416-633-9994 Q7131 Bathurst St,Unit 306
* 905-597-8994 Thornhill, Ontario

MEDICAL CENTRE info@unikamed.com L4J 721

Patient’s First Name

Last Name

HCN: D.O.B.

Address

Home Phone: Alterative Phone:

SERVICE REQUESTED: [_|Consultation [_|Procedure [_Multidisciplinary Care
|:| Other:

REASON FOR REFERRAL:

[] migraine [_] Facial Pain NOS [] m78i

|:| Headache NOS |:| TMJ Pain |:| Post-Surgical/Trauma Pain

D Trigeminal Neuralgia D Postherpetic Neuralgia |:| Oral Pain
I:l Other:
INSURANCE:[_|Personal Injury [_|WsIB [_]Extended Benefits [_] OHIP [_]Other
MEDICAL / PSYCHIATRIC HISTORY: I:' ATTACHED

[(lev [] oara [] osA

] corp []pvD [ Mental Disorder

|:| Stroke/TIA |:| Diabetes D Substance Abuse
SURGICAL / TRAUMA HISTORY: |:| ATTACHED

D Was operated to treat pain |:| Pain appeared after surgery / trauma
MEDICATIONS: |:| ATTACHED

I:l Anticoagulant / Antiaggregant D Medicinal Cannabis

|:| Opioids I:l Anticonvulsant / Antidepressant

I:l Benzodiazepines I:l oTC

PREVIOUS TREATMENTS: [ | ATTACHED
DMedications [ Jinjections [ JMuttidisciplinary [ ] Allied Health [[]cAm
SOCIAL HISTORY:

|:|Emp/oyed [ Junemployed [ ]Disability [_]Retired [Jother

¢ \ Referring MD
Clark Ave W .
. Billing#:
o O ChabatGate =<
% é s ;5. o U é Address:
g. g E ‘/Mtnmn.cenrli © Phone: Fox:
o £ @ ? |
*F ™ Crestwood Rd E-mail:
=
n;, Townsgate Dr.
% Steeles AveW
\

Signature Date
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