lowa Ketamine
A cLINIC
1960 SW Magazine Road
Ankeny, IA, 50023
Phone: (515) 401-4774 | Fax: (515) 254-3092

PATIENT AND CLINIC INFORMATION

Patient Name: Date of Birth:

Age: Phone Number:
Allergies:

Primary Care Provider/ Mental Health Provider (Circle One):

Primary Care/ Mental Health Provider Address:

Phone Number: Fax Number:

PCP/Mental Health Provider Email Address:

THERAPY OPTIONS
Requested Therapy (check all that apply):
1 Ultrasound-Guided Stellate Ganglion Block
Diagnosis to Be Treated:
Post-Traumatic Stress Disorder:
[1F42.1 Post-Traumatic Stress Disorder [1F43.10 Post-Traumatic Stress Disorder (unspecified)
[0 F43.11 Post-Traumatic Stress Disorder, acute [ F43.12 Post-Traumatic Stress Disorder, Chronic
Long COVID Symptoms:
0 U09.9 Long COVID
Chronic Anxiety Disorders:
[1F41.0 Panic Disorder [1F41.1 Generalized Anxiety Disorder [1F41.3 Other mixed anxiety disorders
Chronic Pain Syndromes:
[1G90.51 Complex Regional Pain Syndrome | of upper limb
[1 G56.4 Complex Regional Pain Syndrome Il (causalgia) of upper limb
[1B02.29 Post-Herpetic Neuralgia

Other Diagnosis:
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PATIENT HISTORY

Duration of Current Symptoms:

Current Medications for Treatment of Primary Referring Diagnosis

1.
2.
3.
4.

5.

Is the patient taking any anticoagulant medications? (1 YES (O NO

If the patient is on anticoagulants, can they be safely held for 72 hours (7 days for antiplatelet agents)
prior to the procedure? [1YES [CONO

Copies of relevant treatment notes enclosed? (1 YES [1NO

Please ensure your patient does not have any of the following contraindications prior to requesting a
stellate ganglion block:

History of recent heart attack (< 6 months)

Glaucoma

Cardiac conduction blocks (2" or 3" degree AV blocks, severe fascicular blocks)
Unmanaged atrial fibrillation or atrial flutter

Severe emphysema or COPD

AR 5

Previous damage to the left or right recurrent laryngeal nerves

Other notes about the patient's history:

Given my patient's current diagnosis listed above, | request that they be evaluated for ,and if
appropriate, receive the selected therapy option indicated on page one.

Referring Provider Name and Title:

Signature: Date:
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