PRAIRIE RIDGE INTEGRATED BEHAVIORAL HEALTH SERVICES
ESKETAMINE REFERRAL FORM

Patient name:__________________________________________________________

Reason for referral: _________________________________________________________
_____________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Insurance:             Medicare               Medicaid                Commercial            None
	Carrier:  ________________________________________________________________
	Policy #:_________________________________________________________________

The following are exclusion criteria. 
If the answer to EITHER item below is met, then the patient should NOT receive esketamine.

· Comorbid psychiatric condition is present (schizophrenia, schizoaffective disorder, MDD with psychotic symptoms, bipolar disorder, intellectual disability, autism,  cluster B personality disorder, or a major neurocognitive disorder diagnosis).
· Clinical evidence for current substance abuse except tobacco use (e.g. confirmed UDS). Current barbiturate, cannabis or opioid use.

The following are inclusion criteria. 
The answers to the following must be fulfilled in order to meet criteria.

· Adults with current diagnosis of unipolar major depressive disorder by DSM-5. 
· At least 4 trials of antidepressant medications in the current episode.  At least two trials must  include an antidepressant augmented with an additional agent (e.g. antipsychotic, second antidepressant, lithium, or thyroid supplementation).

Please list antidepressant trials during current episode of depression, including dates and responses:

 
______________________________________________________________________________

Pertinent diagnostic findings:

______________________________________________________________________________

Other: _____________________________________________________________


By signing this form, the referring provider agrees to see patient for continuing evaluation and treatment while they are receiving Spravato. Patients are required to be treated with an antidepressant in addition to Spravato.

_____________________________		__________________________________________
REFERRING PROVIDER			HOW CAN WE CONTACT YOU?


_____________________________
PATIENT PHONE NUMBER

