
 Referral Date Referring MD

 Patient Name ECT Supervisor (clinic use only)

 

(A) Patient  Information (may use addressograph)

(1) Gender (2) Date of birth (3) Course (4) Referral source
pMale pAcute pInpatient (go to number 5)
pFemale pMaintanence pOutpatient (go to number 6 or 7)
pPHN

(5) For inpatient course from:
pVancouver General Hospital pTertiary Older Adult - Willow pTertiary Adult - Willow pOther (specify):
pUBC Hospital pTertiary Older Adult - Parkview pForensic Psychiatric Institute

pVancouver General Hospital pTertiary Older Adult - Willow pTertiary Adult - Willow pOther (specify):
pUBC Hospital pTertiary Older Adult - Parkview pForensic Psychiatric Institute

pMental Health Team (specify): pFamily Physician
pCase Manager (specify): pPhone number:
pHome address:

(B) Clinical  Information

(8) Diagnosis (choose one)
pBipolar D/O pPsychotic D/O pOther (specify):
pMajor Depressive D/O pDepressive D/O NOS

(9) Target symptom (choose all that apply)
pSuicide pPsychosis pMania pCatatonia

pDepressed Mood pPoor intake pOther (specify):

(10) Previous ECT response (11) Consent (choose one)
pYes pVoluntary-SDM pInvoluntary (MHA)
pNo pVoluntary-Patient pOther (specify):

(12) ASA if known  (0-4):

(13) Investigations (complete within 10 days of starting ECT for inpatients; within 30 days for outpatients - we can arrange):

pCurrent Medication List (required)
pEKG (required)
pAnesthesia Consultation, including dental status (required)
pBloodwork: CBC and Differential, Electrolytes, BUN, Creatinine, ALT, AST, GGT, TSH (required)
pOptional Based on Clinical Situation: Chest X-Ray, CT Scan Head

(C) Safety Factors

(14) Medical issues (Choose all that apply)
pDiabetic pFall Risk pMSRA pOther Infection (specify):
pModerate to Severe Dementia pHeavy Transfer pVRE

(15) Behavioural dysregulation
pVerbal agitation/aggression pPhysical agitation/aggression

                                           PLEASE NOTE THAT OUTPATIENTS MUST BE ABLE TO MAINTAIN NPO STATUS PRIOR TO TREATMENTS

                                                AND MUST HAVE POST-ECT RECOVERY SUPERVISION BY A RESPONSIBLE ADULT FOR 24 HOURS.

                                 WILLOW ECT CLINIC INPATIENT AND OUTPATIENT REFERRAL FORM

(6) For outpatient treatments from inpatient admssion at:

(7) For outpatient treatments from community:

                                                   PLEASE FAX COMPLETED FORM TO 604.675.2464 (TELEPHONE 604.675.2449)


