HARBORS NORTH

DEPRESSION TREATMENT CENTER RECEIVER FAX #:

ATTENTION TO:

Harbors North LLC

231-829-7126 231-421-6721
Phone Fax
Office@harborsnorth.com

Email

Patient Referral For Treatment

Reason for Referral (Select one or both)

Date SPRAVATO || ™s [ ]
1. PATIENT INFORMATION
First Name: Last Name: D.O.B.
Address: Phone Number*:
Town/City: State: ZIP Code: Email:

*Can a voicemail be left at this number for an appointment? [_]Y/ [_]N

Primary Insurance: Group
Policy #: #:
Policyholder Name: Card/BIN
#:
Caregiver’s Name: Caregiver’s Phone Number:

Reminder: Please fax a copy of the insurance card with this referral. Your patient may have 2 insurance cards for pharmacy and/or medical benefit.

2. MEDICAL HISTORY

Diagnosis:

Medical Treatment History Medication History

Additional medical reports and supporting documents are included with this form. |:|Y/ |:|N

3. REFERRING HEALTHCARE PROVIDER INFORMATION

Name: Phone
Number:
Practice: Email: Fax Number:

Please notify me with updates regarding my pa tient through: [_|Phone/ [_]Email/ [_]Fax



Medical History Continued

Medication History:

Name Dose Start Date End Date

Additional medical reports and supporting documents are included with this form. Llv N

Please see full Prescribing Information, including BOXED WARNINGS, and Medication Guide for SPRAVATO®.



	Date: 
	First Name: 
	Address: 
	TownCity: 
	State: 
	ZIP Code: 
	Email: 
	Y: Off
	N: Off
	undefined: 
	Group: 
	Policyholder Name: 
	CardBIN: 
	Caregivers Name: 
	Caregivers Phone Number: 
	2 MEDICAL HISTORY 1: 
	2 MEDICAL HISTORY 2: 
	Medical Treatment History 1: 
	Medical Treatment History 2: 
	Medical Treatment History 3: 
	Medication History 1: 
	Medication History 2: 
	Medication History 3: 
	Y_2: Off
	N_2: Off
	Name: 
	Prac ce: 
	Email_2: 
	Fax Number: 
	Phone: Off
	Email_3: Off
	Fax: Off
	1: 
	2: 
	1_2: 
	2_2: 
	Dose 1: 
	Dose 2: 
	Dose 3: 
	Dose 4: 
	1_3: 
	2_3: 
	3: 
	4: 
	5: 
	6: 
	1_4: 
	2_4: 
	Start Date 1: 
	Start Date 2: 
	Start Date 3: 
	Start Date 4: 
	1_5: 
	2_5: 
	3_2: 
	4_2: 
	5_2: 
	6_2: 
	1_6: 
	2_6: 
	Y_3: Off
	N_3: Off
	Check Box1: Off
	Check Box2: Off
	Text3: 
	Text4: 
	Text5: 
	Text6: 


