
TMS Patient Request Form  

(Save form to computer when completed and return to ohandal@harmonex.us) 

Patients Name: ___________________ Age: ____   DOB: _________ Phone number________________ 

Insurance information    

Primary Insurance______________                                      Secondary Insurance_____________ 

Member’s ID: _____________     Member’s ID: ______________  

Group number________     Group number________ 

Subscriber’s name_____________________ Address____________________________________  

City_____________ State_______ Zip code________ 

Treatment location (choose one)      □ Dothan, Alabama                □ Miramar Beach, Florida 

All current medications (for psychiatric or other medical conditions) and doses: 

Medications  maximum dose            Date range of trial             Side Effects/ineffective  

_____________  ____________                  ____________  _____________ 

_____________  ____________  _____________  _____________ 

_____________  ____________  _____________  _____________ 

_____________  ____________  _____________  _____________ 

_____________               ____________  _____________  _____________ 

In order for me to obtain reimbursement support services under the NeuroStar Reimbursement Support program, I understand that Neuronetics, its affiliates and authorized agents 

administering the program (including third party administrators) (“Neuronetics”) will need to receive, review, use and disclose information about me, my health insurance coverage, and my 

medical diagnosis and treatment (including my use of or need for NeuroStar TMS Therapy). I request and authorize my physician and other healthcare professionals (“Doctor(s)”) and my 

health plan or insurance company (“Insurer(s)”) to give Neuronetics information about me, my health insurance coverage, and my medica l diagnosis and treatment (including my use of or 

need to use NeuroStar TMS Therapy). This information can include spoken or written facts about my health and payment benefits, as well as copies of records from Doctor(s) or Insurer(s) 

about my health or healthcare. I understand that I may revoke this Authorization by sending a written notice to my Doctor(s) and Neuronetics. Revocation of this Authorization will be valid 

when received by my Doctor(s) and Neuronetics, except to the extent that my Doctor(s) and/or Neuronetics have already taken action relying on this Authorization. I also understand that my 

revoking this Authorization will not affect my health care treatment or enrollment under a health plan. I also understand the information disclosed because of this Authorization may be re-

disclosed by the recipient and may not be protected by the federal or state privacy regulations. Neuronetics may be required by contract to protect the confidentiality of this information but 

otherwise does not assume any responsibility for the information submitted. Neuronetics is providing its services “AS IS” without representations or warranties of any kind, express or implied, 

and cannot and does not accept any liability including for any inability to obtain coverage or reimbursement for me. In no event shall Neuronetics be liable for any direct, indirect, 

consequential, incidental, special or exemplary damages of any kind or nature arising out of the services. I hereby authorize Neuronetics to use the information described above for purposes 

of assisting to gain access and reimbursement for NeuroStar TMS Therapy from my group health plan/Insurer and to otherwise support my care. All reimbursement information provided by 

Neuronetics is for general guidance only. It does not represent a statement, promise or guarantee by Neuronetics concerning levels of reimbursement, payment, or charge, if any. Coverage 

and payment for NeuroStar TMS Therapy is based on various factors, including but not limited to; medical necessity, the patient’s specific benefits plan, and individual insurance company’s 

policies and guidelines. It is the responsibility of the physician and patient to be knowledgeable of the applicable guidelines. 

      1 of 2 



INITIAL TREATMENT REQUIREMENTS 

□ Member is 18 years or older and 

□ Member is not pregnant or breast feeding  

□ Member has a confirmed diagnosis of severe major depressive disorder, single or recurrent. 

□ Resistance to prior treatment (select one or more of the following and provide documentation of 

unsuccessful trials)  

□ Inability to tolerate psychopharmacologic agents as evidenced by four trials of psychopharmacologic 

agents from at least two different agent classes, at or above the minimum effective dose and duration 

(at least one of which is in the antidepressant class), with distinct side effects, or 

□ Inability to tolerate psychopharmacologic agents as evidenced by three different antidepressants from 

at least two different agent classes, plus one with an augmenting agent. Augmentation therapy: when 

one or more drugs are not antidepressants, but are added to increase the effect of an antidepressant 

drug for adults with major depressive disorder (e.g., adding Buspirone),  

□ History of response to TMS in a previous depressive episode or 

□ currently receiving electroconvulsive therapy (ECT) and TMS is considered a less invasive treatment 

option 

INITIAL TREATMENT REQUIREMENTS 

Please mark if the patient has any of the below: 

□ Seizure disorder or any history of seizures (except those induced by ECT or isolated febrile seizures in 

infancy without subsequent treatment or recurrence) 

□ Presence of acute or chronic psychotic symptoms 

□ Known nonadherence with previous treatment for depression 

□ Current or known substance use at time of referral or start of TMS treatments 

□ Neurological conditions that include epilepsy, cerebrovascular disease, dementia, increased 

intracranial pressure, history of repetitive or severe head trauma, or primary or secondary tumors in the 

central nervous system 

□ Presence of an implanted magnetic-sensitive medical device located less than or equal to 30 cm from 

the TMS magnetic coil or other implanted metal items including, but not limited to, a cochlear implant, 

implanted cardiac defibrillator (ICD), pacemaker, vagus nerve stimulation (VNS), or metal aneurysm 

clips, coils, staples, or stents 
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