
Please review the following:

3DWLHQWV� UHIHUUHG� WR� WKH�0LFKDHO�*��'H*URRWH� �0*'��3DLQ�&OLQLF�PXVW�KDYH�D�3ULPDU\�&DUH�3URYLGHU� �3&3���
ZKR�LV expected to play an active role in the treatment of their patient� :KHQ� FRPSOHWLQJ� WKLV� UHIHUUDO��
SOHDVH� LQFOXGH�all information in the form where indicated�� �0LVVLQJ� LQIRUPDWLRQ�ZLOO� UHVXOW� LQ� WULDJLQJ�DQG�
ERRNLQJ�GHOD\V�IRU�\RXU�SDWLHQW���

5HIHUUDOV� ZLOO� EH� UHYLHZHG� DQG� LI� DFFHSWHG� \RXU� SDWLHQW� PD\� UHFHLYH� D� PHGLFDO� FRQVXOWDWLRQ� IURP� D�
SK\VLFLDQ�QXUVH� SUDFWLWLRQHU� DV� ZHOO� DV� FRQVXOWDWLRQ� IURP� RWKHU� KHDOWKFDUH� SURYLGHUV� LQ� RXU� LQWHUSURIHVVLRQDO�
WHDP���

Initial beside each statement, if in agreement��

,�XQGHUVWDQG WKDW�0*'�SK\VLFLDQV�DQG�QXUVH�SUDFWLWLRQHUV ZLOO NOT WDNH RYHU SUHVFULELQJ  
controlled and or non-controlled substances IRU�P\�SDWLHQW��

,�XQGHUVWDQG�WKDW�LQ�FDVHV�ZKHUH�  controlled and or non-controlled substance LV LQLWLDWHG E\ 
WKH�0*'�3DLQ�&OLQLF��RQFH�VWDELOL]HG ������ PRQWKV�� WKH� SDWLHQW� ZLOO� EH� UHWXUQHG� WR KH 
3&3 IRU RQJRLQJ FDUH� including pharmacotherapy prescribing, with our continued support.

If not in agreement, please provide rationale: 

EXTERNAL REFERRAL FORM

For quick access to pain services, please consider the following: 

5HIHUUDO�WR�D�SDLQ�VSHFLDOLVW�YLD KWWSV���HFRQVXOWRQWDULR�FD WR�KDYH�SDLQ�UHODWHG�TXHVWLRQV� 
DQVZHUHG�ZLWKLQ�GD\V E\�D�SDLQ�VSHFLDOLVW��

Referral to IUHH�SDLQ�UHVRXUFHV��FRXUVHV��DQG�SHHU�VXSSRUW YLD KWWSV���SRZHURYHUSDLQ�FD

'HWHUPLQH�LI�\RXU�SDWLHQW�KDV�FRYHUDJH�IRU�SULYDWH�KHDOWK�EHQHILWV IRU�UHKDELOLWDWLRQ� 
WKHUDSLHV��H�J���SK\VLRWKHUDS\��RFFXSDWLRQDO�WKHUDS\��SV\FKRWKHUDS\��WR�KHOS�FRSH�ZLWK� 
WKHLU�FKURQLF�SDLQ�SUREOHP��

Date:Referrer Name: Patient Name:

REFERRAL INCOMPLETE WITHOUT SIGNATURE
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Referrer Signature:

https://econsultontario.ca
https://poweroverpain.ca


SECTION A - REFERRING PROVIDER INFORMATION

(0$,/�

PRIMARY CARE PROVIDER (PCP) INFORMATION (IF DIFFERENT THAN ABOVE) 

SECTION B - REFERRAL INFORMATION 

/HVV�WKDQ���PRQWKV DJR� ��� PRQWKV DJR 0RUH�WKDQ���PRQWKV DJR�

DOES THE PATIENT HAVE ACTIVE CANCER OR ARE THEY DEEMED PALLIATIVE?

DOES THE PATIENT HAVE ANY OF THE FOLLOWING PAIN CONDITIONS?:

&536� %DFN�3DLQ� /XPEDU 5DGLFXODU 3DLQ� &HUYLFDO�1HFN�3DLQ�

)$;�

3+21(�$''5(66� 

'2�<28�%(/21*�72�$�)$0,/<�+($/7+�7($0"

3&3�1$0(� 

3&3�3+21(�

3&3�/,&(16(�� 

3&3�)$;�

1(:�5()(55$/ 

5(�5()(55$/��PXVW�SURYLGH�UHDVRQ�EHORZ��

TREATMENT SOUGHT

,17(59(17,21��,I \HV� JR�WR section G on page 5�� 

0(',&$7,21�&2168/7$7,21

*5283 ('8&$7,21 (If yes - is the patient medically cleared to participate in exercise?  Yes

WHEN DID THE PAIN START?:

<HV

<HVIS THE PATIENT A CANADIAN ARMED FORCES VETERAN?:

<HV

HAS THE PATIENT HAD A WORKPLACE INJURY OR  
MOTOR VEHICLE ACCIDENT (MVA) IN THE PAST 5 YEARS?: <HV

Michael G. DeGroote Pain Clinic - McMaster University Medical Centre 
4th Floor Yellow Section 4V, 1200 Main St. West, Hamilton, ON  L8N 3Z5 

Phone:  (905) 521-2100, Ext. 44621  Fax:  905-577-8022   Website:  www.hhsc.ca/pain
PAGE 2

EXTERNAL REFERRAL FORM 
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SECTION D - CURRENT AND PAST TREATMENTS

&KLURSUDFWLF� 'LHWLWLDQ�� 2FFXSDWLRQDO 7KHUDS\� 3K\VLRWKHUDS\�

6RFLDO�:RUN�� 1DWXURSDWK�+RPHRSDWK�2VWHRSDWK�

,QWUD�DUWLFXODU�,QMHFWLRQV� ,QIXVLRQV� 1HUYH�%ORFNV

MEDICATION (***Please complete or ax list – f no information provided, referral will be ***) 

SECTION C - PATIENT DEMOGRAPHICS 

$FXSXQFWXUH� 

3V\FKRORJ\� 
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&XUUHQW   

EXTERNAL REFERRAL FORM 
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   PSYCHIATRIC DIAGNOSES

EXTERNAL REFERRAL EXTERNAL REFERRAL FORM FORM 

Insomnia

s c osis Sc i op renia

atin  Disorder

Depression 

An iet  Disorder 

osttraumatic Stress Disorder

ipo ar Disorder

ersona it  Disorder

Su stance se Disorder 

Autism Spectrum Disorder

A co o

pioids

anna is

t er
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