
Transcranial Magne�c S�mula�on (TMS) Clinician Referral Form 

We are currently FDA approved to treat MDD, Anxious Depression, and OCD.  At this �me, we 
cannot treat pa�ents with Bipolar disorder. 

Patient Name: _____________________________________________________ 

DOB:_____________Phone:_________________Email:___________________

Address:___________________________________________________________

 Primary Insurance:_________________________________________________

Secondary Insurance:________________________________________________

 Diagnosis, estimated length of duration current episode of depression or OCD, and reason 
for referral: 
______________________________________________________________________________
______________________________________________________________________________

How many past episodes of MDD? ________________________________________________

Current medical condi-
tions:_________________________________________________________________________
_________________________________________________________________________ 

All current medications (for psychiatric or other medical conditions) and doses: 
______________________________________________________________________________
______________________________________________________________________________ 
______________________________________________________________________________

Medication trials during current episode of depression: 

Please list as much information you have regarding dose, date and duration of trial, response 
for each medication, and if stopped due to side e�ects 
______________________________________________________________________________
_____________________________________________________________________________

Medication trials in past episodes of depression or OCD: 

 Please list as much information you have regarding dose, date and duration of trial, response 
for each medication, if stopped due to side 
ef-
fects:_________________________________________________________________________
_______________________________________________________

Psychotherapy trials:___________________________________________________________ 

Psychiatric Prescriber:_________________________________________________________ 

Address of Prescrib-
er:___________________________________________________________ 

Phone:___________________Fax:____________________Email:___________ 

If you have any questions regarding TMS, please call our o�ce at (774) 929-6797 or email 
info@neurohealthconsulting.net.  Thank you for your referral. 


