MICHIGAN MEDICINE  •  DEPARTMENT OF PSYCHIATRY
Transcranial Magnetic Stimulation (TMS) Program

Referral & Clinical Intake Form

Dear Colleague,
The Transcranial Magnetic Stimulation (TMS) Program at Michigan Medicine welcomes your referral for a TMS consultation.
The TMS Program primarily serves as a consultation and treatment service. During the consultation, our team will review the patient’s psychiatric history, current symptoms, prior treatment trials, relevant medical history, and other factors to determine the appropriateness of TMS. If TMS is recommended, the TMS physician will discuss the proposed treatment with the patient and determine the treatment protocol and settings.
During the TMS treatment course, our team will work collaboratively with the referring clinician. The patient’s ongoing psychiatric care, including medication management and other longitudinal treatment, is expected to remain with the referring clinician.
Thank you for your referral and for the opportunity to participate in your patient’s care. If you have questions regarding the referral process, please contact the TMS Program at 734-764-0231.
	Important: Once completed, please fax this intake form to 734-763-5580.



Sincerely,
Department of Psychiatry TMS Program

	THIS REFERRAL PACKET INCLUDES
	☐  Patient Demographics
	☐  Referring Clinician Information

	☐  Reason for Referral & Primary Diagnosis
	☐  Psychiatric Medication Trials

	☐  Medical, Neurologic & Substance Use History
	☐  Supporting Documentation (records, notes, labs)







Clinical Intake Form
Michigan Medicine Department of Psychiatry TMS Program

	PATIENT DEMOGRAPHICS

	Name
 

	Michigan Medicine MRN/CPI # (if known)
 

	Date of Birth (MM/DD/YYYY)
 
	Sex
 

	Address
 

	City
 
	State
 
	ZIP Code
 

	Phone Number
 



	REFERRING CLINICIAN

	Name
 

	Address
 

	Phone Number
 
	Fax Number
 



	PATIENT HISTORY


Reason for TMS Referral / Brief Clinical Summary
Please briefly describe the current psychiatric condition, severity of symptoms, functional impairment, and reason TMS is being considered:
		 

	 

	 

	 

	 






Primary Psychiatric Diagnosis
	
 


Most Recent PHQ-9
	PHQ-9 Total Score (0–27)
 
	Date Administered
 



	PSYCHIATRIC MEDICATION TRIALS



Please provide prior psychiatric medication trials relevant to the current condition, including dose, duration, response, and reason for discontinuation when available.
	Medication
	Maximum Dose
	Duration
	Response / Reason Discontinued

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 



Current Psychiatric Medications
	Medication
	Current Dose
	Frequency

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 




	MEDICAL, NEUROLOGIC, AND OTHER RELEVANT HISTORY


Medical and Neurologic History
Please describe relevant medical or neurologic conditions:
		 

	 

	 





Substance Use History
Please describe any current or clinically significant past substance use and relevant treatment history:
		 

	 

	 





Other Clinical or Psychosocial Factors
Please describe other clinical, social, behavioral, cognitive, transportation, adherence, or psychosocial factors that may be relevant to completing a course of TMS:
		 

	 

	 






	ADDITIONAL INFORMATION



Please provide any other information that may help our team evaluate the patient for TMS:
		 

	 

	 






	SEND COMPLETED FORM TO:
Fax (734) 763-5580
Please include all supporting documentation.
	FOR QUESTIONS ABOUT THIS REFERRAL, CALL:
734-764-0231
TMS Program Coordinator
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