
Dr. Andrew H. Yu MD Inc.    Chronic Pain Management 
MD., FRCPC     (MSP, expedited WCB, ICBC and Baker's cyst 

      private consultations)  Trigger points/myofascial 

#525-4789 Kingsway Burnaby, BC V5H 0A3 Cortisone injections:     Carpal Tunnel 

Ph 604-436-1587     Fax 604-439-0004  Epidural Steroid Injections (Back or Neck)  Tennis elbow 

drandrewyupaindoc@gmail.com   Knee or Hip or shoulder joints   Botox/migraine 

NOT FOR THIRD PARTY RELEASE UNLESS AUTHORIZED 
 

NAME(성명)                                    __ 

           LAST(성)                      FIRST(이름)                       MIDDLE(중간 이름) 

 

ADDRESS(주소)                                     __ 

 

CITY(도시)      PROVINCE(주)_______ POSTAL CODE(우편번호)_____________ 

 

HOME(집전화)   BUSINESS(직장전화)   CELL(핸드폰)   __ 

 

DATE OF BIRTH      _________     AGE(연령)___ HEIGHT(신장)   WEIGHT(체중)  __ 

(생년월일)              (일/월/년) 

 

OCCUPATION(직업)   PERSONAL HEALTH NUMBER(케어카드번호)   __ 

 

REFFERING DOCTOR(의뢰한 의사)   _      FAMILY DOCTOR(가정의) _______ __________ 

 

REASON FOR VISIT? (방문 사유)___        ________ 

 

PLEASE LIST ANY PREVIOUS SURGERIES/OPERATIONS. (과거 수술 및 시술 명을 적어 주시기 바랍니다.) 

            ________ 

            ________ 

____________________________________________________________________________________ 

 

PLEASE LIST ANY MEDICAL PROBLEMS. (본인의 병명을 적어 주시기 바랍니다. 예-당뇨병, 고혈압 등) 

         ______     _______ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

 
PLEASE LIST ALL MEDICATIONS YOU ARE NOW TAKING INCLUDING OVER  THE COUNTER SUPPELMENTS, 

HERBAL REMEDIES and BLOOD THINNERS (비타민제, 비처방약물, 한약제, 및 특히 항응고제를 포함 현재 복용 중인 

모든 약물을 모두 기입해 주시기 바랍니다.) 

            ________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

 

ARE YOU ALLERGIC TO ANY MEDICATIONS (약물 부작용이 있습니까)?  YES(예)        NO(아니오) 

____________________________________________________________________________________ 



HISTORY OF PRESENT CONDITION 

Pain Location(통증 위치): 

Back(등)  Right(우)  Left(좌)   Bilateral(양쪽) 

Leg(다리)  Right(우)  Left(좌)             Bilateral(양쪽) 

Neck(목)  Right(우)  Left(좌)   Bilateral(양쪽) 

Shoulder(어깨)  Right(우)  Left(좌)             Bilateral(양쪽) 

Arm(팔)   Right(우)  Left(좌)   Bilateral(양쪽) 

When did the pain start(언제부터 통증이 생겼나요)? ____________________________________________ 

Progression(진행):  Better(경감)      Worse(악화)            Same(동일) 

Frequency(빈도):  Daily(매일) or    times per week(횟수/주) 

Severity(강도):  ________ out of 10 (0-통증이 없음, 10-가장 격심한 통증)  

Associated with(동반 증상): Numbness(감각 저하)______________(where-위치) 

               Weakness(근력 약화)______________(leg-다리/arm-팔) 

IS THIS A WCB CLAIM (WORK RELATED) 통증이 직업과 관련이 있나요?   YES(예)  NO(아니오)  

DATE OF INJURY(손상 날짜)        LOCATION ON BODY(손상 위치)    _ 

                 (DD 일/MM 월/YYYY 년)  

IS THIS AN ICBC CLAIM(통증이 ICBC 클레임과 관련이 있나요)?     YES(예)      NO(아니오) 

DATE of ACCIDENT(사고 날짜)_________________Name of your lawyer(변호사 성명)_________________ 

Who lives at home with you (함께 거주하는 사람은 누구인가요)?___________________________________ 

Who does the cooking(요리하는 사람) _________________, cleaning(청소하는 사람) __________________, 

grocery shopping(장보는 사람) _______________, yard work (정원 돌보는 사람)_____________________? 

Do you work(일을 하시나요)? __________ Does your spouse work(배우자 분이 일을 하시나요)? __________ 

What type of work do you do(직종이 무엇인가요)? _____________________________________________  

How far can you walk(얼마나 멀리 걸을 수 있나요)? ____(blocks-블럭)  Do you smoke(담배를 피우시나요)?  ______ 

Do you drink alcohol(음주를 하시나요)? _______Rarely(거의 하지 않음) _____Socially(사교 시) _________ 

Daily(매일)_________ 

Street Drugs(거리의 약)________ If yes what(만약 “예”라면 무엇인가요)?: __________________________ 

Email Address: _____________________________________ 


