
Pain Management Consultation Referral Form 

Physician Info 

Reason for Referral Please Check Applicable Items

SPECIFIC INTERVENTION:  Nerve Blocks      PRP     Ketamine Infusion    Prolotherapy      RFA
REFERRED FOR: Pain Management      Self-management Pain Education

Medical Cannabis Program       Treatment u/ Fluoroscopy

Medical Information & History   Does the patient use narcotics? Yes         No 

 

Patient Info   New Patient      Re-referral 

Important Note 

6 Finch Avenue West, North York, ON M2N6L1 
Tel: (416) 250-7171 Fax: (416) 250-0323 

Email: recep�on@tpclinic.com 

Dr.*:    CPSO#*:   Billing #*:  Speciality: 

Address*:  Phone*: Fax*:

City*: ON  Postal Code*: 
 

Do you belong to a:    FHO  FHT  FHG  CCM  OTHER: 

Pain History: 

Physical Examination Findings: 

Investigations and Consultations: 

Previous Pain Related Procedures: 

Name*:   DOB*:    Gender: M     F   Other  

Address*:  Phone*:

City*: ON  Postal Code*:  Health Card #*: 
 

 Headache  Neck Pain  Shoulder Pain  Back Pain  Knee Pain       Fibromyalgia
 CRPS/RSD       Neuropathic Pain    MVA-related      Radiculopathy  Persistent Post Surgical Pain

Please provide all pertinent medical records, 
including Medication(s) List, MRI, CT, X-RAY, 
NCS/EMG, Bone Scan, Lab reports (CBC, INR, PTT), 
relevant consultations, or prior treatments. If the 
patient doesn't have these records, please arrange 
for them to be completed while waiting for their 
appointment. 

Toronto Poly Clinic will not assume 
sole responsibility for prescriptions. 

As the most responsible physician, by signing the below, I 
agree to continue the patient's prescription and primary care 
once the patient is stable and under the care by Toronto Poly 
Clinic.

Physician Signature Date 

,

,
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