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REASON FOR REFERRAL:
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Consultation Request Form 
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Please attach all pertinent documents and fax to 902-442-5625 or email to contact@arthritisandinjurycare.com
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www.arthritisandinjurycare.com

Consultation Request

 CLAYTON PARK
Clayton Park Shopping Centre
278 Lacewood Drive
Halifax, NS B3M 3N8
PHONE: 902-404-8419

 MONCTON
Equilibrum Maritime
140 Champlain Street Dieppe, NB E1A 1N4
PHONE: 506-389-2552

 DOWNTOWN HALIFAX
Park Lane Mall
1554 Dresder Row, Suite 3070
Halifax, NS B3J 2K2 
PHONE: 902-442-5199
Services indicated below with an asterisk * 
are only available at this location. 

 FREDERICTON
1113 Regent Street, Suite 300
Fredericton, NB  E3B 3Z2 
PHONE: 506-474-0340

 Knee Bracing
Osteoarthritis Ligament
Patellofemoral Compression

 Upper Extremity Bracing
Shoulder         Wrist         Elbow

 Back Bracing
Thoracic Lumbar
SI Maternity

 Bootwalkers/Foot & Ankle
Achilles Bunion
Diabetic Night Splint

 Orthotics/Orthopaedic Footwear
Custom      OTS Inserts      Refurbish 
Orthopaedic Footwear

 DARTMOUTH
Millstone Square at Russell Lake 
250 Baker Drive, Suite 124 
Dartmouth, NS B2W 6L4 
PHONE: 902-404-8352
Services indicated below with an asterisk * 
are only available at this location. 

 MVA

 N/A

 Post-Operative Splinting
Hinged Immobilizers

 Cold Compression Therapy
WAVE

 Cold Therapy
 HA Therapy
 Image Guided Therapy
 Compression Stockings

Both Legs      Single Leg:      (L)       (R)
Compression Factor:       Length:
20-30 mm         Calf      
30-40 mm         Thigh  
40-50 mm         Maternity

 Static Progressive Stretching Devices

 Bone Growth Stimulator
 Orthotist Services*
 Physiotherapy*
 Massage Therapy*
 Chiropractic Services*
 Shockwave Therapy*
 Dry Needling/Acupuncture*

Mackie Hinge

 WCB

 Community 
Services
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