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PAST MEDICAL /FAMILY/SOCIAL HISTORY (cont.) 

Please list all current medicatio:ns (including over-the-counter medications). Please attach additional sheets if necessary. 

MEDICATION INDICATION DOSE PRESCRIBING PHYSICIAN 

Please list any drug allergies below: 

Drug Allergy Reaction Date of Onset (if known) 

Please check if you have allergies to any of the following: :J No known drug alleriges D Contrast Dye (IVP) allergy 

D Latex allergy D Iodine allergy 

Have you had any severe allergic reactions (anaphylaxis) to anything? D Yes O No If yes, to what 

Family history of medical problems?:. ______________________________________ _ 

Occupation: ______________ _ 

Do you have physical work restrictions? 7 Yes O No 

C Full time D Part nme D Retired D Disabled 

If unemployed, what was your last job and how long have you been out of work? _______________________ _ 

Marital Status: ___ _ Number of children?: __ Ages:. ____________ _ Highest level of education? ______ _ 

Do you use tobacco? 0 Yes O No If yes, how much? ____ _ Do you use alcohol? 0 Yes O No If yes, how much? ____ _ 

Used recreational (street) drugs in the past five years? 0 Yes O No Do you have a history of prescription drug abuse? ..J Yes O No 

Is there litigation pending about your pain complaint? 0 Yes O No 

Please list any other previous injuries (including fractures, head injuries, car accidents, falls, etc.). 

Insurance Company Policy #  and / or Claim #

Patient Signature Date 

Medication and health insurance 

Accident Insurance (If claim is still open)

Agents name: Phone: Fax:

Lawyers name: Phone: Fax:

Please complete this intake form and return by fax, email , or drop off as soon as possible in order to have your consultation in a timely manner 

By signing below, I hereby certify that the above information is true and correct to the best of my knowledge. 

Fax: 416-332-8593     /  info@ipssc.ca
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