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       REPETITIVE TRANSCRANIAL MAGNETIC STIMULATION (rTMS) 
    REQUEST FORM – CALIFORNIA
    (Medi-Cal and Medicare Specific)

   Please send securely via email to: 
Orange County Mental Health Plan: OCMHPClinical@carelon.com 
All Other County Plans: BH_FaxCypressOPUM@carelon.com  or Fax: 562-246-3655

Medi-Cal requests reviewed using InterQual criteria.
Medicare requests reviewed using CMS LCD (L37086) criteria.

	   ☐   In Network	☐   Out of Network

	Member Name:                                                                                                       DOB:                                           Age:                                    Gender:

	Health Plan:
	Policy:

	Rendering Provider Name:
	Provider ID:

	NPI:
	Tax ID:

	Provider Group/Clinic:
	

	Service Address:
	

	Email:
	Fax:

	Primary Contact:
	Phone:

	

	1. Primary diagnosis:

	 a) Medi-Cal specific: Member has a confirmed diagnosis of moderate or severe major depressive disorder (MDD) and no psychotic symptoms:

	☐ Yes     ☐ No   
	Diagnosis/CPT Code:  Click or tap here to enter text.

	 b) Medi-Cal specific: If no MDD diagnosis, indicate the primary condition for which transcranial magnetic stimulation is being requested:

	☐ Other
	Diagnosis/CPT Code: Click or tap here to enter text.

	 c) Medicare specific: Member has a confirmed diagnosis of severe major depressive disorder (MDD):

	☐ Yes     ☐ No   
	Diagnosis/CPT Code:  Click or tap here to enter text.




	  2. Treatment requested:





	

	     ☐ Initial transcranial magnetic stimulation (TMS) treatment
     
     ☐ History of TMS for major depressive episode(s) and requesting another course of TMS treatment*
*Medi-Cal specific: InterQual criteria specify prior TMS treatment would have occurred ≥ 6 months ago. 
*Medicare specific: CMS LCD criteria specify retreatment may be considered for patients who met the guidelines for initial treatment and subsequently developed relapse of depressive symptoms if the patient responded to prior treatments as evidenced by a greater than 50% improvement in standard rating scale measurements for depressive symptoms. 
         
If so, was there a clinically significant response to previous TMS treatment? 	☐ Yes	☐ No
         Provide rating scale(s) and score(s) used to establish the response: Click or tap here to enter text.  

     ☐ Maintenance TMS treatment

Medicare specific: 
Treatment is being ordered by a psychiatrist (MD or DO) who has examined the patient and reviewed the record. The physician has experience in administering TMS therapy. The treatment shall be given under direct supervision of this physician (physician present in the area but does not necessarily personally provide the treatment).              ☐ Yes	☐ No



 


	3.Treatment Plan: 

	     ☐ First treatment session includes determining correct magnetic pulse strength and placement of the
magnetic coil
    ☐ Planned use of standardized rating scale by TMS provider to monitor response during treatment

        
Protocol to be used:
     ☐ Repetitive transcranial magnetic stimulation treatment sessions
 ☐ Deep transcranial magnetic stimulation 
   ☐ Theta burst stimulation


	4. Chose all that apply: 






	
		

	   ☐ Lack of significant improvement in depressive symptoms despite adequate trial of evidence-based psychotherapy. 
Type of psychotherapy received: (Example: Cognitive-behavior Therapy (CBT), Interpersonal Therapy (IPT), Behavioral Activation (BA))	                 
Click or tap here to enter text.
Dates:  Click or tap here to enter text.

    ☐ Psychotherapy was not attempted.  If not attempted, please explain why: Click or tap here to enter text.
    ☐ Trials of at least 2 different antidepressants* 
(*Medicare specific: CMS LCD criteria specify antidepressants need to be from at least 2 different agent classes) 
           If so, at least one of these trials was from current episode of care?   ☐ Yes	☐ No
               ☐ Inadequate improvement at adequate dose and duration
               ☐ Discontinued due to intolerable side effects*
(*Medicare specific: CMS LCD criteria define intolerance is evidenced by 2 trials of psychopharmacologic agents from at least 2 different agent classes)

  ☐ Antidepressant medications are contraindicated. If contraindicated, please explain why: Click or tap here to enter text.
  ☐ Is a candidate for but has declined recommended electroconvulsive therapy (ECT).


	



	5. Please fill in the Member’s psychotropic medications taken within the past five years:

	Medication Name
	Is Medication Current?
	Maximum Dosage Tried
	Date Taken
	Response

	















	

☐ Yes

☐ No

	
	
	☐ Improved  
☐ Inadequate Response at Adequate Dose & Duration
☐ Adverse Response 
☐ Side-effects
☐ Non-Adherence   
☐Augmenting agent 

	








	

☐ Yes

☐ No

	
	
	☐ Improved  
☐ Inadequate Response at Adequate Dose & Duration
☐ Adverse Response 
☐ Side-effects
☐ Non-Adherence   
☐Augmenting agent 

	
	

☐ Yes

☐ No

	
	
	☐ Improved  
☐ Inadequate Response at Adequate Dose & Duration
☐Adverse Response 
  ☐ Side-effects
☐ Non-Adherence   
  ☐Augmenting agent  

	
	

☐ Yes

☐ No

	
	
	☐ Improved  
☐ Inadequate Response at Adequate Dose & Duration
☐ Adverse Response 
☐ Side-effects
☐ Non-Adherence   
  ☐Augmenting agent 

	
	

☐ Yes

☐ No

	
	
	☐ Improved  
☐ Inadequate Response at Adequate Dose & Duration
☐ Adverse Response 
☐ Side-effects
☐ Non-Adherence   
  ☐Augmenting agent 

	
	

☐ Yes

☐ No

	
	
	☐ Improved  
☐ Inadequate Response at Adequate Dose & Duration
☐ Adverse Response 
☐ Side-effects
☐ Non-Adherence   
☐Augmenting agent 




	6. Please confirm the following contraindications have been ruled out:

	☐ No vagus nerve stimulator leads in the carotid sheath
☐ No other implanted stimulators controlled by or that use electrical or magnetic signals
☐ No conductive or ferromagnetic or other magnetic-sensitive metals implanted or embedded in head or neck within 11.81 inches 
  (30 cm) of TMS coil placement other than dental fillings
☐ No acute or chronic psychotic symptoms or disorder
☐ No active suicidal ideation with intent 
☐ No seizure disorder or history of seizures 
 ☐ Other clinical information. If so, please specify:  Click or tap here to enter text.
 
 ☐ *Medicare specific: No 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. 



	7. What is the Member’s most recent score on a validated self-report depression scale (PHQ-9, MADRS, BDI, HAM-D, GDS, etc.)

	 Rating scale used: Click or tap here to enter text.	      Date completed: Click or tap here to enter text.

Score:  Click or tap here to enter text.


	8. Treatment Request

	Code
	Units
	Start Date
	End Date

	90867: initial, including cortical mapping, motor threshold determination, and delivery management
	
	
	

	90868: subsequent delivery and management per session
	
	
	

	90869: subsequent motor threshold redetermination with delivery and management
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