
Provider Referral for Evaluation for 
Transcranial Magnetic Stimulation Treatment 

Pacific Brain Health Center 
1301 20th St., Suite 150 

Santa Monica, CA 90404 
Ph: 310-582-7641 

www.pacificbrainhealth.org 

Date:_______________________ 

Patient Name:_________________________________________________________________ 

Patient Phone:___________________________ Date of Birth:__________________________ 

Referring Provider:_____________________________________________________________ 

Provider Address:______________________________________________________________ 

City/State:________________________________ Zip: ________________________________ 

Provider Phone #:__________________________ Fax #:_______________________________ 

Provider Email:_________________________________________________________________ 

EVALUATE AND TREAT FOR: 
(Please check one) 

o F33.2 – Major Depressive Disorder, recurrent
o F42.9 – Obsessive Compulsive Disorder, unspecified
o H93.19 – Tinnitus, unspecified laterality
o R41.3 – Memory Loss
o Other (specify ICD-10 codes and diagnoses):____________________________________

________________________________________________________________________

Provider Signature:_____________________________________________________________ 

1. Please provide treatment history (medication, treatment history and therapy trials;
including dates, doses, durations, outcomes).

2. Please fax this form to 310-315-4069 OR email to David.Merrill@providence.org
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