
 

 

 

 

Transcranial Magnetic Stimulation (TMS) Direct Referral Form 

Major Depressive Disorder (MDD) 

Patient Information: 

 

Full Name __________________________________________________________________ 

Date of Birth _______________________ 

Mailing Address __________________________________________________________________ 

City _______________________ State _______ Zip Code __________ 

Insurance Carrier __________________________________________________________________ 

Member ID ___________________________ Group Number ________________________ 

 

Referring Provider Information: 

Referring Healthcare Provider Name ______________________________________________________ 

Provider Mailing Address ___________________________________________________________________ 

City __________________________________ State ________ Zip Code ___________________ 

Phone (___) ___________________ Fax (___) ___________________ 

Medical History: 

Have you ever received TMS, Spravato/esketamine, or ECT treatment in the past? ☐Yes ☐No 

If yes, when did you receive this treatment? _________________ Was the treatment successful? ☐Yes  ☐No 

If YES, please submit this form with the 
following supporting documents 

If NO, please submit this form with the 
following supporting documents 

• 3 most recent TMS, esketamine or ECT 
appointment notes that includes approved 
diagnosis 

• PHQ9 assessment from end of previous 
treatment and a current PHQ9 (PHQ9 
scores below 15 may not qualify) 

• Current medication list (including dose & 
duration) 

• Historical medication list (including dose, 
duration, and reason for discontinuation) 

• At least 5 recent appointment notes from 
your current provider that clearly indicate 
the approved diagnosis (F33.2) 

• A recent PHQ9 assessment (PHQ9 
scores below 15 may not qualify) 

• Current medication list including dose & 
duration 

• Historical medication list, including dose, 
duration, and reason for discontinuation 
(patients must have failed at least 4 drug 
trials prior to TMS) 
 

 



Please send this completed form, along with the appropriate supporting documentation, to Landmark Health 

Systems.  

By Mail: 387 Franklin St Buffalo NY 14202 

By Fax: 716-262-0481 attn TMS Department 

 

 

 

 

 

 

  

I attest that all the information provided is accurate and up-to-date to the best of my knowledge. I 

understand that submission of this information does not guarantee acceptance into the TMS program 

at Landmark Health Systems 

Patient signature: ______________________________________  Date: ____________  

Printed Name: _________________________________________ DOB: ______________ 



 


