UkuKhanye Wellness Clinical Intake Form for Ketamine
.
Patients must have ideally had non response to at least two antidepressantsor have suicidal ideation or other treatment refractory illness. Please contact us if you have any queries about patient referral,
Contraindications include: Unstable medical conditions including: hypertension, angina, severe respiratory illnesses, or anything that would be considered a risk for outpatient procedures. Primary psychotic disorders e.g. Schizophrenia. Chronic use of high doses of benzodiazepine also may impact response to Ketamine.
Send referral to: ukukhanyewellness01@gmail.com

	PATIENT, REFERRING, AND ROUTING INFORMATION

	PATIENT DEMOGRAPHICS

	Name
	DOB
	Age
	Sex
	Preferred Phone Number



	Address

	City
	State
	Zip Code

	REFERRING CLINICIAN

	Name
	Practice/Clinic

	Address
	City
	State
	Postal Code

	Preferred Phone Number


	E-mail (if OK to use to communicate about referral)



	Current Meds as of ____________________ (date) 

	

	

	

	

	

	

	

	

	

	Diagnosis code:

	

	Current medical conditions and allergies:

	

	

	Please advise if you would like us to contact you if a dose increase is needed?      Yes                              No
(We will provide feedback at the end of treatment for new patients and every 3 months for maintenance patients).



