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PATIENT DETAILS 

Title/First name   Last name   DOB   

Street Address Suburb  Postcode   

Preferred method of contact 

Complete if your client consents to our Client Care Team contacting them directly to book an 
appointment. 

Mobile  Email   

Name of Emergency contact:   Phone Number  

Funding 

The Client Care Team will discuss options with your client and facilitate funding paperwork as required. 

Medicare Number   Ref:  Valid until:   

Fund:   Private / self-funded  Dept. of Veteran Affairs  Workcover  Health fund:   

Membership / claim number:   

 

REFERRAL INFORMATION 

Reason(s) for TMS referral 

 Major depressive disorder   Chronic pain   Generalised anxiety disorder  Smoking addiction    

 Tinnitus   Obsessive-compulsive disorder  Post-traumatic stress disorder   Other:    

 

Medications and clinical notes 

Has this client in the past 12 months: 

 Trialled 2 or more classes of antidepressants and failed to demonstrate an adequate response.  

 Been admitted for psychiatric condition. If so, please provide additional information below.  

Precautions and potential contraindication(s)  

(If any are present, please provide additional information below) 

 Implantable medical pump or stimulator (including pacemaker)   Cochlear implant   Epilepsy 

• Additional diagnoses/comorbidities    

• Current medication    

• Substance use/abuse/dependence    

• Risk of harm (if yes, please provide additional information below)   

• Allergies    

• Previous treatments – ECT, TMS, hospitalisations, community mental health, therapy   
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Second course of TMS referral:  

Did the client demonstrate a satisfactory clinical response to TMS previously (as evidenced by a validated 

major depressive disorder questionnaire at least 4 months after receiving the initial TMS treatment?   

 Yes   No 

Did the client have their previous TMS treatment at our clinic?   Yes   No 

 

REQUESTING DOCTOR 

   Psychiatrist     GP    Other:    

 

Name   Provider number   

Practice Name   

Practice Address  

Phone:   

Email:   

 

 

Doctor Signature:    

 

Date:   

 

 

ADDITIONAL INFORMATION 

  

  

  

  

  

  

  

  

  

  

  

 

 

mailto:tms@awarehub.com.au

	Text-K3enS1Ybsy: 
	Text-90JqRMMGox: 
	Text-Y4Y6DtU1F1: 
	Text-q2KpOmJLCj: 
	Text-xMgzdegg1x: 
	Text-r-pTm_CWzb: 
	Text-Yt3vEAomeq: 
	Text-QbN6U-h532: 
	Text-sLSDeLoG6K: 
	Text-nckJBuNL2O: 
	Text-Fxo_iN1nx6: 
	Text-ESlnV_E7an: 
	Text-4YJ-PQmXm1: 
	CheckBox-TyPou8x8bh: Off
	CheckBox-iVWTowIGK6: Off
	CheckBox-zPKmwm5SBR: Off
	CheckBox-l5jIJ2pS6e: Off
	Text-vQlnN3CwLT: 
	Text-oNWwNVe8xB: 
	CheckBox-PPV7rESM7l: Off
	CheckBox-YISxK2zopx: Off
	CheckBox-Cs6fpIwGLp: Off
	CheckBox-ar3Ju6oMUc: Off
	CheckBox-cRvyO2Yt0T: Off
	CheckBox-NwaecRKiF-: Off
	CheckBox-Q8WPZa7l7q: Off
	Text-i7XOBNjFPG: 
	CheckBox-EHQccQCUes: Off
	CheckBox-oVOo35DlH9: Off
	CheckBox-fjA-aQ1n4G: Off
	CheckBox-QARw_fr9De: Off
	CheckBox-71NYyOEQcK: Off
	Text-Nvv5E61SOs: 
	Text-Kbk_LC6jTI: 
	Text-whhomFfVXl: 
	Text--6TZ2XUBDu: 
	Text-185pLff3Gu: 
	Text-8ec20uL3BI: 
	CheckBox-vor-a-r3xO: Off
	CheckBox--oTm9WWOWQ: Off
	CheckBox-n1Sz8jIVi3: Off
	CheckBox-4oeJeIdiL6: Off
	CheckBox-yMiHtIvD4L: Off
	CheckBox-Fx4UZLqi77: Off
	CheckBox-TySNnGOn_Z: Off
	Text-im8TL0YWl_: 
	Text-m3CYk6XLIs: 
	Text-D4jqITDbHl: 
	Text-a4PA1BxsmO: 
	Text-FrFmLLraMD: 
	Text-JDQDMRJFGT: 
	Text-wHKdmTDe9Q: 
	Text-h-RiPvcEHm: 
	Paragraph-v531xTbjuZ: 


