
Patient Assessment Form

General Information

First Name D.O.B YEAR MONTH DAY

Last Name Gender Male Female Age

Lic. Producer Yes No

Skype Username Healthcard #

Contact Information

Address Home Phone

City Cell Phone

Prov. / Postal Code Email 

General Practitioner Information

Name of Doctor Yes No

Doctor's Address Specialist Name

Doctor's City Date of last visit

Prov. / Postal Code

Date of last visit

Reason for last visit

Primary Condition/Additional Information

Access to Cannabis for Medical Purposes

For patients seeking ACMPR

If female, are you
pregnant or nursing?

Are you seeing a 
specialist?

PLEASE NOTE $100.00 FEE FOR APPOINTMENTS CANCELED WITHOUT 24 HOURS NOTICE
Property of 9334416 Canada Inc O/A Medi-Green Cannabis Clinic



  

Patient consent to disclose personal health information (PHI) form  

Patient Name: ____________________________________________________ D.O.B:___________  

Phone Number: _______________________ Email: _______________________________________  

Address: _________________________________________________________________________  

I___________________, consent the release of personal health information (PHI) to Medi-Green Cannabis Clinic by way 

of unsecured email. I recognize that other options have been made available to me by way of secure fax directly to the 

office.  

Initial_______  

I___________________, understand that sending personal health information through unsecure email is not necessarily 

at a high risk of diversion, but this risk is considerably lowered when sending personal health information by way of secure 

fax  

Initial_______  

I___________________, authorize Medi-Green Cannabis Clinic to share my personal health information with the doctors 

clinic to which Medi-Green wish to have an assessment.  

Initial_______  

I___________________, understand the purpose for disclosing this personal health information to Medi-Green Cannabis 

Clinic and I understand that I can refuse to sign this form.  

Initial_______  

I hereby release Medi-Green Cannabis Clinic, the assessing physician, his/ her clinic, my family physician and any other 

involved physician from any and all actions, claims, causes of actions, complaints (even by family and friends) and 

demands for damages, loss, or injury whatsoever arising directly or indirectly as a consequence to my use of medical 

cannabis and my application to possess medical cannabis  

  

Signature: ____________________________________________   



   
Release, Acknowledgement & Indemnity  

For Patients seeking an ACMPR Medical Document  

  

  

I ______________________________ understand that this Release and Acknowledgement contains valuable 

information about possessing/cultivating and consuming prescribed medical cannabis, that the assessing 

specialist/physician requires to issue a medical document for the access to cannabis for medical purposes 

regulations (ACMPR). I also understand that the consulting specialist/physician will not necessarily be 

assuming primary care for me, but only be recognized as my ACMPR prescribing practitioner. I understand and 

agree to continue to regularly see my primary care physician for my medical conditions on a regular basis and 

notify them of my medical use of cannabis.  

  

The specialist/physician will weigh the risks versus the rewards in treating my medical condition(s) and the 

symptoms associated, with medical cannabis. I confirm that the assessing specialist/physician will be the only 

practitioner providing a medical document under the ACMPR for the purpose of possessing/cultivating and 

consuming medical cannabis.  

I agree to make no claims or commence any legal action against the assessing specialist/physician, my family 

physician or any other involved physicians in regards to:  

  

a) My consumption of medical cannabis    

b) My application or medical document(s) for possessing, obtaining, cultivating and consuming medical          

cannabis  

  

I am aware that specialists/physicians generally agree that medical cannabis:  

  

-May affect sight, sounds and touch  

-May impair thinking, problem-solving, coordination, memory and learning  

-May increase heart rate and reduce blood pressure  

-May induce anxiety, fear, distrust, or panic  

  

INITIAL ____________  

  

I am aware that medical conditions such as schizophrenia, atrial fibrillation, heart attack/stroke or use of blood 

thinners will result in a denial for my application to possess and consume medical cannabis. I am also aware 

that if pregnant or planning to become pregnant that medical cannabis should not be consumed during 

pregnancy or while breastfeeding.  

  

INITIAL ___________  

  

FOR PATIENTS Pursuing an ACMPR Medical Document  

  

I am aware of the considerable debate and a lack of consensus among specialists and physicians about;  

  

-The appropriate dose and medical use of cannabis  

-The risks of burning medical cannabis as compared to vaporizing or ingesting   

  

  

  



-The risks of burning extracted cannabinoids such as oils or hashish  
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Release, Acknowledgement & Indemnity  

For Patients seeking an ACMPR Medical Document  

  

-The long term psychological and health risks associated with medical cannabis   

-The risk of pulmonary infections and respiratory cancer  

-The risk of triggering mental illness, such as bipolar disorder and schizophrenia -The 

risk of nausea and disorientation  

  

INITIAL __________  

  

I ____________________________ consent to the disclosure and sharing and use of my personal information 

and personal health information by the assessing specialist/physician, Medi-Green, and my licensed producer.  

The information may be used to contact and register the patient. The information may also be used for analytical 

and research purposes.   

  

INITIAL__________  

  

I ____________________________ truly believe that treating my personal medical condition(s) with medical 

cannabis potentially or has had a positive effect and the benefits outweigh the risks associated.   

  

INITIAL________  

  

This is my personal decision to possess and consume medical cannabis and I do not support any claims made by 

family, friends or other individuals against Medi-Green or the prescribing specialists/physicians.    

  

 INITIAL________  

  

I hereby release Medi-Green, the assessing specialist/physician, from any and all claims, actions, causes of 

actions, complaints (including friends and family) and demands for damages, loss, or injury arising directly or 

indirectly to my use of medical cannabis and my application to possess, cultivate or consume medical cannabis.   

  

INITIAL________  

  

This release from liability is to be binding on heirs, executors and signs and I acknowledge that I have the right 

to refuse to sign this form.  

  

INITIAL______  

  

  

PRINT NAME: _________________________       WITNESS PRINT NAME: __________________________  

  

  

  

  



SIGNATURE: _________________________        SIGNATURE: __________________________________  

  

DATE SIGNED: ________________________        DATE SIGNED: ________________________________  
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Name:                 Date: 

Address:                                                                                     Doctor's Name: 

City:                                 Referred by: 

Telephone #:                                                                             Birth Date: 

 

Medical Cannabis Assessment 

 Chief Problem for Which Cannabis Is Being Requested:  _____________________________________ 

 

What year did the medical problems start?  __________(year) 

What (Physically) makes the symptoms worse?    

 

What can you do (physically) to feel better?  (if anything) 

 

Are there any secondary medical problems?               No   Yes            (circle one) 

If Yes, please list the diagnoses: 

 

Do you currently use marijuana for relief?   No                        YES  - smoke, vapour, edible? 

If YES above, how many times a day do you use it?  ____________ 

When did you last use it?  ________________ How long have you used it medically?     __________ 

If Yes, do you obtain it non-legally from a street source?     No               Yes    

If you do not obtain a prescription for marijuana, will you continue to use it?      No          Yes. 

Do you smoke tobacco?         No  Yes  -  cigarettes, cigars, pipe- number per day.________ 

Do you drink alcohol?        No              Yes  -  beer, wine or spirits  -  how much per week? ______ 

Do you use medicines containing opiates?  (Codeine, morphine, other)    No    Yes 

If Yes, which ones do you use, how often and what dosage?  _____________________________ 



Do you use cocaine or other "street" drugs? No  Yes      If Yes, which ones do you use and how 

often?  ________________________________ 

 

Are you allergic to any medicine? No           Yes 

If Yes,  please list the medications you are allergic to: 

 

 

Family History:  

Is your father alive?     No.  Yes.        In good health?                   If "No" - cause of death 

Is your mother alive?    No.  Yes.        In good health?                   If "No" - cause of death 

Do you have siblings?   No.           Yes.       (Please list ages, genders and states of health) 

 

 

Do any of your family members suffer from psychiatric disorders?    No          Yes. 

 

Medications:    (please list your current prescription medications, the doses and times taken) 

  (provide list printed at medical pharmacy) 

 

                 

Please list any medications you took that FAILED to help give you relief : 

 

Social history:      single, married, divorced, other    (please circle one). 

Dwelling:    house,   apartment,    shared space,   institution,  no fixed address  (please circle one). 

Who lives with you?   (Wife, husband, partner, no one)   (please circle one). 

If children are in your dwelling, please list them and their ages: 

 



History of Operations-Surgeries:      (please list any surgery you have had and the year) 

 

 

Psychological History:   (please circle diagnosis below) 

Do you suffer from:     Anxiety   Depression  Insomnia          Bipolar disorder       OCD. 

What year did the condition begin? ______________. 

Have you been hospitalized for any of these?     No          Yes    (what year)____________. 

Have you had any thoughts of self-harm or suicide?      No          Yes. 

 

 

Review of Systems 

Do you have any problems with senses  (smell, taste, sight, hearing or touch)?     No Yes. 

 

Do you have any problems with your head or neck? No  Yes. 

 

Do you have any problems with breathing or lung diseases?     No Yes. 

 

Do you have heart or circulation problems?       No  Yes. 

 

Do you have problems climbing stairs or exercising?     No Yes. 

 

Do you have any eating, swallowing, digestion or problems with bowels?      No  Yes. 

 

Do you have any problems with your kidneys, bladder or urination?         No   Yes. 

 



Pregnancy:   are you pregnant now or might you become pregnant in the near future?   No      Yes. 

 

Do you have problems with your muscles or joints?        No   Yes. 

If yes, please indicate which joints or muscles are bothering you. 

 

 

General:             Height:                                          Weight: 

 

Are you in any distress now?      No  Yes. 

If Yes,  please describe. 

 

Do you feel comfortable now?    No  Yes. 

 

Are you aware of the date, time and current location?     No  Yes. 

Are you often confused?             No   Yes. 

 

 

If you drive a vehicle on the road or operate machinery, do NOT do so: 

1. Within 4 (FOUR) hours of inhaling cannabis vapour or smoke, 

2  Within 6 (SIX) hours of eating or ingesting cannabis edibles or oil, 

3. Within 8 (EIGHT) hours of using, if you get euphoric or dizzy  - "Stoned" 

Remember to keep all cannabis products, and medicines, in a Locked Box. 

 

Signature of patient: ____________________________________________ 


