Dr. Craig Best

PATIENT / APPOINTMENT INFORMATION

Craig Best, DO, FRCPC
Physical Medicine & Rehabilitation
Interventional Pain Medicine

REFERRING PHYSICIAN

Full Name:l

Physician Name:l

Date of Birth (DD/MM/YYYY):

Practice / Clinic Name: |

Gender: |

Phone Number:

Preferred Pronouns: Fax Number:

Phone Number: Family Physician (if different):
Email: | MSP Number: |

Address:

PHN (Personal Health Number):l

BRIEF CLINICAL HISTORY
Summary of Relevant Clinical History:

LOCATION OF PRIMARY PAIN
(PHYSICIAN OR PATIENT CAN FILL):

REASON FOR REFERRAL (CHECK ALL THAT APPLY)

|:| Neck |:| Hip

|:| Upper / Mid Back |:| Knee

|:| Low Back D Headache
|:| Shoulder D Concussion
|:| Buttock / Pelvis |:| Chronic Pain
INSTRUCTIONS
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D Elbow

|:| Complex Regional Pain Syndrome

D Other:

If available, please attach supporting clinical records, including:

. Pertinent consultation notes
. Laboratory testing
. Imaging (X-ray, ultrasound, CT, MR, etc.)

. Electrodiagnostic testing (electromyography & nerve conduction studies; EMG/NCS)

. Any other documents relevant for review
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