meters   feet 

6. Wha t is the patient’ s weight? __________________  kilograms  pounds 

7. Wha t is the patient’ s wa ist size? __________________  centimeters  inc hes 

8. Wha t is the patient’ s b lood pressure? ________/ _________ mmHg 
 

9. Is the pa tient taking any antihypertensive med ic ine? 

 

 

 

 No 

 

If yes, name the med ic ation: ____________  

________________________________________ 

________________________________________ 

*** A personalized report will be generated only if all questions are answered *** 
*** A report of results will be sent 24 hours fo llowing  the receip t of this form *** 

Other  CDL specimen acquis i t ion cen ters  
 
Downtown Montreal 
666, Sherbrooke West street, suite 1900 
Tel: 514 982.9696 
 
West-Island 
12774, Gouin West boulevard, suite 30 
Tel : 514 684-8460 ext. 211 

For laboratory use only y y y y     /    m m    /      d d   

y y y y     /    m m     /      d d   

 

 
 
 English 
 French 
 

5990 Côte-des-Neiges, Mtl, (Qc)  H3S 1Z5 
Tel: 514 344.8022     Fax: 514 344.8024 
E-Mail: service@cdllabs.com 
Monday to Friday from 8am to 8pm 
Sunday from 9am to 3pm 
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