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Pine Rest Christian Mental Health Services 
TMS Clinic 

Outpatient Psychiatrist Orders 
 

 

 

Patient Name: ___________________________ 

DOB: ______________ 

Date: _______________ 

Orders for: 

 TMS Series, up to 36 treatments  

 Second consult from Pine Rest TMS Credentialed Psychiatrist  

Documents to accompany this request: 

 Initial psychiatric evaluation 

 Progress note where TMS was determined necessary, to include DSM-5 diagnosis (must 
be done within the last 30 days of starting TMS) 

 Most recent progress notes  

 Medication list 

 Face sheet with phone number to contact patient and insurance information 

 

 
 

Provider Signature:________________________          ___________Date:________________ 
 

Psychiatrist Name (Please print):_________________________________________________ 

Please note: If order is written by a NP or PA, physician’s co-signature is needed  

 Please fax this form with accompanied documents to Pine Rest ECT and TMS Clinics: 
(616) 831-2621 

 If any questions, please call Pine Rest ECT and TMS Clinics at (616) 281-6341 
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