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Billings Clinic

Neurology Headache Referral Form

Thank you for entrusting Billings Clinic with the care of your patients.

e To ensure your patient referral is processed in a timely manner, please complete all form
sections and provide all required images and documentation as indicated.
e The form must be fully completed for the referral to be submitted for our clinical review

process.

e Please fax this form and all required documentation to: (406) 238-2805

e Please send all required imaging to: PACS (Billings Clinic)

Referring Provider Information

Referring Provider Phone Fax
Internal to Billings Clinic?
JYes [1No
Patient Information

Patient Name DOB Phone

Section 1: Reason for Referral

Check one or more as applicable.
1 New Daily Persistent Headache
1 Chronic Migraine

1 Refractory Episodic Migraine

LI 1IH (Idiopathic Intracranial Hypertension / Pseudotumor Cerebri)

L Trigeminal Neuralgia

I Cluster or Other Trigeminal Autonomic Cephalgia

1 Diagnostic Clarification

[ Other:




Section 2: Red Flag Screening

For patients with a new onset headache, are there any "Red Flag" symptoms to suggest secondary
pathology?

Red Flag

Systemically unwell (specify):

Focal neurologic deficits

Older Patient > 55 years old with new onset headache

Thunderclap Onset (Headache reaches maximal intensity in under 1 minute)

Papilledema

Pregnant

Concerning acute CT or MRI abnormality
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Prior history of malignancy with focal neurologic findings

Section 3: Preventative Medication History

For patients with more than four (4) headaches per month, have three (3) or more PREVENTATIVE
medications (1 from each class below) been attempted for a minimum of 6 weeks of maximal
tolerated dosing?

[Ives [INO
Please check all applicable treatments and indicate failures related to the medication.
** = Off-label use

ANTIEPILEPTICS

Tried Medication Therapeutic Failure(s) / Dosing
0 Topiramate
] Valproic Acid**

ANTIDEPRESSANTS

Tried Medication Therapeutic Failure(s) / Dosing

Amitriptyline

Nortriptyline

Duloxetine**

Venlafaxine**

oo |o|d




ANTIHYPERTENSIVES

Tried Medication Therapeutic Failure(s) / Dosing

Propranolol

Candesartan

Metoprolol
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Verapamil**

Section 4: Acute (Abortive) Medication History

Has the patient been trialed and failed on two (2) or more ACUTE (ABORTIVE) medication categories
for symptom relief?

LIYES LINO

Please check all applicable treatments and indicate therapeutic failure(s) and medication dosing in
the space provided.

ANALGESICS
Tried Medication Therapeutic Failure(s) / Dosing
0 Acetaminophen (Tylenol)
Acetaminophen-Aspirin-
O Caffeine (Excedrin)
] Ibuprofen
[ NSAID
TRIPTANS
Tried Medication Therapeutic Failure(s) / Dosing
0 Almotriptan (Axert)
[ Eletriptan (Relpax)
0 Frovatriptan (Frova)
[ Naratriptan (Amerge)
0 Rizatriptan (Maxalt)
[ Sumatriptan (Imitrex)
0 Zolmitriptan (Zomig)




OTHER ACUTE THERAPIES

Tried Medication Therapeutic Failure(s) / Dosing

Ergotamine (Ergomar)

Lasmiditan (Reyvow)

Rimegepant (Nurtec)

Ubrogepant (Ubrelvy)

Zavegepant (Zavzpret)
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Other:

Section 5: Required Imaging

Imaging Study When

Where

MRI (REQUIRED - Preferred W/WO Contrast)

CT (Only if MRI Unavailable/Urgent)

CTA (If Available)
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MRA (If Available)

] Other:

Please send image(s) electronically to PACS (Billings Clinic).

Section 6: Required Documentation

Required Laboratory Studies

OCBC

1 Comprehensive Metabolic Panel (CMP)

L Thyroid Stimulating Hormone (TSH) +/- Free T4

L1ESR or CRP (If older than 55 years old with new onset headache)

Other Required Information
1 Patient demographics and insurance information

O All medical records/office notes

L1 List of previously attempted conservative treatments and outcomes

[ List of current medications/doses

LI Imaging reports




1 Headache diary (optional/if available)

Billings Clinic Office Use Only

Referral Criteria Review

Criteria Met? Comments

Referral form fully completed 0 Yes [0 No

Required imaging received or available in

PACS JYes [1No

Required laboratory studies included 0 Yes [0 No

Required medical records/office notes

included [IYes LINo

Preventative and acute medication history

reviewed LIYes L1 No

Provider Review

Reviewed By Date Decision Priority
1 Accept 1 Decline I
More information 1 Routine I Urgent
needed

Comments / Follow-up Needed:




