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Neurostimulation and Interventional Psychiatry Referral Form

Referral reason:

1 Opinion and if appropriate, provision of intervention

O Other:

Referrer Information: LGP 1 Psychiatrist
Name: Provider Number:

Address:

Phone: Clinic Name:

L1l am referring this patient as the usual treating doctor who will be providing ongoing care.

[0 1 am providing the referral but will not be providing ongoing care as this patient’s doctor.’

Patient Information:

Name: DOB: / / Gender: M O F O Other:
Address:

Contact Number: Medicare #: EXP:
Email:

Patient Diagnosis: (please provide a brief summary of the patient’s mental health diagnosis)

Has the patient seen a psychiatrist or been admitted to hospital for psychiatric treatment within
the last 2 years: Yes / No

If yes, please attach psychiatrist letters and/or discharge summaries.

Please provide a list of your current providers and contact details (case manager, psychiatrist,
psychologist, support coordinator):

Previous TMS treatment Yes [ Are you planning any holidays/surgeries in | Yes [

No O the next 6 months? No 0O
Planning on changing Yes I Have you tried two antidepressants in Yes I
medications or providers | No [ your lifetime? If yes please list: No O
in the next 3 months?




Medical Diagnosis:

Epilepsy Yes I Implants Yes I Head injury | Yes O

No O No O No O
Any past seizure | Yes [ Are you Yes [ Tinnitus Yes [

No O pregnant? No O No O
Neurological Yes [ Neurological | Yes [ Medication | Yes [
illness No [ surgery No O pump No O
Metal plates/ Yes I Pacemaker/ | Yes O Anyrecent | Yes [
pins No [ ICD No O concussions | No [

If yes to any, please give details: (attach additional pages if required)

Other medical history, not listed previously: (Please attach any recent pathology and
patient health summaries)

Current Medications & Doses: (attach additional pages if required)

Allergies: Yes [1/ No [ (please specify if yes):

Physical Examination (please tick)

Neurological: |[Normal Abnormal Head/Neck: Normal 0 Abnormal [
Lungs: Normal O Abnormal Skin: Normal O Abnormal [J
Chest: Normal|:| Abnormal Eyes: Normal|:| Abnormal
Heart: Normal|:|AbnormalIZ| ENT: N Normal|:|AbnormalIZ|
Abdomen: Normal [ Abnormal O Extremities: Normal[_JAbnormal O




Overall Evaluation

Normal Abnormal J
Summarise ABNORMAL findings below, and include relevant test results

How did you hear about us?

Patient Websearch

Social Media East Side Recovery website [
Word of mouth Medical referral

Other (please specify)

Provider Signature: Date: / /

**Important: Please ensure the client consent form (next page) is completed along with this referral
form, (electronic signature accepted)**

Please fax or email to: 03 9739 8898 or enquiry@eastsiderecovery.com.au

Contact Method:
Preferred contact method:

Phone O Email O

Preferred Time / Day contact:

1 TMS/tDCS and other interventions at ESR are medically supervised but all patients must also have their own
doctor who continues to provide primary care during the course of treatment.



Client Consent Form

East Side Recovery needs to collect information about you for the primary purpose of providing quality treatment. In
order to fully assess, diagnose and treat you, we need to collect some personal information from you. This
information will also be used for the administrative purposes of running the practice such as billing you or through
an insurer or compensation agency. Information will be used within the practice for handover if another practitioner
provides you with assistance.

East Side Recovery may disclose information regarding diagnosis or treatment to your Doctor or other treatment
providers only with your consent. In the case of insurance or compensation claims, it may be necessary to disclose
information and/or collect information that affects your treatment and return to work. East Side Recovery will not
disclose your information to commercial companies, however specific service or product information as deemed
suitable for your management, may be forwarded to you by us, unless you instruct East Side Recovery not to forward
this type of information. Your written consent will obtained at the start of your treatment in order to carry out the
above activities. We do not disclose your personal information to overseas recipients.

Information at East Side Recovery is stored securely and only practice staff has access to it. East Side Recovery takes
all reasonable steps to ensure that information collected about you is accurate, complete and up-to-date. You may
have access to your information on request and if you believe that any of the information is inaccurate we may be
able to amend it accordingly. If you do not provide relevant personal or health information, in part or in full, to East
Side Recovery it may result in incomplete assessment. This may impact on the diagnosis and the following therapy
that is provided. Any concerns that you may have about this statement or about your management can be directed
to our Complaints officer, Michelle Pitcaithly at michelle@eastsiderecovery.com.au or by post at 272B Dorset Road,
Boronia VIC 3155.

This means your informed consent for the sharing of information will be sought and respected in all situations
unless:

e we are obliged by law to disclose your information regardless of consent or otherwise;

e it is unreasonable or impracticable to gain consent or consent has been refused; and

e the disclosure is reasonably necessary to prevent or lessen a serious threat to the life, health or safety of a person
or group of people.

Client Name:

| hereby acknowledge that | am aware of my right to access my personal information *

| hereby acknowledge that | am aware of my right to withdraw my consent at any time. *

| understand that my provider must comply with relevant privacy laws and | will contact the
organisation immediately if | feel that these laws have been breached. *

| understand why certain information about me may need to be provided to other service providers
in order to coordinate the best support for me *

Signature *

Date: / /
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