I.I Alberta Health
Services

Chronic Pain Referral

B Please Fax completed form to the Chronic Pain Centre at 403.209.2954.
W Referrals with missing or incomplete information will not be processed

Chronic Pain Centre

The Chronic Pain Centre (CPC) is a tertiary interdisciplinary program for patients with complex chronic pain. Over
a one-year period patients must be able to engage in multiple appointments and group sessions. Our mission is
to empower people with chronic pain. Patients must be 18 years or older, reside in Alberta and have a valid

Alberta Healthcare number.
Patient Address

Email

Referring Physician/Nurse Practitioner (NP)
Name (Last,First name)

Phone number
Fax number

Prac ID

Special Requirements

O Is Language Line required? (please specify language)
O Other (please specify)

Type of Referral (Check only 1 option)

O Interdisciplinary program

O MD telephone consult

O Pharmacist telephone consult

O Surgically Implanted Neurostimulator program

Phone

Primary Care Physicianl NP (if different than referring provider)
Name (Last,First name)

Phone number
Fax number

Prac ID

O Fibromyalgia (for patients with primary diagnosis). Group-only treatment program on Zoom with weekday and

weekend options.

Please click on this link FibroFOCUS Referral Form to complete referral and fax to 403.209.2954.

Diagnoses
Primary Pain Diagnosis and Location

Additional Diagnoses
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https://www.fibrofocus.com/wp-content/uploads/2023/01/FibroFOCUS-Referral-Form.pdf

I.I Alberta Health
Services

Chronic Pain Referral

Reason for Interdisciplinary Program Referral (Check the appropriate box and describe the nature of pain and location)
O Chronic neuromusculoskeletal pain (excluding primary Fibromyalgia diagnosis)
O Chronic pelvic pain (female) — must be seen by Gynecologist with the last 5 years
O Chronic headache (post-traumatic/cervicogenic/post-concussion, NOT migraines)
O Complex Regional Pain Syndrome (CRPS)

Date of Injury (dd-Mon-yyyy)

Check all that apply:

O Pain to touch (allodynia and/or hyperesthesia) O Edema O Erythema/Rubor O Temperature Changes
Referral Criteria

Does the patient have a primary care provider who will continue to manage prescriptions and other care needs?
(i.e. physician/NP)
O Yes O No W»  Ifno, refer to the program when the patient has a primary care provider*

Does the patient presently have an unstable physical or mental health condition that precludes active participation in
the program?
O Yes O No W Ifyes, refer when stable.

Does the patient presently have an untreated/uncontrolled substance use disorder?
O Yes ONo » If yes, refer when stable.

Previous Program Attendance

Has the patient participated in a chronic pain program before or are they currently attending one?
O Yes O No WP Ifyes, indicate which ones?

Name Signature Designation Date (dd-Mon-yyyy)

If you have any questions, please call 403.955.9056.
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