
Inital TMS Clinical History Form 
- Pioneer Health

Please answer the questions included on this form to your best of your ability. While we appreciate you answering all questions included on this
form, you may leave sections blank if you would not like to answer.

This online form is secure and encrypted by Snap forms. It is stored securely according to Australian privacy legislation and all data is encrypted.
This information will only be accessible by your psychiatrist. 

Our Team will review all the answer you provide, and use your to answers to assist with the interview process during your initial appointment. 

Thank you.

Patient Details

First Name * Last Name *

Age (in years) * Gender Preferred Pronoun

Mobile Number: Email Address

Employment Occupation

Relationship status Children

Name of GP (General Practitioner) Name of GP clinic

TMS Clinic

Which Clinic do you want to go? *

Choose a clinic closest to home or work which is convenient for you to travel to you appointment.

Past Medical History



Do you have any of the following:

Cochlear implant

Epilepsy/Seizures

Family history of seizures

Fainting (regular episodes)

Eye injuries or Retinal Detachment

Serious head injury or past neurosurgery

Chronic severe headaches / Migraines

Strokes or Transient Ischemic Attacks (TIA)

Implanted electrodes or neurostimulators eg. Vagus Nerve Stimulator

Metal devices in the head or neck

Implanted Neurostimulators eg. Deep brain stimulation, Spinal chord stimulator

Aneurysm clips/coils

Cerebral spinal fluid shunt

Brain Cancer

Metallic devices or foreign bodies in the head or neck region (eg. Shrapnel or fragments from metal work/welding

Tinnitus (constant ringing in ears) 

Pacemaker or Intra-cardiac lines

Implanted Cardioverter Defibrillator (ICD) or Wearable Cardioverter Defibrillator

Medication infusion device

Current pregnancy

Tics

Chest pain

If you ticked any of the above, please provide further details

Do you have any other previous medical conditions not listed above? If so for how many years or months have you had this condition for?

Past Family History

Do any your family members have any of the following MENTAL
HEALTH conditions:

Depression

Bipolar

Generalised Anxiety Disorder

Obsessive Compulsive Disorder

Post Traumatic Stress Disorder

Schizophrenia

Do any your family members have any of the following
NEUROLOGICAL conditions:

Epilepsy/Seizures

Migraine

Brain Cancer

Stroke

Has your family members had any other health condition?

Psychiatric Presenting Symptoms and History



Please describe the symptoms you have been experiencing? What has been happening recently, that has led you to see a psychiatrist's
review? *

What are some of the stressors in your life

Work

Relationship

Financial 

Alcohol or drugs

Medical

Do you any of the following MENTAL HEALTH conditions: *

None

Depression

Bipolar

Generalised Anxiety Disorder

Obsessive Compulsive Disorder

Post Traumatic Stress Disorder

Social Anxiety

Schizophrenia

Drug Induced Psychosis

Borderline Personality Disorder

PAST HOSPITILISATIONS: Have you had any hospitalisations for mental health reasons. If so, please provide furthe detail eg. reason for
admission, voluntary status, length of admission

Disclaimer

We will now be asking questions about your past medication history. We apologise for the level of detail we are requesting. For patients to be
eligible for the Medicare rebate (with respect to depression), we do need this information. If you are unsure, please estimate to the best of your
ability. We understand that some of this information can be very difficult to remember. 

For full disclosure, we have included the criteria that need to be met in order to be eligible for the Medicare Rebate. 



As per the Medicare rules, you are eligible for rTMS treatment if the following criteria is met:

You are over the age of 18 years
You have been diagnosed with a currentMajor Depressive Episode 
You have tried and failed 2 or more antidepressant medications in the time period since your current

Major Depressive Episode began  (unless considered inappropriate by your treating doctor) 
You have undertaken psychological therapy (unless considered inappropriate by your treating doctor)
You have not received rTMS treatment previously

Please note: 

1. If you have a depression and another condition, please talk to our friendly admin team to find out if it is possible for us to treat both
conditions during the same session.

2. The above has been paraphased from the Medicare website in order to enhance clarity. Please see this website for the original
version.  http://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/419674E7069172A9CA25877800803903/$File/Factsheet-
rTMS-Patient.25.10.21.pdf

Duration

When did your current episode begin? *

In otherwords, when did you last feel persistently well or back at your usual baseline?

Have you ever taken an Antidepressant before? *

Other Psychiatric Medication

Are you taking any ADHD
Medication

Vyvanse

Dexamphetamines

Ritalin

Concerta

Stratera (Atomoxetine)

Clonidine

Bupropion (Zyban)

Are you taking any of the
following Mood stabiliser
medication?

Sodium Valproate 
(Epilem)

Lithium

Lamotrigine

Carbamazepine

Quetiapine

Are you taking any of the
following Anti-anxiety or
Sleeping tablet medication?

Lorazepam

Diazepam 

Clonazepam

Alprazolam

Temazepam

Zolpidem

Zopiclone

Melatonin

Are you taking any of the
following Antipsychotics?

Quetiapine (Seroquel)

Olanzapine (Zyprexa)

Risperidone

Aripiprazaole (Abilify)

Haloperidol

Chloropromazine

Other Current Medication

Please list the name, dose and frequency of any other medication you are currently taking *

Please type "none" if you are not taking any other current medication



Psychological Treatments

Choose which of the following you have seen? *

Psychologist Therapist Councellor None

What type of psychological therapy have you tried? *

CBT (Cognitive Behavioural Therapy) DBT (Dialectical Behavioural Therapy) Psychodynamic Psychotherapy 

Schema Therapy EMDR (Eye movement desensitisation reprogramming) Graded exposure therapy Other

Name of your most recent Psychologist?

How long have you been seeing them for?

Neurostimulation

Have you ever previously tried TMS? *

Yes

No

Allergies

Do you have any allergies to medication?

Alcohol

Do you drink alcohol? *

Please tick if the following applies to you

Taking the substance in larger amounts or for longer than you're meant to.

Wanting to cut down or stop using the substance but not managing to.

Spending a lot of time getting, using, or recovering from use of the substance.

Cravings and urges to use the substance.

Not managing to do what you should at work, home, or school because of substance use.

Continuing to use, even when it causes problems in relationships.

Giving up important social, occupational, or recreational activities because of substance use.

Using substances again and again, even when it puts you in danger.

Continuing to use, even when you know you have a physical or psychological problem that could have been caused or made worse 
by the substance.

Needing more of the substance to get the effect you want (tolerance).

Development of withdrawal symptoms, which can be relieved by taking more of the substance.

Recreational Drugs

Have you used any
recreational drugs in the last 5
years? *

Smoking



Do you smoke cigarettes?

TMS

Please click here to read the consent form, if you have been referred for a suitability assessment for TMS (Transcranial Magnetic Stimulation). Your
psychiatrist will then engage in a face-to-face discussion with you, covering the essential elements of this consent and explaining its implications.
After this, you will have the opportunity to ask any questions you may have before signing the TMS consent form.

TMS is a drug-free, medicare subsidised and evidence-based treatment for Depression, OCD, PTSD and Chronic pain (including fibromyalgia). If you
would like to learn more about this treatment, please visit our website our contact our friendly staff. 

Declaration

I declare that the above information is correct. I understand that I am not obliged to provide any information requested of me, but failure to do so
may compromise the quality of health care and treatment given to me.

Full name: *

Please sign here: *

Date:

https://www.neuraliatms.com.au/tmsinfo/
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