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TRANSCRANIAL MAGNETIC STIMULATION 

Referral Form 

 
   Patient Details: 

 

 Referring Doctor: 

 

 

Stamp if prefer 



Mind Wave TMS CLINIC 

 
Reason for Referral 

 

 

Medical Condition(s) which may affect TMS Treatment: 

 

 

If any of the above are ticked, please provide additional information: 

 

 
 
 
 

Doctor Signature:………………………………………… Date: ……………………………………….. 
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