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Interventional Psychiatry Services (IPS) Referral Form 

Information for Referring Providers 

• A Physician or Nurse Practitioner referral is required (self-referral is not accepted) 

• For Ketamine and Repetitive Transcranial Magnetic Stimulation (rTMS), it is preferred that the 
referral come form a treating psychiatrist, and the referring physician must continue to 
provide care after the patient has completed time-limited treatments offered within the 
Interventional Psychiatry Program 

• For Electroconvulsive Therapy (ECT), it is required that the referral come from a psychiatrist, 
who will follow the patient through the course of ECT. 

• Patient must be 18 years of age or older 
 

Please select the service this referral is indicated for: 

 Repetitive Transcranial Magnetic Stimulation (rTMS) 
 Intravenous (IV) Ketamine  
 Electroconvulsive Therapy (ECT) 

 

Required Documentation for Referral  
       *Refer to Appendices for Patient Eligibility 

• IPS Referral Form Completed  

• Current List of all medications 

• Copies of relevant past medical records (including any surgical procedures) 

• Documentation of any prior interventional treatments 
 

Ketamine 

• MoCA 

• Recent bloodwork, including 
CBC, electrolytes, urea, 
creatinine, TSH, A1C, ALT (if 
clinically indicated), pregnancy 
test (for individuals capable of 
pregnancy) 

• ECG 
 

ECT 

• MoCA 

• Recent bloodwork, including 
CBC, electrolytes, urea, 
creatinine, TSH, A1C, ALT (if 
clinically indicated), pregnancy 
test (for individuals capable of 
pregnancy) 

• ECG 

• Most recent progress notes or 
consultation from psychiatrist, 
detailing rationale for ECT and 
recommendations (index vs. 
maintenance, number of 
sessions, unilateral vs bilateral) 

rTMS 

• Completed rTMS screening 
form (see appendix C) 

 

 
 
 
 
 
 
 
 
 
 



32791 rev May 25 2026  S01;7421 
2 of 6 

Referring Clinician Information 

Your Name: 

Your Health Care Discipline e.g. Family Medicine, Psychiatry: 

Address: 

City:    Province/State:     Postal/Zip Code: 

Country:    Email Address: 

Telephone:  Fax: 

OHIP Billing # (referred by an Ontario Physician or Nurse Practitioner): 

Will the referring provider continue care throughout and after care? Yes  No   N/A 

Are you referring as part of:   WSIB  Dept. of National Defense      Veterans Affairs  
  Other 

Patient Information 

Patient Name:   Preferred Name: 

Gender:   Male  Female  Other  Assigned Sex at Birth:   Male   Female 

Pronouns:  She/Her   He/Him   They/Them   Other 

Address: 

City:   Province/State:   Postal/Zip Code: 

Country:   Email Address: 

Telephone:  Business/Mobile Phone: 

Best Contact Method:  Home  Mobile   Can we leave voicemail?  Yes   No 

Date of Birth: (YY-MM-DD)   HC #:  Version Code:  

Housing Status:   Stable    Unstable    Unknown 

Preferred Language:  English  French  Other  Interpreter Required?  Yes  No 

Accessibility Concerns or Disability? i.e. falls risk, mobility, hearing, vision, other 
Details of Specific Considerations: 

Alternate Contact 

Name:   Relationship: 

Home Phone:   Business/Mobile Phone: 

Best Contact Method:   Home   Mobile    Can we leave voicemail?   Yes    No 

Primary Reason for Referral: 

Is this referral for: 
 Initial Treatment 
 Retreatment/Repeat Course 

Urgency: 
 Routine  
 Urgent - clinical rationale required 



                
 

32791 rev May 25 2026                                                     S01;7421 
3 of 6 
 

Medical History (please include relevant reports i.e. PHQ-9): 

• Currently pregnant or < than 12 months postpartum  

• Recent acute care admission (i.e. within the last 6 months) 
                Mental health ED visit  

         Mental Health hospitalization  
         None  
         Unknown  

• Allergies  
 
 
 
 
 
 
 
 
 

 

Confirmation of Referral Requirements  

 
I as the referring clinician confirm that I have reviewed the inclusion & exclusion criteria for this referral 
and have completed all required collateral information, including laboratory tests and supporting 
documentation, necessary for processing this referral. 
 
 

____________________________                                                    _____________________________ 
Referring Clinician Name                                                                   Referring Clinician Signature 

 
 

 

Please send all documentation to: 

Interventional Psychiatry Services 
Homewood Health Centre 

 
Phone:  519-824-1010 x 32015   

Fax: (226)-251-0792 
  Email: InterventionalPsychiatryServices@homewoodhealth.com 
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Appendix A 
IV Ketamine Clinic Patient Eligibility  

 
Patient eligibility will be determined by the Ketamine Medical Lead based on the following inclusion and 
exclusion criteria  
 
Inclusion Criteria  

• Adults 18 years of age or older  

• Major depressive episode, unipolar or bipolar, with emphasis on acute or potential suicidality or 
significant functional deficit and; 

• Refractory to pharmacologic treatment with two adequate trials (optimal dosage and duration) 
of two different antidepressants  

 
Exclusion Criteria 
 
Absolute:  

• Primary psychotic disorder  

• Dementia/delirium 

• Uncontrolled severe hypertension 

• Pregnancy  

• Allergy to Ketamine  
 
Relative:  

• Pervasive developmental disorder  

• Unstable medical condition(s) 

• History of adverse reaction to Ketamine  

• Past or current substance and/or alcohol use disorder  
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Appendix B 
rTMS Clinic Patient Eligibility  

 
Patient eligibility will be determined by the rTMS Medical Lead based on the following inclusion and 
exclusion criteria  
 
Inclusion Criteria  

• Adults 18 years of age or older  

• Unipolar Depression 
o Unresponsive to at least one adequate trial of pharmacological treatment (appropriate 

dosage and duration) or 
o A lack of response to a full course of evidence-based psychotherapy (CBT, IPT) during 

their current depressive episode 

• Bipolar Depression 
o Unresponsive to at least two adequate trials of pharmacological treatment (appropriate 

dosage and duration) and 
o Currently maintaining a therapeutic dose of mood stabilizer with evidence for treatment 

of mania 
 
Exclusion Criteria 

• Severe depressive disorder with features of psychosis  

• Current or past history of seizure disorder 

• History of seizure induced by rTMS 

• Active Substance Use Disorder (Relative Contraindication) 

• Presence of ferromagnetic or metallic implants in the head, neck or ocular region, including but 
not limited to: 

o Cochlear implants 
o Aneurysm clips  
o Plates 
o Shrapnel/metal fragments  
o Implanted cardiac defibrillators or pacemakers  
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Appendix C:  

Repetitive Transcranial Magnetic Stimulation (rTMS) Screening Form 

Section A:  
If the patient answers “Yes” to any of the following, please note the referral may be declined. 

1. Have you ever had a seizure disorder or been diagnosed with epilepsy? ☐ Yes ☐ No 
2. Do you have any implanted devices? (e.g., pacemaker, defibrillator, cochlear implant)  

☐ Yes ☐ No 
3. Do you have anything ferromagnetic in your head, neck, or eyes (excluding dental work)?  

☐ Yes ☐ No 

Section B: 
If the patient answers “Yes” to any of the following, they will be considered for further discussion and 
evaluation. 

1. Have you ever had an adverse reaction to rTMS? ☐ Yes ☐ No 
2. In the past 3 months, have you met the criteria for a moderate to severe substance use disorder 

(including, but not limited to, alcohol or benzodiazepines)? ☐ Yes ☐ No  

3. Does anyone in your family have epilepsy? ☐ Yes ☐ No 

4. Have you ever had a stroke? ☐ Yes ☐ No 

5. Have you ever had a brain bleed? ☐ Yes ☐ No 

6. Have you had a severe head or brain injury? ☐ Yes ☐ No 

7. Have you ever had brain surgery (neurosurgery)? ☐ Yes ☐ No 

8. Have you ever had a brain tumor or brain cancer? ☐ Yes ☐ No 

9. Do you suffer from frequent or severe headaches? ☐ Yes ☐ No 

10. Have you experienced fainting episodes or syncope? ☐ Yes ☐ No 

11. Do you have any other neurological condition? ☐ Yes ☐ No 

12. Do you have any significant medical conditions? ☐ Yes ☐ No 

13. Are you currently experiencing suicidal thoughts? ☐ Yes ☐ No 

14. Are you taking any anticonvulsants or benzodiazepines ☐ Yes ☐ No 

15. Are you currently pregnant? ☐ Yes ☐ No ☐ N/A 

16. If applicable: Are you using a reliable form of birth control? ☐ Yes ☐ No ☐ N/A 

17. Have you ever had an MRI? ☐ Yes ☐ No 

Section C: 
Please provide additional details for any “Yes” responses above: 

_____________________________________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
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