'Afiya

SPINE & PAIN INSTITUTE

REFERRAL FORM Fax completed referral forms to 416-641-4520.

For questions call us at 416-413-7999 or

email us at info@afiyaclinictoronto.com
PATIENT INFORMATION

Name: OHIP:
Date of Birth: Phone:
Address: Email:

PROVIDER INFORMATION

Referring Provider: Billing Number:
Fax/Email:

Phone:

Primary Care Provider:

REASON FOR REFERRAL Active WSIB Claim: |:|

Location of Pain:
Referral Pattern:
Duration of Pain:
Clinical Summary:

TYPE OF ASSESSMENT

Urgent Assessment: |:| Reason:

First Available Pain Physician: |:|

Specific Pain Physician:

Sports Medicine: |:| Physiatry: |:| Comprehensive Pain Consult: |:| Specific Procedure: |:|

Interventional Pain Referral: |:| Spasticity Management: |:| Pain Psychiatry & Psychology: |:|

ALL REFERRALS NEED TO INCLUDE THE SPECIFIC IMAGING AS LISTED BELOW:
PLEASE ATTACH THE FOLLOWING:

ALL PREVIOUS RELEVANT IMAGING (MRI, CT, US, X-Ray)
REPORTS FOR PATIENT WITHIN THE LAST TWO YEARS.

BaseLINE ECG IF REQUESTING INFUSION THERAPY.

AFIYA Spine & Pain Clinic
301-15 Wellesley St W, Toronto, M4Y 0G7
www.AfiyaPainClinicToronto.com
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