
 
SPINE PAIN MANAGEMENT REFERRAL FORM 

 
Patient Information:    Name: ____________________________    DOB: _____________________________   Health Card #: _______________ VC:___   Phone #: __________________________   Address: __________________________   

Referring Physician/Provider:   Name:______________________   Speciality: ___________________   Billing No #: __________________   Phone #: ____________________   Fax #: ______________________ 

NOTE: Bloor Pain Specialists physicians will NOT assume sole responsibility for prescription management, 
notably controlled substances. 

REASON FOR REFERRAL: 
​
☐ Chief Pain Complaint/Diagnosis: _____________________________________________________ 
☐ Low Back Pain / Radicular Pain / Sciatica 
☐ Neck Pain (± Upper Extremity Pain)​
☐ Thoracic / Rib Pain 
 
REQUESTED SERVICE/PROCEDURE(S): 

☐ Consultation only: _______________________________________________________________________ 

☐ Epidural Steroid Injection (ESI): Level(s): _____ For : ☐ Stenosis ☐ Disc Bulge  ☐ Radicular Symptoms ☐ Other___ 

☐ Selective Nerve Root Block (SNRB): Level(s): _____ For: ☐ Surgical Planning ☐ Radicular Symptoms ☐ Other____ 

☐ Facet Joint Injection: ☐ Cervical ☐ Thoracic ☐ Lumbar ☐ Specific Level(s):_________ 

☐ Sacroiliac Joint (SIJ) Injection: ☐ Left ☐ Right ☐ Bilateral 

☐ Radiofrequency Ablation (RFA) / Rhizotomy: ☐ Neck ☐ Thoracic/Rib ☐ Lumbar 
        Target Structure: ☐ Facet Joints ☐ SI Joint ☐ Other ___________ 

REQUIRED DOCUMENTATION (attach all applicable): 

☐ Recent consultation note (history & clinical summary) ☐ Anticoagulation clearance letter (if applicable) ☐ Imaging: 
☐ MRI ☐ CT ☐ X-Ray ☐ Ultrasound ☐ EMG/NCS 

 ADDITIONAL NOTES / CLINICAL DETAILS: __________________________________ 
 

For educational resources, including videos and detailed information on common procedures, please visit 
www.bloorpain.com, currently undergoing updates to better serve you. 



  
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Common Interventional Spine Pain 
Management Procedures:   

All procedures are fluoroscopically and/or 
ultrasound guided: 

●​ Epidural Steroid Injections (ESI), 
Selective nerve root block  

●​ Radiofrequency Ablation (RFA) / 
Rhizotomy 

○​ Low back pain (facet joints, 
sacroiliac joints) 

○​ Neck pain (facet joints) 
○​ Thoracic pain  

●​ Facet Joint Injection 
●​ Sacroiliac Joint (SIJ) Injections 

Our Specialties:  

●​ Interventional Radiology 
●​ Anesthesiology  
●​ Interventional Pain 
●​ Physiatry  
●​ Internal Medicine (Preoperative 

assessments) 

Location & Contact: 

Bloor Pain Specialists​
Unit 108 – 295 The West Mall​
Toronto (Etobicoke), ON, M9C 4Z4 

●​ Tel: 647-722-9696 
●​ Fax: 647-722-9606 
●​ Secure PHIPA-compliant email for referrals: 

referrals@BloorPain.com 

Intersection: Corner of Hwy 427 and Bloor St. W.  

Paid parking available.  First 15 minutes complimentary.   
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