
Treatment Center Contact Name Date 

Street Address Town/City State ZIP Code 

Phone  Fax Email 

Dear 
Referring Healthcare Provider Name 

Thank you for referring your patient to us for treatment with SPRAVATO®. We wanted to reach out and provide an update to you. 

Your adult patient began dosage on        for the treatment of: 
MM/DD/YYYY  

treatment-resistant depression (TRD).  
The adult patient received: 

56 mg of SPRAVATO®  
Then received   mg, administered 2 times per week for 4 weeks. 

If a clinical decision was made to continue therapy beyond 4 weeks, 
complete the following section: 
For future treatment dosing, the patient is scheduled to receive 

    mg, administered 1 time per week for 4 weeks (Weeks 5 to 8).  
After that, the dosing is scheduled to be      mg, administered:  

 1 time per week OR  1 time every 2 weeks. 
Additional notes:     

depressive symptoms in adults with major depressive 
disorder (MDD) and acute suicidal ideation or behavior.  
The adult patient received: 

84 mg of SPRAVATO®, administered 2 times per week for 4 weeks 

If dosage adjustment was required, please document in 
additional notes. 

Additional notes:  

Patient Notes: 

At this time, the patient has been advised to follow up with you to discuss their treatment plan. The patient will schedule maintenance treatment with us 
per the protocol. If you have questions about the care provided, please feel free to reach out at any time at:

Phone Number:        Email:  

Thank you for allowing us to take part in the treatment of your patient.  

RE: Treatment of 

Patient Name 
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