
 DEMOGRAPHICS 

_

Health Plan  ________________________________________________________

DOB  _______________________________________________________________

SSN ________________________________________________________________

 __________________________________________________________

 ________________________________________________________

 PREVIOUS BH/SA TREATMENT 

 None   or    OP  SA 

 _______________________

____________________________________________________________________

Substance Use Disorder

 None 

 ________________

____________________________________________________________________

____________________________________________________________________

 PROVIDER INFORMATION 

 ______________________________________________

 ________________________________

  DO         Other  __________

Physical Address  ___________________________________________________

Phone ____________________________  Fax  ____________________________

 ________________________________________________

 _________________________________________________

 CURRENT RISK/LETHALITY  

Suicidal

Behavior

Psychotic

 CURRENT ICD DIAGNOSIS 

 ____________________________________________________________

 ______________________________

Secondary  ________________________________________________________

Teritary  ____________________________________________________________

Additional  _________________________________________________________

Additional  _________________________________________________________

 Yes   No

 Yes   No 

 REQUESTED AUTHORIZATION FOR ECT   

Please indicate type(s) of service provided by YOU and the frequency.

Total sessions requested  ____________________________________________

Type _____________      Bilateral _____________     Unilateral  ____________

Frequency  _________________________________________________________

 _____________________

 ________________________________

Requested start date for authorization  ______________________________

Length _____________________   Length of convulsion _________________

 PCP COMMUNICATION 

 Phone       Fax      

 _________________________________________________

 _________ 

 ________ 

 ___________________________

 ______________________________ 

 LAST ECT INFO 



______________________________________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________     

_______________________________________________________________________________________________________________________________________________ 

 CURRENT PSYCHOTROPIC MEDICATIONS   

 Dosage  Frequency 

 PSYCHIATRIC/MEDICAL HISTORY                                                           

 REASON FOR ECT NEED                                                                                     

 ECT OUTCOME                                                                                                       

 ECT DISCONTINUATION                                                                                             




