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Medications Please select any of the following that apply to you 

■ Amitriptyline ■ Cyclobenzaprine ■ Baclofen

■ Nortriptyline ■ ibuprofen ■ Acetaminophen

■ Gabapentin II Pregabalin II Morphine

■ Oxycodone ■ Hydromorphone ■ Codeine

II Duloxetine II Venlafaxine ■ Other:

P d H" t Please select any of the following procedures you 
roce ure is ory have had in the last 24 months 

■ HA injections

II Radiofrequency Ablations

■ Cortisone Hip Injection

■ Cortisone Small Joint
Injection 

II Spinal Surgery 

■ PRP injections ■ Trigger Point Injections

II Epidural Steroid Injections II Lumbar Facet Injection

■ Cortisone Knee Injection ■ Cortisone Shoulder Injection

II Cervical Spine Surgery ■ Shoulder Surgery

■ Hip Surgery II Knee Surgery 

II Hernia Repair Surgery ■ Abdominal Surgery II other: ____ _ 

Treatment Please list treatments that you tried 

Patient Initials Date �[MMJG 

Once you complete your form, please send it to 

Hello@genuvishealth.com or fax it to 1-844-840-2474. 

If you have any questions or need assistance, please call +1 587-600-8158.

Our team will review your submission and follow up within 48 hours. 

L �eniY,1,�J 


	1.pdf
	2

	Full Name: 
	Phone Number: 
	Email Address: 
	Family Dr Name: 
	Health Card Number: 
	Address: 
	Other: 
	Other_2: 
	Patient Initials: 
	WCB claim No: 
	Other_3: 
	Other_4: 
	Thretment1: 
	Thretment2: 
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	DD: 
	MM: 
	YY: 
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off


