BURLINGTON PAIN CARE
1960 Appleby Line, Suite 24

Burlington, Ontario L7L 0B7 

Phone (905)315-8802, Fax (905) 315- 9924
	Dr. Michael Boucher, MD, CCFP, Dip (CAPM)
	Dr. M. Cooper, MD, CCFP, CAPM

	Dr. Geoffrey Purdell-Lewis, MD, FRCPC
	Dr. T. Basford, MD, CCFP

	Dr. Sangita Sharma, MD, FRCP, Dip (CAPM)
	

	Dr. A. Rabinovich, BSc, MD, FRCSC, Orthopaedic Surgeon


----------------------------------------------------------------------------------------------------------------------------
REFERRAL FORM Kindly complete the following and return by FAX
Date of Referral: _______________________________ Physician Number: ___________________________
Referred by: Dr.________________________________ Physician Signature: __________________________

Address: _______________________________ City: ________________ Prov.: _____  Post Code: _________

Telephone: __________________ Fax: _____________________ Email: ______________________________
PATIENT INFORMATION

Name: ____________________________________________________________________________________
                    First                                                          Middle                                                                Last

Address: __________________________________________________________________________________
                      Street                                                                      City                                                  Prov.                               Postal code

Telephone: ________________________________________________________________________________

                            Home                                                     Bus.                                                  Ext.                                   

D.O.B: ______/_______/___________ HCN: ____________________________ Version code: ____________

                  dd/mm/year

WSIB:  YES       NO            WSIB FILE NO:                                 MVA:  YES    NO   Please circle appropriate response
PATIENT CLINICAL INFORMATION

Reason for referral and relevant findings: ________________________________________________________
__________________________________________________________________________________________

Present prescribed medications and treatments: ____________________________________________________ _________________________________________________________________________________________

_________________________________________________________________________________________

***Please submit the Patient Cumulative Profile (CPP) along with the following results:***
Previous pertinent diagnostic tests/assessments, reports, results and consultation reports/letters:

	· Lab Results (Only those deemed pertinent)
	· Ultrasound

	· X-rays
	· Nuclear scans

	· CT Scans
	· Psychological assessment

	· MRI
	· Other(s)


BOOKINGS WILL NOT BE MADE IF THE REFERRAL DOCUMENTATION IS NOT COMPLETE OR SIGNED BY THE REFERRING PHYSICIAN
We will confirm the appointment time and date with the patient.  Please advise your patient that failure to attend without 24 hours notice may result in a cancellation charge of $100.00, similarly, failure to attend follow-up appointments without 24 hours notice may result in a cancellation charge of $50.00, with discharge for repeat cancellations or failure to attend multiple appointments. 
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