




Texas TMS Center 
3215 Steck Avenue, Suite 200
Tel. (512) 610-1111   Fax (512) 476-0195
www.texastmscenter.com
Thank you for your interest in our TMS program.  In preparation for your consultation, please review the attached information that should answer the majority of your questions.
The following information is necessary before a Consultation can be scheduled:
1. Demographic information – please complete the attached TMS New Patient Information Record Sheet.
2. If possible, a referral letter from your treating physician to include:
· Diagnosis
· History of Present Psychiatric Illness including current symptoms and length of episode
· Psychiatric History including detailed list of prior medication trials, dosages and response, and past hospitalizations
· Past Medical History
· Family Psychiatric History
The above information should be faxed to (512) 476-0195 or e-mailed to sclark@texastmscenter.com. 
If you have any questions, please call our office at (512) 610-1111.  Our office hours are Monday-Friday 9am-4:00pm except holidays. 
                                                                                                                              ________
                                                                      Initial
TMS PATIENT INFORMATION
What is TMS?
TMS stands for “Transcranial Magnetic Stimulation”.  NeuroStar® TMS Therapy is a medical procedure that works by delivering focused MRI-strength magnetic pulses to non-invasively stimulate the left side of the brain.  The TMS treatment session is conducted using device called a “treatment coil” that delivers highly pulsed magnetic fields.  These magnetic fields are the same type and strength as those used in magnetic resonance imaging (MRI) machines.  Patients being treated with TMS Therapy do not require anesthesia or sedation.  They remain awake and alert and return to work or their daily routine after each treatment. 
Benefits and advantages of TMS
· Non-invasive treatment
· Out-patient treatment
· Statistically and clinically significant improvement in depression symptoms (in open-label trial, 54% of patients responded and 33% remitted)
· No interruption to daily schedule
· No anesthesia
· No adverse effects on cognition
· Few or no side effects (most severe side effect is a headache, scalp discomfort). Less than 5% of patients discontinued treatment due to side effects.
· Safe and tolerable.  More than 20,000+ active treatments have been safely performed.
· Patients do NOT have to stop taking medication in order to receive TMS
· FDA approved since October 2008
· National Institute of Mental Health concluded that NeuroStar TMS Therapy is a monotherapy with few adverse effects and significant antidepressant effects for depressed patients who do not respond to medications or who cannot tolerate them. 
________
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Am I a good candidate?
The best way for you to determine if TMS is right for you, is by speaking with Dr. Winston.  Proper pre-procedural screening ensures that therapy is administered only when it is medically advisable.
Eligibility:  In order to ensure your safety, the following general requirements will need to be met prior to receiving TMS therapy:                                                                                                           
· Currently diagnosed with treatment resistant depression by a psychiatrist, physician or qualified health care professional.  Treatment resistance is defined as one antidepressant failure at or above the minimal effective dose and duration in the current episode.
· No previous history of epilepsy unless stable on meds
· No foreign metal cranial bodies or metallic/magnetic implants above the shoulders
How often will I receive TMS therapy?
Generally, the initial course of treatment will involve 26-36 treatment sessions over a 7-9 week period (usually a 37.5-60 minute treatment session each day from Monday to Friday). This is an individual treatment plan based on your history and symptoms. However, depending on your response, additional sessions (at additional cost) may be recommended to achieve maximum response.  
Maintenance treatment:  Maintenance treatment or Booster Treatments (at additional cost) may be required in the future depending upon your individual needs.  You or your treating provider can contact us if maintenance treatment is required.
Do I continue to see my treating provider during the course of TMS Therapy?
Yes.  During your course of TMS therapy, you will continue your regularly scheduled appointment(s) with your treating provider as they will continue to follow you and prescribe any of your ongoing medications if needed. We will be conferring with them while you are receiving TMS Therapy. 
COST                      
Initial Consultation
$275
The total cost of TMS will be discussed if you are deemed appropriate for treatment.
 ________
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Insurance Coverage and Reimbursement: **please note
Initial Consultation:  The Initial Consultation may be covered by insurance but reimbursement will depend on your specific mental health insurance policy.  Payment is due at the time of Consultation and we will furnish you a paid receipt that you can submit to your insurance carrier.
Treatment:  As with most relatively new treatments and therapies, TMS therapy is possibly covered under some insurance carriers on a case by case basis.  We will furnish you with a paid receipt that you can submit for reimbursement.
Cancellation policy:  In order for TMS Therapy to be effective, it must be performed on a daily basis (M-F) for a minimum of 26-36 sessions over 7-9 weeks. Missing any treatments could affect your response and is not advisable.  Only absolute emergencies and medical illness are acceptable reasons for cancellation. This is a serious treatment for a serious illness.
What happens next?
    Go to “Contact Us” on the upper right hand corner of the screen on  Texastmscenter.com, scroll down page to Download Patient Packet.  Initial all five pages in the right hand corner. Fill out the three pages of health history extensively. Email back to sclark@texastmscenter.com or fax to 512-476-0195 (Attention TMS). This information is needed before the appointment day. 

   Initial consultation will be a verbal consultation with the TMS Coordinator followed by Dr. Winston covering psychiatric and medical history. 
Scheduling TMS therapy:  If you are an appropriate candidate for TMS, we will schedule a block of 26-36 treatment sessions initially. Treatment will be provided daily (M-F) for a 7 to 9 week period.   
Prior to Day 1 of TMS treatment:  Sign consent forms and address any questions or concerns. Initial standardized depression rating scales will be completed.
   ____
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POLICY & PROCEDURE
Payment Policy:  Due to the nature of the treatment we require each patient to determine the methodology for reimbursing our office for TMS treatment.  We offer a number of options: cash, check, credit card. 
Financial Assistance:  Recommendations for financial assistance with FLEX Spending Accounts, Health Savings Accounts or CLARK BEHAVORIAL HEALTH FINANCIAL A brochure can be found at http://www.neurostartms.com/pdf/ClarkFinancingBrochure.pdf
Our office has the ability to submit HCFA 1500 claims on a weekly basis. 
Depression Rating Forms:  As treatment continues, standardized depression scales will be repeated several times to monitor your progress.
Treatment: The patient should take over the counter Extra Strength Tylenol 2 tablets or up to 4- 200mg. tablets of Ibuprofen ½ to 1 hour before session if not medically contraindicated for the individual person.  A prescription for a topical analgesic may be ordered for you also. TMS treatment commences and you will be made comfortable in the treatment room while we position the TMS magnet and prepare the TMS system. The magnetic coil will be positioned against your scalp on the left front region of your head.  The magnetic coil will make a clicking sound and you will be given earplugs to wear. The initial treatment session can last up to two hours. Remaining treatment sessions last approximately 45 to 60 minutes. 
What happens at the end of your 26-36 sessions of therapy?
Continued sessions:  We cannot predict how many exact treatments you will need. Depending on your progress, additional sessions (at additional cost) may be recommended at the end of your 26-36 sessions.  Additional treatments would run immediately following the initial phase. 
Discharge:  We will send a progress report to your treating provider.  
Maintenance treatment or Booster Treatment:  In the future, you may require maintenance treatment or booster treatment (at additional cost)   depending on your individual needs.  You or your treating provider can call us if booster treatment is required.  
____
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TMS INITIAL EVALUATION FORM
3215 Steck Ave. Suite 200 Austin, Texas 78757
Office 512-610-1111   Fax 512-476-0195
Email: sclark@texastmscenter.com
Patient Name _______________________________________ Date________________
Date of Birth______________________   Age________    Gender________
Address_________________________________________________________________
Home #__________________     Cell#________________    Work#_________________
Email address ____________________________________________
Profession________________________________________________________
Contact person for emergency_______________________________________     
Telephone #_____________________________
Present psychiatrist______________________________________
Address_______________________________________________
Telephone #____________________________________________
Email address___________________________________________
Present psychologist______________________________________
Address________________________________________________
Telephone #_____________________________________________
Email address____________________________________________
Present primary care doctor_________________________________
Address_________________________________________________
Telephone #______________________________________________
Email address_____________________________________________
Who referred you to us? ____________________________________ 
 How did you hear about Texas TMS Center? ____________________________
Do you have any metal in your body? _______ Where?__________________________
Metal in your eyes? __________________ Past impact to eyes?____________________ Cardiac pacemaker?______  Cochlear implant? _________ Aneurysm clip? _______  
Vagal nerve stimulator? ________ Any implanted devices?_____________________ 
Have you had an MRI? _____   When? ___________ Why? ______________________
Have you ever had a seizure? ______   When? _________________________________
Cancer?_________________________ Headaches?________ Anxiety?____________
Stroke?__________ Cardiac disease?________________ 
Infectious disease?____________ 
History of drug or alcohol abuse, if so, what? 
________________________________________________________________________________________________________________________________________________
How often do you drink alcohol? _____________________ How much______________
Did you smoke? ________   How much? _____________________ # of years_________
Do you smoke? ________   How much? ______________________ # of years________
TMS INITIAL EVALUATION FORM

Name:________________________



Date:___________________
Medical hospitalizations (reason)                                             Dates
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Present medications and medical condition                Date medication started
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________                                         
Medication Allergies: _____________________________________________________
Seasonal/environmental Allergies: ___________________________________________
TMS INITIAL EVALUATION
Name:________________________________________             Date:_______________
What diagnosis(s) have you been given pertaining to your mental health?
Diagnosis                                      By who                                              Date 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Psychiatric hospitalizations                                            Dates
________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________
Past psychiatric Medications         Start and stop date                  Side effects
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you attempted suicide? ___________    How many times? ___________________
If so give dates. ________________________________________________________________________________________________________________________________________________
Any psychiatric history in the family        Who (at what age)                Diagnosis
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
                                                TMS INITIAL EVALUATION
Name: _______________________________________                  Date: ____________
List of Present psychiatric medications          Dosage                  Date Started                     
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Consent for Evaluation
Texas TMS Center

3215 Steck Avenue

Suite 200

Austin, Texas 78757

Jaron L. Winston, M.D. or one of his associates will be evaluating you for possible treatment with Transcranial Magnetic Stimulation.  

I understand that this is just an evaluation and that I might not be a candidate for TMS.  

I understand that this service is not covered by insurance.  

I also understand that I will be responsible for the total cost of this evaluation.  

The Texas TMS Center will present me with a copy of my receipt so I may file with my insurance company.

Print Name: __________________________________

Signature: ____________________            __________

                                                                                                                 Date
Jaron Winston, M.D.

3215 Steck Avenue

Suite 200

Austin, Texas 78757

512-476-3556

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I, _________________________________________________ have received a copy of Dr. 

                                      (patient name)

Winston’s Notice of Privacy Practices.

_____________________________________________          _________________________

                              (signature of patient)




    (date)

Patient Consent for a Medical Procedure
NeuroStar TMS Therapy

Texas TMS Center at SASH

3215 Steck Avenue, Suite 200

Austin, TX 78757

This is a patient consent for a medical procedure called NeuroStar TMS Therapy®.  This consent form outlines the treatment that your doctor has prescribed for you, the risks of this treatment, the potential benefits of this treatment to you, and any alternative treatments that are available for you if you decide not to be treated with NeuroStar TMS Therapy.  

The information contained in this consent form is also described in the Depression Patient’s Manual for Transcranial Magnetic Stimulation with the NeuroStar TMS Therapy® System which is available from your doctor.  Not all information in the Manual is stated here, so you should read the Patient Manual and discuss any questions that you have with your doctor.  Once you have reviewed the manual and this consent form, be sure to ask your doctor any questions that you may have   about NeuroStar TMS Therapy.
Dr. Winston and/or his staff has explained the following information to me:

a. TMS stands for “Transcranial Magnetic Stimulation”. NeuroStar TMS Therapy is a medical procedure.  A TMS treatment session is conducted using a device called the NeuroStar TMS Therapy System, which provides electrical energy to a “treatment coil” or magnet that delivers pulsed magnetic fields. These magnetic fields are the same type and strength as those used in magnetic resonance imaging (MRI) machines. 
b. NeuroStar TMS Therapy is a safe and effective treatment for patients with depression who have not benefitted from antidepressant medications.
c. Specifically, NeuroStar TMS Therapy has been shown to relieve depression symptoms in adult patients who have been treated with one antidepressant medication given at a high enough dose and for a long enough period of time but did not get better.  
d. At this time, there are no studies that show that NeuroStar TMS Therapy works for patients who did not get better after taking two or more antidepressant medications at a high enough dose and for a long enough period of time or who did not take any antidepressants during this current period of depression.
e. During a TMS treatment session, the doctor or a member of their staff will place the magnetic coil gently against my scalp on the left front region of my head.  The magnetic fields that are produced by the magnetic coil are pointed at a region of the brain that scientists think may be responsible for causing depression.     
      Date: ____________________________                           Initial: ________________ 

f. To administer the treatment, the doctor or a member of their staff will first position my head in the head support system. Next, the magnetic coil will be placed on the left side of my head, and I will hear a clicking sound and feel a tapping sensation on my scalp. The doctor will then adjust the NeuroStar TMS Therapy system so that the device will give just enough energy to send electromagnetic pulses into the brain so that my right hand twitches. The amount of energy required to make my hand twitch is called the “motor threshold”. Everyone has a different motor threshold and the treatments are given at an energy level that is just above my individual motor threshold.  How often my motor threshold will be re-evaluated will be determined by my doctor. 
g. Once motor threshold is determined, the magnetic coil will be moved, and I will receive the treatment as a series of “pulses” that last about 4 seconds, with a “rest” period of about 26 seconds between each series.   Treatment is to the left front side of my head and will take about 40 minutes. I understand that this treatment does not involve any anesthesia or sedation and that I will remain awake and alert during the treatment. I will likely receive these treatments 5 times a week for 4 to 6 weeks (20 to 30 treatments).  I will be evaluated by the doctor or extender several times during this treatment course.  The treatment is designed to relieve my current symptoms of depression.
h. During the treatment, I may experience tapping or painful sensations at the treatment site while the magnetic coil is turned on.  These types of sensations were reported by about one third of the patients who participated in the research studies.  I understand that I should inform the doctor or his/her staff if this occurs.  The doctor may then adjust the dose or make changes to the where the coil is placed in order to help make the procedure more comfortable for me.  I also understand that headaches were reported in half of the patients who participated in the clinical trial for the NeuroStar device.  I understand that both discomfort and headaches got better over time in the research studies and that I may take common over-the-counter pain medications such as acetaminophen if a headache occurs. 

Date: ________________________                          Initial:________________
i. The following risks are also involved with this treatment:                                          The NeuroStar TMS Therapy System should not be used by anyone who has magnetic-sensitive metal in their head or within 12 inches of the NeuroStar magnetic coil that cannot be removed.  Failure to follow this restriction could result in serious injury or death.  Objects that may have this kind of metal includes: 

-Aneurysm clips or coils                            
-Stents                                                         
-Electrodes to monitor your brain activity       

             -Other metal devices or objects implanted in the head.
-Bullet fragments

-Implanted Stimulators
-Ferromagnetic implants in your ears or eyes           

NeuroStar TMS Therapy is not effective for all patients with depression.  Any signs or symptoms of worsening depression should be reported immediately to your doctor.  You may want to ask a family member or caregiver to monitor your symptoms to help you spot any signs of worsening depression. 

Seizures (sometimes called convulsions or fits) have been reported with the use of other types of TMS devices.  However, no seizures were observed with use of the NeuroStar TMS Therapy system in over 10,000 patient treatment sessions.   

j. Because the NeuroStar TMS Therapy system produces a loud click with each magnetic pulse I understand that I must wear earplugs or similar hearing protection devices with a rating of 30dB or higher of noise reduction during treatment.  

k. I understand that most patients who benefit from NeuroStar TMS Therapy experience results by the fourth week of treatment.  Some patients may experience results in less time while others may take longer.
l. I understand that I may discontinue treatment at any time.

Date: ________________________                          Initial:________________
I have read the information contained in this Medical Procedure Consent Form about NeuroStar TMS Therapy and its potential risks. I have discussed it with Dr Winston or his staff who has answered all of my questions. I understand there are other treatment options for my depression available to me and this has also been discussed with me. I therefore permit Dr. Winston and his/her staff to administer this treatment to me. 
PATIENT
Printed name___________________________________________ 
PATIENT Signed Name __________________________________________________________ Date: ________________

 WITNESS or POA or LAR (if necessary)  
Printed name ________________________________________________    
Signed name ____________________________________________________________________Date:________________

TMS PATIENT INFORMATION SHEET

PATIENT INFORMATION

	Name


	Social Security Number
	Gender

M      F
	Date of Birth

	Marital Status

Single    Married   Divorced   Widowed
	Address
	City/State/Zip Code

	Home Telephone Number
	Work Telephone Number
	Other Telephone Number


ALTERNATIVE CONTACT INFORMATION
	Name
	Address
	City/State/Zip Code

	Relationship
	Telephone Number
	Cell Number or e-mail



