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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�
SHUPDQHQWO\�IRU�P\�SDWLHQW��

,�XQGHUVWDQG�WKDW�LQ�FDVHV�ZKHUH�WUHDWPHQW�LV�LQLWLDWHG�E\�WKH�0*'�3DLQ�&OLQLF��RQFH�VWDELOL]HG�
������ PRQWKV�� WKH� SDWLHQW� ZLOO� EH� UHWXUQHG� WR� WKH� 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��

5HIHUUDO�WR 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

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�
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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

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
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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(SLGXUDO

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

SECTION C - PATIENT DEMOGRAPHICS 
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   PSYCHIATRIC DIAGNOSES
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Patient Self Report Package 
FIRST NAME:       MIDDLE NAME:       

LAST NAME:       PREFERRED NAME:       

SEX:    Male     Female   GENDER:  Man     Woman   Specify:       PRONOUNS:       

DOB:       /       /       
             dd    /   mm   /   yyyy 

HEIGHT:       WEIGHT:       

Ethnic Background/Race: 
      

Languages Spoken:                    Interpreter Required 
 English           French       Other:       

Religious Background 

 Atheist                  Agnostic   Buddhist               Christian à Denomination       
 Hindu                    Jewish       Muslim                 Sikh                  Other:       

Marital Status 

 Common Law/Partner          Divorced        Legally Separated     Married  
 Significant Other                    Single             Unknown                   Widowed     Other:       

Highest Education Level 

 Elementary school                 Some high school                 High school diploma/GED    
 Some college or university   College degree                      Bachelor’s Degree             Masters Degree          

 Ph.D.                                         Professional Degree (e.g. MD, DDS, JD, PharmD) 

Employment Status (Check all that apply) 
 Never employed              Student                   Part time                 Full Time                      Self-employed             

 Retired                               CPP/Disability        ODSP                       Ontario Works            WSIB      
 Short term disability        Long term disability                                    Other:       

If you were employed, or currently employed, please describe your job and how many years you have worked: 

      

Who do you live with? (Check all that apply) 

 Live alone                      Spouse/Partner             Child(ren)    Parent(s)        Grandparent(s)       

 Grandchild(ren)            Roommate/friend        Pet(s)            Other:       

What type of residence do you live in? 

 Single floor house/Townhouse/Condo             Multistory House/Townhouse/Duplex      

 Multistory Apartment/Condo Building à Does this building have an elevator?       Yes      No 
 Other:       

Please describe any family history of medical conditions: 

Mother:       Father:       

Maternal Grandmother:       Paternal Grandmother:       

Maternal Grandfather:       Paternal Grandfather:       

Sister(s):  Brother(s): 
 

Aunts: Uncles: 

Children: 
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What pain and other symptoms are you experiencing? 
 Numbness 
 Weakness 
 Swelling 

 Stiffness 
 Hot-Burning  
 Dull 

 Tender 
 Shooting 
 Aching/Throbbing  

 Sharp/Stabbing 
 Cramping 
 Itching

 
 Other (please explain):       

 
Which of the above symptoms is the worst?       
 
Where do you have the most pain?       
 
When did your pain symptoms start?       
 
Did your pain symptoms start  suddenly or   gradually? 
 
What caused your pain problem(s)?   

 Work Accident/Injury   
 Motor Vehicle Collison  
 Fall 
 Disease related (please explain):       

 After Surgery    
 Unknown 
 Other (please explain):       

 
What makes your symptoms worse? 

 Lying in Bed  
 Standing   
 Walking   
 Sitting   

 Driving  
 Squatting   
 Kneeling  
 Bending  

 Stairs   
 Pushing/Pulling  
 Getting out of 

bed/chair 

 Lifting  
 Sports/Exercise   
 Stress  
 Weather 

 Other (please explain):       
 
What makes your symptoms better? 

 Ice  
 Heat 
 Elevation 
 Massage 
 Acupuncture 
 TENS   

 Inophoresis 
 Physiotherapy  
 Occupational Therapy 
 Yoga 
 Chiropractor 
 Osteopath 

 Braces/Splints 
 Naturopath/Herbal 
 Psychotherapy/Counselling 
 Meditation/Mindfulness 
 Prayer/Spirituality 

 Medications:       
  Other:       

 
Please list any allergies:       
 
List any other medical issues you have, besides pain:       
 
List any other medical surgeries/procedures/injections you have had in the past and when:       
 
Sleep 
 
Do you have difficulty falling asleep?      Never  Rarely  Sometimes  Every Night 

If so, how long does it take you to get to sleep?       
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Do you have difficulty staying asleep?    Never  Rarely  Sometimes  Every Night 
 If so, what causes you to wake up?       
 How often do you wake up per night?       
 
Do you use a CPAP machine for sleep apnea?   NA    Never    Rarely    Sometimes    Every Night 
 
Stop-Bang Questionnaire 
 

Yes    No Snoring Do you Snore Loudly (loud enough to be heard through closed doors or your bed-
partner elbows you for snoring at night)? 

Yes    No Tired Do you often feel Tired, Fatigued, or Sleepy during the daytime (such as falling 
asleep during driving or talking to someone)? 

Yes    No Observed Has anyone Observed you Stop Breathing or Choking/Gasping during your 
sleep? 

Yes    No Pressure Do you have or are being treated for High Blood Pressure ? 
Yes    No BMI Body mass index > 35 (for office use) 
Yes    No Age Are you older than 50? 
Yes    No Neck Is your neck size large (shirt collar 16 in or 40 cm or larger) 
Yes    No Gender Are you male? 

 
For office use:  
OSA - Low Risk : Yes to 0 - 2 questions 
OSA - Intermediate Risk : Yes to 3 - 4 questions 
OSA - High Risk : Yes to 5 - 8 questions 
or Yes to 2 or more of 4 STOP questions + male gender 
or Yes to 2 or more of 4 STOP questions + BMI > 35kg/m2 
or Yes to 2 or more of 4 STOP questions + neck circumference 16 inches / 40cm  
 
Social History 
 
Do you drink alcohol ?  Yes   No 
 If so, how many drinks per week do you drink?       
 What is the most you would drink in one day?       
 
Do you drink caffeine (coffee, tea, cola, energy drinks) ?   Yes   No 
 If so, how many cups/drinks per day?       
 
Do you smoke tobacco?  

 Yes, currently  à  How many cigarettes/day       for       years 
 No, but I used toà How many cigarettes/day       for       years.  I quit       years ago  
 No, but I vape tobacco 
 Never 

 
Do you use cannabis? 

 No 
 Yes, recreational use  

  Yes, medical use  
 If you said yes, how do you consume cannabis:  Smoke  Vape  Oral  Topical 
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 What type of cannabis do you use? :  Mainly THC  Mainly CBD  A balance of CBD/THC 
 
Do you use illicit drugs?   Yes, often  Yes, but rarely   No, but in the past I did   Never 
 
What illicit drug did you/do you use?       
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PDQ 

How would you assess your pain now, at this moment? 
 

0     1     2    3     4    5    6    7    8    9    10 

Please mark your main area of pain 

5. Does your pain radiate to other regions of your body? 
 

  Yes - draw the direction where the pain radiates to 
 

  No 

How strong was the strongest pain during the past 4 weeks? 
 

0     1     2    3     4    5    6    7    8    9    10 
How strong was the pain during the past 4 weeks on average? 

 

0     1     2    3     4    5    6    7    8    9    10 
Mark the picture that best describe the course of your pain 

1. Persistent pain with slight 
fluctuations  

 
2. Persistent pain with pain 

attacks  
 

3. Pain attacks without pain 
between them  

 

4. Pain attacks with pain between 
them  

 

 Never Hardly 
Noticed Slightly Moderately Strongly Very 

Strongly 
Do you suffer from a burning sensation 
(e.g., like stinging nettles) in the 
marked areas? 

      

Do you have a tingling or prickling 
sensation in the area of your pain (like 
crawling ants or electrical tingling)? 

      

Is light touching (with clothing, or a 
blanket) in this area painful?       

Do you have sudden pain attacks in the 
area of your pain, like electric shocks?       

Is cold or heat (bath water) in this area 
occasionally painful?       

Do you suffer from a sensation of 
numbness in the areas that you 
marked? 

      

Does slight pressure in this area, e.g., 
with a finger, trigger pain?       

FOR OFFICE CODING 
x 0 = x 1 = x 2 = x 3 = x 4 = x 5 = 

 SUBTOTAL  

-1 IF IMAGE 2 MARKED; +1 IF IMAGE 3 OR 4 MARKED; +2 IF YES TO RADIATING PAINS FINAL  
NOCICEPTIVE – 0-12;   UNCLEAR/MIXED – 13-18;    NEUROPATHIC (>90% LIKELIHOOD) – 19-38 

Development/Reference: R. Freynhagen, R. Baron, U. Gockel, T.R. Tölle / Curr Med Res Opin, Vol.22, No. 10 (2006) 
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PHQ-4 

 
Over the last 2 weeks, how often have you been bothered by the following problems? 
 

  Not at all Several Days More than 
half the days 

Nearly every 
day 

 

1 Feeling nervous, anxious or on 
edge 0 1 2 3 

2 Not being able to stop or 
control worrying 0 1 2 3 

3 Little interest or pleasure in 
doing things 0 1 2 3 

4 Feeling down, depressed, or 
hopeless 0 1 2 3 

FOR OFFICE CODING - TOTAL 
     

Development/Reference: Kroenke K, Spitzer RL, Williams JB, Löwe B. An ultra-brief screening scale for anxiety and depression: the PHQ-4. 
Psychosomatics. 2009;50(6):613-21. From Principles of Neuropathic Pain Assessment and Management, November 2011. 
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PDI 
The rating scales below are designed to measure the degree to which aspects of your life are disrupted by chronic pain. In other 
words, we would like to know how much pain is preventing you from doing what you would normally do or from doing it as well as 
you normally would. Respond to each category indicating the overall impact of pain in your life, not just when pain is at its worst.  
 
For each of the 7 categories of life activity listed, please circle the number on the scale that describes the level of disability you 
typically experience. A score of 0 means no disability at all, and a score of 10 signifies that all of the activities in which you would 
normally be involved have been totally disrupted or prevented by your pain. 

 No  
Disability 

 Worst 
Disability 

 

Family/Home Responsibilities:  
This category refers to activities of the home or family. It 
includes chores or duties performed around the house (e.g. 
yard work) and errands or favors for other family members 
(e.g. driving the children to school). 

0    1     2    3   4    5    6    7    8    9   10 

 

Recreation:  
This disability includes hobbies, sports, and other similar 
leisure time activities. 

0    1     2    3   4    5    6    7    8    9   10 
 

Social Activity:  
This category refers to activities, which involve participation 
with friends and acquaintances other than family members. 
It includes parties, theater, concerts, dining out, and other 
social functions. 

0    1     2    3   4    5    6    7    8    9   10 

 

Occupation:  
This category refers to activities that are part of or directly 
related to one’s job. This includes non-paying jobs as well, 
such as that of a housewife or volunteer.  

0    1     2    3   4    5    6    7    8    9   10 

 

Sexual Behavior:  
This category refers to the frequency and quality of one’s 
sex life.  

0    1     2    3   4    5    6    7    8    9   10 
 

Self Care:  
This category includes activities, which involve personal 
maintenance and independent daily living (e.g. taking a 
shower, driving, getting dressed, etc.)  

0    1     2    3   4    5    6    7    8    9   10 

 

Life-Support Activities:  
This category refers to basic life supporting behaviors such 
as eating, sleeping and breathing.  

0    1     2    3   4    5    6    7    8    9   10 
 

FOR OFFICE CODING - TOTAL 
 

 
References: Chibnall JT Tait RC. The Pain Disability Index: Factor Structure and Normative Data. Arch Phys Med Rehabil. 1994; 75: 1082-1086. 

Pollard CA. Preliminary validity study of the pain disability index. Perceptual and Motor Skills. 1984; 59: 974. Tait RC Chibnall JT Krause S. The pain 
disability index: psychometric properties. Pain. 1990; 40: 171-182. 
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TSK 
Please read each of the following statements and  

circle the number that better represents your feelings 
  Strongly 

Disagree 
Somewhat 
Disagree 

Somewhat 
Agree 

Strongly 
Agree 

 

1 I’m afraid that I might injure myself if I 
exercise 1 2 3 4 

2 If I were to try to overcome it, my pain would 
increase 1 2 3 4 

3 My body is telling me I have something 
dangerously wrong 1 2 3 4 

4 People aren’t taking my medical condition 
seriously enough 1 2 3 4 

5 My accident has put my body at risk for the 
rest of my life 1 2 3 4 

6 Pain always means I have injured my body 1 2 3 4 

7 
Simply being careful that I do not make any 
unnecessary movements is the safest thing I 
can do to prevent my pain from worsening 

1 2 3 4 

8 
I wouldn’t have this much pain if there 
weren’t something potentially dangerous 
going on in my body 

1 2 3 4 

9 Pain lets me know when to stop exercising so 
that I don’t injure myself 1 2 3 4 

10 I can’t do all the things normal people do 
because it’s too easy for me to get injured 1 2 3 4 

11 No one should have to exercise when he/she 
is in pain 1 2 3 4 

FOR OFFICE CODING - TOTAL 
     

Reference: Vlaeyen, J. W. S., Kole-Snijders, A. M. J., Boeren, R. G. B., & Van Eek, H. (1995). Fear of movement/(re) injury in chronic low back 
pain and its relation to behavioral performance. Pain, 62(3), 363-372. 
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PCS 

Everyone experiences painful situations at some point in their lives. Such experiences may include headaches, tooth 
pain, joint or muscle pain. People are often exposed to situations that may cause pain such as illness, injury, dental 
procedures or surgery.  
 
Instructions:  
We are interested in the types of thoughts and feelings that you have when you are in pain. Listed below are thirteen 
statements describing different thoughts and feelings that may be associated with pain. Using the following scale, 
please indicate the degree to which you have these thoughts and feelings when you are experiencing pain. 

  Not at all To a slight 
degree 

To a moderate 
degree 

To a great 
degree 

All the 
time 

 

1 I worry all the time about whether 
the pain will end. 0 1 2 3 4 

2 I feel I can’t go on. 0 1 2 3 4 

3 It’s terrible and I think it’s never 
going to get any better 0 1 2 3 4 

4 It’s awful and I feel that it 
overwhelms me. 0 1 2 3 4 

5 I feel I can’t stand it anymore 0 1 2 3 4 

6 I become afraid that the pain will get 
worse. 0 1 2 3 4 

7 I keep thinking of other painful 
events 0 1 2 3 4 

8 I anxiously want the pain to go away 0 1 2 3 4 

9 I can’t seem to keep it our of my 
mind 0 1 2 3 4 

10 I keep thinking about how much it 
hurts. 0 1 2 3 4 

11 I keep thinking about how badly I 
want the pain to stop 0 1 2 3 4 

12 There’s nothing I can do to reduce 
the intensity of the pain 0 1 2 3 4 

 

13 I wonder whether something serious 
may happen. 0 1 2 3 4 

 

FOR OFFICE CODING - TOTAL 
      

Development and validation. Sullivan, M.J.L., Bishop, S.R., Pivik, J. (1995)Psychological Assessment; 7: 524-532 
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PSEQ 

Please rate how confident you are that you can do the following things at present, despite the pain. To indicate 
your answer circle one of the numbers on the scale under each item, where 0 = not at all confident and 6 = 
completely confident. 
 
Remember, this questionnaire is not asking whether of not you have been doing these things, but rather how 
confident you are that you can do them at present, despite the pain. 

  Not 
Confident 

at All 
 Completely 

Confident 

 

1 I can enjoy things, despite the 
pain. 0 1 2 3 4 5 6 

2 
I can do most of the household 
chores (e.g. tidying-up, washing 
dishes, etc.), despite the pain. 

0 1 2 3 4 5 6 

3 
I can socialise with my friends or 
family members as often as I used 
to do, despite the pain. 

0 1 2 3 4 5 6 

4 I can cope with my pain in most 
situations. 0 1 2 3 4 5 6 

5 

I can do some form of work, 
despite the pain. (“work” includes 
housework, paid and unpaid 
work). 

0 1 2 3 4 5 6 

6 
I can still do many of the things I 
enjoy doing, such as hobbies or 
leisure activity, despite pain. 

0 1 2 3 4 5 6 

7 I can cope with my pain without 
medication. 0 1 2 3 4 5 6 

8 I can still accomplish most of my 
goals in life, despite the pain 0 1 2 3 4 5 6 

9 I can live a normal lifestyle, despite 
the pain. 0 1 2 3 4 5 6 

10 I can gradually become more 
active, despite the pain. 0 1 2 3 4 5 6 

FOR OFFICE CODING - TOTAL 
        

Development: Nicholas, M. K. (2007). The pain self-efficacy questionnaire: Taking pain into account. European Journal of Pain, 11(2), 153-163. 
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