
Northshore TMS Intake Request                                            
Date _______________ 

 
Name_____________________________________________________    DOB ____________________ 
 
Address______________________________________________________________________________ 
 
Ph __________________________________________   Email __________________________________ 
 
Insurance ____________________________________________________________________________ 
 
Policy Holder _________________________________________________________________________ 
 
Current MD/PHMNP _________________________________ How long? _________________________ 
 
Depression History , duration, effect on daily life 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
Hospitalizations_____________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
Medical history 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
Current meds ______________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
Prior meds/therapies tried, dates and effects____________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
Please fax completed form  to 1-985-624-5305 or email to northshoretms@att.net 
 
 


