
Direct 
Name:     ____________________________ 

Phone:    __________________DOB:  _______  

City:        ______________________________ 

 Email:       ________________@___________ 

  Address    ____________________________ 

State  ______    Zip:   ____________________ 

Rx :      Nerivio      ___  

Re�lls:  12           24            Other: _________            

Apply one 45-minute treatment within 60 minutes of migraine onset. 

Health Care Provider Signature:  _____________________________ 

Date:_________________________ 

Health Care Provider Name: _______________________________________NPI: ______________________ 

Address:_________________________________________________________________________________ 

City: _______________________________________    State:____________________  Zip: ______________ 

Telephone: ______________________________   Fax: ____________________________________________ 

9397 Haven Ave
Rancho Cucamonga CA, 91730
Phone: 866-393-8116, option 9

Fax: 866-393-5258

Once filled and signed by a licensed HCP, this form should be faxed from the clinic office fax to Quick Care
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