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Independent Phlebotomy: Application for Agreement 

(Save this form prior to completing) 


	A. Supplier information 

	Active agreement with NSHA/IWK in place?
	□  Yes               □  No          

	Name of Supplier
(Business name)
	<Business name as registered with Registry of Joint  Companies or requestors name if single individual operating under own name >

	Business Owner 
Signing Authority
	<As registered with Registry of Joint Stock Companies>
	Company Registry #
	

	
	□  As above 
□  Other   ____________________________________________   
	
	

	Full Mailing address
	

	Phone #
	  
	Cell #
	
	Fax #
	

	Email address
	


	B. Operational Zone (please select all that apply): if unsure, refer to NSH website to identify zone. 

	□  Western Zone
	□  Eastern Zone
	□   Central Zone
	□  Northern Zone


	C. Supplier Location /Staffing <Complete a separate section “C” for each location>  

	Location (name)
	<e.g.  Lawton’s Drugstore, Home Collections>
	Location ID # (existing agreements only)
	

	Complete Address
	

	Location Contact 
	□  Business Owner (preferred): see contact information above



	
	□ Other: Provide Name, position, and complete contact info below.



	
	Phone #:                                     
	Cell #:

	
	Email: <Monitored email mandatory>

	Days of collection
	<Indicate days of  collection >

	Hours of collection
	<Indicate hours of collection>

	Requested Drop off Location  
	<subject to approval> 

	Long Term Care 
	Is this location an unlicensed Long Term Care facility?        □ YES   □ No
If Yes: Do you have > 6 nurse/LPN collectors?                                      □ YES   □ No   
                  If Yes:   a facility ID will be provided so a staff list is not required. 
                  If No:     provide staff list below as requested. 

	Staff names :Collection/packaging 

· Provide middle initial 
	Staff names :Collection/packaging 

· Provide middle initial 
	List all Couriers/Individuals involved in Transport 

	
	
	

	
	
	

	
	
	

	
	
	


<Copy and paste additional Supplier Location tables here if required (multiple locations).>
	Application  Submitted By:  

	Name: 
	Date:


Attach and email to IPOffice@nshealth.ca      
Need help? Contact IPOffice@nshealth.ca   
Save a copy for your records .          
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