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Provincial Pain Management Referral Form
Date: ___________________________
1. Patient & Provider Information
· Patient Name: ________________________________________DOB: _________________________     
· MRN: __________________________________________________Phone: _______________________
· Email Address: _______________________________________________________________________
· Patient Address: _____________________________________________________________________
· Referring Physician: _________________________________________________________________
Primary Diagnosis / Pain Complaint: _______________________________________________________
Secondary / Contributing Diagnosis: _______________________________________________________
2. Pain Profile – Please provide brief history and pain mechanism profile 
 (include- location, type, intensity)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3. Medical History
☐ Cancer	☐ Cardiovascular Disease 	☐ Lung Disease	☐ Liver Disease
☐ Diabetes	☐Renal Disease		☐ Autoimmune Disorder
☐ Other: ______________________________________________________________________________________________

4. Attach relevant imaging
☐ CT		☐ MRI		☐ X-ray	☐ EMG / Nerve Studies
☐ Bone Scan	☐ Other: ____________________________________________________________________________

5. Mental Health & Addictions
· Substance Use (Past/Current): ________________________________________________________
· Mental Health History (Depression, Anxiety, PTSD etc.): ___________________________
· Current Support: Is this patient currently followed by mental health professional? 
☐ Yes   ☐ No
6. Please identify patients that are at a heightened disadvantage to receive care based on the Canadian Pain task force:
☐ Indigenous population	☐ Veterans	☐ Individuals with low socioeconomic status 
☐ Housing insecurity		☐ Addiction	☐ Mental health disorders
☐ Marginalized minorities	☐ Gender and sex diverse persons
☐ History of violence or trauma		☐ Healthcare worker
☐ High-risk occupations (trades, transportation and manual labour)

7. Social & Occupational History
· Employment Status: ☐ Working   ☐ Not working due to pain   ☐ Retired
· Active WCB Claim: ☐ Yes   ☐ No     Claim #: ___________________
· Living Situation / Supports: _____________________________________
	Inclusion Criteria
	Exclusion criteria

	· Pain persists for >3–6 months.
· Pain significantly impacts daily function. 
· Willingness to participate in multi-modal care.     
	· Unmanaged opioid-use disorder, or unmanaged mental health disorder.  If a patient falls under this please feel free to reach out to the clinic to discuss
· People who have access to injections from other providers (orthopedic surgeons or musculoskeletal specialists)




Do you agree to participate collaboratively in the care of this patient?
☐ Yes   ☐ No   ☐ N/A
Provider Signature: ____________________________________________________
Date: ____________________________________
Provincial Pain Management Clinic 
199 Grafton Street, Suite 205
Charlottetown, PE C1A 1L2
Email: Painclinic@ihis.org
Phone: 902-288-1048
Fax: 902-288-1515
June 2026
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