
Patient Name: ___________________________________________________________________     DOB:  _________________________

Mobile Phone: ______________________________________     E-mail:____________________________________________________   

Address: ________________________________________________City:________________________  State: ____    Zip: ____________    

Rx:  Nerivio   Quantity per �ll:  1 
minutes and 

maintain THAT LEVEL for 45 minutes. 

Healthcare Provider Signature : ____________________________________________    Date:  __________________

Healthcare Provider Name:_________________________________________________ NPI: _______________________________

Address:______________________________________________________________________________________________________  

City: ______________________________________   State: _______       Zip: ____________           Phone: ____________________________

  E-mail: _________________________________________________________________             Fax: ______________________________

PATIENT INFORMATION  (REQUIRED)

PHARMACY PRESCRIPTION  (REQUIRED) 

PRESCRIBER INFORMATION  (REQUIRED)

Prescription Information and Enrollment Form
Healthcare Provider must complete and fax this form to 

ProCare Rx: 855-818-3781

ProCare PharmacyCare, LLC is committed to helping your patients receive their prescribed treatment therapy. By signing this form, you certify that you have obtained all necessary consent from the patient to obtain

Attach, email or fax patient s insurance information if possible
• Fax form to ProCare Rx: 855-818-3781
• Email form to ProCare Rx: neriviorx@procarerx.com
• E-Prescribe to ProCare  Rx (Miramar, FL)

 NPI: 1427160357 NCPDP: 1098121 

2650 SW 145 A
 Miramar, FL 33027-6606 

Phone: 877-210-1206   
855-818-3781

NRV2020-P0032

Chart Notes Attached
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