MD REFERRAL FORM /Chiropractic Office:

Subject ID:

Patient Information \

Patient name:

Family Physician:

Reason for Referral / Diagnosis

Presenting Complaint(s) Please v appropriate Box(es). Add additional information if required.

Region: Onset: Type:

O Headaches O Pelvis 3 Sudden O MVA
O Neck Pain O Extremity 3 Insidious O WSIB

3 Thoracic O Upper - O Lower 3 Progressive O Trauma

O Lumbar

Pain Duration:

O Acute

0 Sub-acute

3 Chronic

Associated S/S:

O Dizziness
O Headaches
O Weakness
O Tingling

Clinical Record

0 Red Flags and Past Medical History
O Investigations
O Medication

3 Yellow Flags (psychosocial factors)

-

~

0 CONFIDENTIAL INFORMATION TO FOLLOW: O By Phone

0 By Fax

0 By Mail

Physician’s Name:
Address:

Signature:

Phone:
Date:

Reprinted with permission from Drs. Mior and Barnsley, Collaboration Study Team

Ontario Chiropractic Association. Treatment That Stands Up.

4\C CMI;?
e %

s,

c‘alﬂop
Ny

S



