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Patient Referral for SPRAVATO® Treatment

771

SEND TO:
EQUANIMITY RI
Referring Provider/Center Name
FAX #:
Phone Fax
401-827-1933
Email

1. PATIENT INFORMATION

First Name: Last Name Date of Birth:
Address: Phone Number*:
Town/City: State:  ZIP Code: Email:

*Can a voicemail be left at this number for an appointment? |:|Y/ |:|N

Primary Insurance: Policy #: Group #:
Policyholder Name: Card/BIN #:
Caregiver’s Name: Caregiver’s Phone Number:

Reminder: Please fax a copy of the insurance card with this referral. Your patient may have 2 insurance cards for pharmacy and/or medical benefit.

2. MEDICAL HISTORY

All insurance companies require multiple failed classes of antidepressants. We will be unable to submit a Prior Authorization request for your treatment if we
do not receive a complete medication history INCLUDING dates (MM/YYYY), doses, and reason for stopping the medication (i.e. side effects, lack of efficacy)
**PLEASE FAX LAST APPOINTMENT NOTE AND ALL MEDICATION HISTORY WITH REFERRAL***

Medication Dose Dates/Frequency (i.e. June 2022-present, weekly) Reason for stopping (Please list side effects)

Additional medical reports and supporting documents are included with this form. [_]Y/ [_]N

3. REFERRING HEALTHCARE PROVIDER INFORMATION

Name: Phone Number:

Practice: Email: Fax Number:

Please notify me with updates regarding my patient through: [_|Phone/ [ _|Email/ [_]Fax

Please see full Prescribing Information, including BOXED WARNINGS, and Medication Guide for SPRAVATO®.



