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Transcranial Magnetic Stimulation (TMS) Primary Care Physician Orders

Patient Name:

Date of Birth:

Patient DSM-V Diagnosis (currently TMS is FDA approved only for major depressive disorders):

F32.0 Major Depressive Disorder, single episode, mild

F32.1 Major Depressive Disorder, single episode, moderate

F32.2 Major Depressive Disorder, single episode, severe without psychotic features
F33.0 Major Depressive Disorder, recurrent episode, mild

F33.1 Major Depressive Disorder, recurrent episode, moderate

F33.2 Major Depressive Disorder, recurrent episode, severe without psychotic features
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Order includes:

= TMS Series (5 days a week, up to 36 treatments)
»  Second consult from a Pine Rest TMS Credentialed Psychiatrist

Documents to accompany this request:

»  Progress note where TMS was determined necessary and discussed with patient
*  Medication list (including failed psychotropic medication trials)
» Face sheet with phone number to contact patient and insurance information

As the ordering physician please verify that patient does not have any of the following contraindications for TMS:

U Patient does not have a seizure disorder or any history of seizures (except those induced by ECT)

U Patient does not have any intracranial devices (i.e. CSF shunts, aneurysm clips, cochlear implants, deep brain
stimulation leads)

O Patient is not experiencing any drug or alcohol withdrawal symptoms

U Patient is not experiencing any psychosis

Physician Signature:

Physician Name (please print):

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

Date/Time:

Office phone number:

Please fax this form with accompanying documents to: Pine Rest Neuromodulation Clinic - ECT/TMS at 616-831-2621.
For any questions please call us at 616-281-6341.
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