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Dear,  

 

The ECT program at Michigan Medicine welcomes your patient inquiry for an ECT consultation.  

Patients must be referred to the ECT program by a treating psychiatrist/mental health provider. To 
provide a thorough evaluation and comprehensive list of recommendations, our team requests you 
complete the attached referral forms.  Please also provide additional clinical documentation 
that may be helpful.  The requested clinical documentation and completed referral forms should 
be faxed back to the ECT Clinic at 734-232-9426.  If patient is appropriate for consultation, we will 
contact the patient directly to schedule evaluation. We may also be in contact with you directly to 
obtain additional clarifying information.  

The ECT program is primarily a consultation service. A comprehensive evaluation will be conducted 
that will include recommendations to treat your patient’s difficult psychiatric disorder. We will 
review your patient’s history and make recommendations about medications, psychotherapy, 
and/or other brain neuromodulation techniques that may be of assistance to your patient. If ECT is 
recommended, we will follow your patient along with you during the treatment course with the 
expectation they will return to your care upon completion of course.  

We thank you for this referral and the opportunity to assist your patient. Should you have further 
questions about this process, please contact our ECT program at 734-615-2862. 

 

 

Sincerely, 

 

Daniel F. Maixner, M.D 

ECT Program Director 

 

 

 

 



 

 

PATIENT, REFERRING, AND ROUTING INFORMATION 
PATIENT DEMOGRAPHICS 

Name UM CPI # (if known) DOB 
        /        / 

Age Sex 

Address City State Zip Code 

County Preferred Phone Number 
(         )            - 

Second Phone Number 
(         )           - 

Designated Contact Person re: Coordination of Admission (spouse, parent, case worker, etc.) Preferred Phone Number 
(         )           - 

Primary Insurance Pre-cert Req? 
    Yes             No 

Subscriber Name 
 

Sbscrb DOB 
        /        / 

Employer Contract # Group # Ins Co Phone Number 
(         )          - 

Secondary Insurance Pre-cert Req? 
     Yes             
No 

Subscriber Name Sbscrb DOB 
      /       /  

Employer Contract # Group # Ins Co Phone Number 
(         )          - 

REFERRING CLINICIAN 
Name Practice/Clinic 

Address City State  Zip Code 

Preferred Phone Number 
(         )          - 

Fax Number 
(          )          - 

E-mail (if OK to use to communicate about referral) 

 

Patient History 

Reason for ECT referral/brief summary: 
 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

Department of Psychiatry Clinical Intake Form 
Electroconvulsive Therapy (ECT) 
  

Department of Psychiatry Clinical Intake Form 
Electroconvulsive Therapy (ECT) 
  



Past Psychiatric history (hospitalizations/suicide attempts): 

 

 

 

 
Past Psychiatric Medication trials/doses/frequencies Current Psychiatric Medication 

trials/doses/frequencies 

  

  

  

  

  

Psychotherapy         Yes             
No 

Summary: 

 

 

Medical history/comorbidities:  

 

 

 

 

Previous ECT History: Please provide a summary of previous ECT or TMS treatments, if applicable. Please 
include numbers of treatments, response, and/or complications from ECT. 
 

 

 

 

Substance abuse issues and treatment history: 
 

 

 

 

 

Contributing psychosocial issues or Axis 2 comorbidities: 

 

 

 

 

Please fax to 734-232-9426 

 


