NORTH CREEK PSYCHIATRY & WELLNESS COLLECTIVE
PROVIDER-TO-PROVIDER REFERRAL FOR SPRAVATO® (esketamine)
Marshall Clinic: 348 West Main Street, Suite 203, Marshall, MN 56258  |  Phone: 507-626-5705
www.northcreekcollective.com


Purpose: Referral for Spravato treatment when the patient’s established psychiatric provider does not offer this service. The referring provider may continue the patient’s routine psychiatric care and medication management while North Creek evaluates and provides Spravato treatment, subject to clinical appropriateness and program requirements.

SECTION 1: PATIENT INFORMATION
Patient name: ____________________________________________________
Date of birth: ____________________
Phone: ___________________________________
Address: ________________________________________________________________
Insurance/plan: ______________________________
Member ID: ______________________________
Primary care provider: ___________________________________________
SECTION 2: REFERRING PROVIDER INFORMATION
Provider name and credentials: __________________________________________
Practice/facility: _____________________________________________________
Address: ________________________________________________________________
Phone: _______________________________
Fax: ___________________________________
Secure email: ____________________________________________________
Preferred communication: ☐ Phone   ☐ Fax   ☐ Secure electronic communication
SECTION 3: REFERRAL INFORMATION
Reason for referral: ☐ Treatment-resistant depression (TRD)   ☐ Interested in learning about Spravato
☐ Inadequate response to prior depression treatments   ☐ Other: ___________________________________________________________________________
Primary psychiatric diagnosis: ___________________________________________________________________________
ICD-10 code, if known: ________________________________________________________________________________________________________________________________________________________

Current symptoms and clinical concerns:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Prior depression treatments (medication, dose, duration, response, reason discontinued):
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current psychiatric medications:
	Medication
	Dose
	Prescribing provider

	

	

	


	

	

	


	

	

	


	
	
	

	
	
	

	
	
	

	
	
	



Relevant medical conditions, allergies, or other considerations: ____________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
SECTION 4: SHARED-CARE ARRANGEMENT
Referring provider’s role:
☐  Continue routine psychiatric evaluations and follow-up.
☐  Continue management of psychiatric medications other than Spravato, as clinically appropriate.
☐  Monitor depressive symptoms and overall psychiatric status.
☐  Communicate relevant clinical changes, medication changes, or safety concerns to North Creek.
☐  Other: __________________________________________________________________________
North Creek’s role, subject to clinical acceptance:
☐  Conduct a Spravato-specific evaluation and determine treatment eligibility.
☐  Coordinate authorization and treatment logistics, as applicable.
☐  Provide Spravato administration and required monitoring under the applicable REMS program.
☐  Assess treatment response, tolerability, and treatment-related safety concerns.
☐  Communicate relevant treatment updates and recommendations to the referring provider, consistent with applicable authorization and privacy requirements.
☐  Other: __________________________________________________________________________
Requested arrangement: ☐ Spravato treatment only; ongoing psychiatric care managed by referring provider
☐ Spravato evaluation first; treatment to be determined by North Creek
☐ Other: __________________________________________________________________________
Important: The referral does not guarantee eligibility or initiation of treatment. North Creek will independently assess clinical appropriateness, safety, and applicable program requirements. Changes to prescribing responsibilities or the division of care must be agreed upon by the providers.
SECTION 5: CLINICAL DOCUMENTATION TO INCLUDE
☐  Most recent psychiatric evaluation
☐  Current medication list and medication history
☐  Prior antidepressant trials, including dose, duration, response, and tolerability
☐  Relevant diagnoses and symptom assessments
☐  Relevant medical history, allergies, and medication reconciliation
☐  Relevant laboratory results or other medical records, if clinically indicated
☐  Other pertinent records: ____________________________________________________________________________
SECTION 6: REFERRAL AND COMMUNICATION ACKNOWLEDGMENT
By submitting this referral, I am requesting that North Creek Psychiatry & Wellness Collective evaluate the patient for potential Spravato treatment. I understand that the North Creek provider will independently determine treatment appropriateness and that this referral does not establish an automatic prescribing or ongoing psychiatric-care arrangement.

I understand that the patient’s ongoing psychiatric care is expected to remain with the referring provider unless otherwise agreed upon. I agree to communicate relevant clinical information and coordinate care when indicated.

Referring provider signature: ___________________________________________________
Printed name and credentials: __________________________________________________
Date: ______________________
North Creek receiving provider: _______________________________________
Date received: ____________________
Records received: ☐ Yes   ☐ No



Please return this form and available supporting records using the secure referral method agreed upon by both practices.
North Creek Psychiatry & Wellness Collective  |  Provider Referral – Spravato
