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Repetitive Transcranial Magnetic Stimulation (rTMS) Referral Form

REFERRING DOCTOR DETAILS: Name

Provider Number Address

State Postcode Phone

PATIENT DETAILS: Full Name Gender
DOB Address

State Postcode Phone Email

Medicare # Ref Expiry

FUNDING: Medicare Self-funded DVA Workcover Private Health Fund
Member Claim Number

NOK/EMERGENCY CONTACT: Name Relationship

Phone Indication(s) for Referral: Major Depressive Disorder
Generalised Anxiety Disorder Obsessive-Compulsive Disorder Posttraumatic Stress Disorder
CLINICAL HISTORY:

TREATMENT HISTORY: Has this patient received an adequate trial of 2 or more antidepressants? YES NO

What are their current medications? List here:

Details of Anti-depressants they have tried in the past:

Has this patient had psychological therapy? YES NO Has this patient received rTMS previously? YES NO

REFERRING DOCTORS SIGNATURE:

)/

DATE:

* Medicare eligibility for rTMS: Please see reverse
safety screening: please complete safety checks at the back”
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SAFETY SCREENING

rTMS is contraindicated where a patient has a history of seizures or high risk for seizure such as
heavy alcohol use or seizure threshold lowering medications or has any metal in or around the head.

SAFETY CHECKS: Please tick all that apply to the patient: History of seizures/epilepsy Could be pregnant

Cardiovascular disease Alcohol/illicit drugs addiction Neurological illness, neurosurgery or serious head trauma

Implanted stimulator, medication pumps or pacemaker Any metal in the brain, skull or elsewhere in the body

Please provide details for all that apply

Medicare eligibility for rTMS - a patient must meet the following criteria:

- Be at least 18 years of age

- Be diagnosed with major depressive episode

- Have failed to receive satisfactory improvement for the major depressive episode despite the adequate trialling
of at least two different classes of antidepressant medications, unless contraindicated

« Have also undertaken psychological therapy unless inappropriate; and

- Have not received rTMS treatment previously in either a public or private setting.

TMS JOURNEY

Reviewing the Referral

A staff member will contact the patient as soon as possible after receiving the referral
to do a preliminary screening. An initial assessment will be scheduled with a
psychiatrist who is trained in rTMS.

2 Initial Assessment with Psychiatrist
During the initial assessment, the psychiatrist will determine the suitability of rTMS for the patient,
and this will involve clarifying diagnosis and ruling out any contraindications to rTMS.
PA detailed safety screening will be conducted, and informed consent taken.
3)

Resting Motor Threshold

Following the initial assessment, if ITMS has been deemed as a suitable treatment, the patient will
be offered an appointment to determine the Resting Motor Threshold (RMT) and mapping

for treatment coordinates. The RMT session informs the intensity of ITMS as well as the
placement of the coil during treatment.

0 First Course of rTMS
During the initial course of rTMS treatment, the patient is advised to attend the clinic 3 to 5 days
per week for treatment sessions. During this stage, the patient will have one consultation
with the psychiatrist during the course to monitor the progress and response to treatment,
and once after they have completed it.

8 Maintenance rTMS
For patients who have already completed an initial course of rTMS, some may require
maintenance sessions. For these patients, a plan is drawn by the psychiatrist informed by
the history of their mental iliness and response to treatment.
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