West Nile Virus (WNV) Test Request Form/Public Health Report

The WNV testing will be performed upon completion of this form by ordering physician

Please note that all suspect cases need to be reported to Public Health Tel: 905-546-2063
Fax: 905-546-4078
Date of Request:   (YYYY/MM/DD) ______/_______/______

Reason for the test

· Pre-transplant screening
· Suspect WNV infection 
Specimen type

· Blood
· CSF
Patient Information

Name:     First: ________________            Last: __________________

Date of Birth: (YYYY/MM/DD) ______/____/____

City/Town of Residence: ___________________ Phone Number: ________________
Physician Information

Ordering Physician Name: _________________ Phone Number: _________________ 

Ordering Hospital ________________________

History of blood or organ recipient or donor

Pre-transplant Screen



Yes (

No (
Blood Recipient/Donor within the last 8 weeks
‭Yes (    
‭No (
Organ Recipient/Donor within the last 8 weeks
‭Yes (    
‭No (
Clinical Picture

First Symptom Onset Date: (YYYY/MM/DD) ________/_____/_______


Fever





Yes (

No (


Headache





Yes (

No (



Maculopapular Rash



Yes (

No (



Stiff Neck





Yes (  

No (



Change in Level of Consciousness

Yes ( 

No (



Muscle Weakness or Pain


Yes ( 

No (



Acute Flaccid Paralysis



Yes (

No (


Encephalitis/Meningitis



Yes (

No ( 



If you have questions, please contact the microbiology laboratory at 905 521 6021.

Please Fax completed form to microbiology lab:  905 521 6083









