As a healthcare professional, you are being asked to provide a behavioral health letter to support your patient’s preparation for gender-affirming surgery (GAS). This letter serves as a structured opportunity to help your patient prepare for the significant physical, emotional, and social impacts of surgery. It also offers the multidisciplinary care team essential psychosocial context to guide and support the patient throughout the surgical process.   

This templated letter follows the guidelines of the World Professional Association for Transgender Health (WPATH) and meets the documentation requirements of most insurance providers.

If you determine that the patient is not currently an appropriate candidate for surgery, the behavioral health evaluation should serve as a starting point for discussion. Collaborate with the patient to identify areas where additional support, education, or clinical intervention may help improve their readiness for surgery in the future. 

Please note: Behavioral health letters are valid for one year from the date of assessment. Patients may require an updated evaluation closer to their surgery date to maintain relavence and avoid insurance denial. In addition, please make sure the letter is completed in full. 

Please fax this completed letter to (410) 367-2055 or have your patient upload it to their Johns Hopkins MyChart. If you are having trouble faxing or accessing MyChart, please call 844-546-5645.

Date of Evaluation 		Click or tap here to enter text.

Patient Information:		

Name  			Click or tap here to enter text.
Legal name (if different from above) 	Click or tap here to enter text.
Pronouns  		Click or tap here to enter text.
Date of birth 		Click or tap here to enter text.
Phone	 		Click or tap here to enter text.
Address   		Click or tap here to enter text.

Clinician/Therapist Information: 

Name  			Click or tap here to enter text.
Title/License		Click or tap here to enter text.
Clinic/Practice Name	Click or tap here to enter text.
Phone  			Click or tap here to enter text.
Email	  		Click or tap here to enter text.
Address			Click or tap here to enter text.

Preferred method of communication:           ☐ Phone            ☐ Email            ☐ Either

☐ I am a mental health professional (e.g. PhD, MD, EdD, DSc, DSW, PsyD, LCPC, LCSW, PMHNP) who has competencies in the assessment of transgender and gender diverse people seeking gender-related medical and surgical treatment, OR

 ☐ I am a mental health professional (e.g., LMSW, LGPC) practicing under a clinical supervisor who has competencies in the assessment of transgender and gender diverse people seeking gender-related medical and surgical treatment

Which surgery or surgeries does this letter support? Check all that apply:

☐ Top surgery (mastectomy) 				☐ Breast augmentation
☐ Facial masculinization				☐ Facial feminization 
☐ Orchiectomy						☐ Hysterectomy/Oophorectomy
☐ Metoidioplasty					☐ Vaginoplasty/Vulvoplasty
[bookmark: _Hlk198123450]☐ Phalloplasty						☐ Body contouring
☐ Other: Tap here to enter text				☐ Vocal surgery

Please indicate the duration of your professional relationship with this patient (e.g. 2 visits over 1 month):	Click or tap here to enter text. over Click or tap here to enter text.

Please answer the following yes/no questions: 

☐ Y 	☐ N 	The patient is at least 18 years of age 

☐ Y 	☐ N	The patient has a diagnosis of gender dysphoria or gender incongruence. 
The patient’s experience of gender incongruence is marked and sustained. 
The patient has the desire to make their body as congruent as possible with a desired gender through surgery, hormone treatment or other medical therapies. 
The gender incongruence causes clinically significant distress or impairment in social, occupational, or other important areas of functioning. 
The gender incongruence is not a symptom of another medical disorder. 

☐ Y 	☐ N	The patient has a somatic or mental health condition(s) that would impair their ability
to participate in informed consent 

☐ Y 	☐ N	The patient has the capacity to understand the effect of gender-affirming treatment on 
reproduction and understands that gender-affirming surgeries have the potential to cause infertility. 
 
☐ Y 	☐ N	The patient has lived in their gender identity for a minimum of 12 months

Date Living in Affirmed Identity Started: Click or tap here to enter text.

☐ Y 	☐ N	The patient has had a minimum of 12 months of gender-affirming hormone therapy as 
appropriate to the person’s gender goals 

Date Hormone Therapy Started: Click or tap here to enter text.

If the patient is not undergoing hormone therapy please indicate the reason: 
		☐ Hormone therapy is inconsistent with the patient's desires or gender identity 
		☐ Homone therapy is medically contraindicated
		☐ Other: Click or tap here to enter text.	

Please provide a description of the patient, including identifying characteristics such as age, ethnicity, relationship status, primary language, and gender identity. Include a history of their experience with gender incongruence, with particular emphasis on the age at which they first experienced gender incongruence and the steps they have taken to address their dysphoria (e.g. social transitioning, hormones, surgery): 

Click or tap here to enter text.

Please provide a brief summary of the patient’s background, including their level of education, employment, peer and familial support systems, and whether or not they have pursued legal name change.

Click or tap here to enter text.

Does your patient have a mental health diagnosis (e.g., PTSD, anxiety disorders, depression, bipolar disorder, schizophrenia, OCD, autism spectrum disorder, body dysmorphia, etc.)? If yes, please describe the current status of the condition(s) and whether you believe it may impact the patient’s ability to adhere to appropriate post-operative care.

Click or tap here to enter text.

Do you anticipate that the stress of surgery, anesthesia, or recovery could exacerbate symptoms or lead to destabilization? If yes, please describe how you have prepared the patient for this possibility and how any potential issues will be managed.

Click or tap here to enter text.

Please describe your patient’s expectations regarding surgery. How do they believe surgery will impact their life—both positively and negatively? When possible, use the patient’s own words.

Click or tap here to enter text.

Substance use can interfere with healing, anesthesia and pain management. If substance use (including alcohol and nicotine) is a concern for this patient, what is the plan to reduce or stop use prior to surgery? Do you believe this plan is realistic? What support services have been offered to assist them?

Click or tap here to enter text.

Does your patient have any concerns about physical exams involving sensitive body areas? For example, a chest exam is required for gender-affirming chest surgery, and a genital exam is required for gender-affirming bottom surgery. If the patient has expressed discomfort, what strategies can be used to help minimize their distress during the exam?

Click or tap here to enter text.

What is your patient’s plan for housing after surgery? Does the recovery setting include access to a clean and private bathroom? Are there stairs to enter or within the living space that could pose a barrier to recovery? How far will the patient live from the hospital and who will assist the patient with transportation for aftercare and follow-up appointments?

Click or tap here to enter text.

What is the patient’s plan for financial support during their surgical recovery? Do they have the resources to take time off work, maintain housing, afford food, and purchase necessary items such as surgical aftercare supplies?

Click or tap here to enter text.

Describe your patient’s support system, including relationships, family, or other sources of support.
Who will be available to assist the patient during recovery, and how long will they be present in person after hospital discharge?

Click or tap here to enter text.

Do you believe your patient can manage their own self-care after surgery? (e.g., wound care, proper hygiene, reduced activity, monitoring for infection, getting adequate nutrition, staying housed, paying bills, etc.)? 

Click or tap here to enter text.

Patients should understand that all surgeries carry risks, including complications from anesthesia and the procedure itself. How do you believe your patient would cope with unexpected outcomes, complications, or the need for revision surgery?

Click or tap here to enter text.


For Vaginoplasty patients only: 
Failure to follow a consistent dilation schedule after vaginoplasty can result in irreversible collapse of the vaginal canal. If your patient is choosing vaginoplasty, are they prepared to commit to lifelong dilation? How do they plan to adhere to the initial protocol of dilating three times per day? 

Click or tap here to enter text.

For Phalloplasty patients only: 
If your patient is choosing phalloplasty, are they prepared for a multi-stage surgical process that requires significant time off school/work and extended recovery periods? Are they also prepared for the possibility of revision surgery, given the high rate of complications associated with phalloplasty?
Click or tap here to enter text.

Do you have any additional comments? 
Click or tap here to enter text.

Attestation: I have reviewed the assessment and concur with the recommendations as stated.
By signing, I indicate that I am available to participate in care coordination if/as needed by the surgical team.  

*Assessments must be completed or attested to by an independently licensed clinician. If your license requires that you receive clinical supervision, please include your supervisor‘s signature below.

Provider‘s full name (Print):       Click or tap here to enter text.

Provider’s license or NPI Number:   Click or tap here to enter text.
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Provider’s signature: 	 __________________________________  	     
Date	:  Click or tap here to enter text.

Supervisor name, title (if applicable):  Click or tap here to enter text.

Supervisor’s license or NPI Number (if applicable): Click or tap here to enter text.  



Supervisor signature (if applicable):  ___________________________

Date	(if applicable):Click or tap here to enter text.
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