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Get AHEAD of migraine 

To enrol your patients in the Mi-Free Patient Support 
Program, please complete this form and return it to: 

Email: support@nerivio.co.za 

PATIENT SUPPORT PROGRAM CONSENT FORM 
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Last Name: First Name: 

ID Number: I 
Medical Aid*: Medical Aid Plan*: 

Medical Aid Number*: Requires Device Education 
0Yes 
0No 

Address (Where Nerivio® will be delivered): City: 

Postal Code: Mobile Phone Number: Alternate Phone Number: 

Preferred Time to Call (for delivery & 
0A.M. 0P.M. Email: education if selected) 
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Nerivio
®

Redefining Migraine care 

Gender*: 
0Male 
0Female 

OK to leave 0Yes 
Voice Mail: 0No 

Preferred Method of Contact: 0Phone 0Email D WhatsApp/other digital messaging service 
*Optional 

PATIENT CONSENT 

I have read, understand, and agree to the collection, use, and disclosure of my personal information by Dr. Reddy's Laboratories (Pty) Ltd in accordance with its 
privacy policy, I consent to provide my Personal Information to the Educator/Service Provider and to Dr. Reddy's Laboratories (Pty) Ltd and health authorities; in 
order to facilitate delivery and/or device education (as indicated above). I hereby confirm that I am aware of my right to revoke, at any time, this consent to 
processing of Personal Information by means of written request sent to the Mi-FREE program via email (Nerivio@scriptwise.co.za). Should you choose to 
communicate through WhatsApp or any other digital channel, please note that their terms will also apply. 

Minor Age 8 - 17: 

_____________ Identity Number ___________ am under 18 years of age. I acknowledge that a Mi-FREE educator may need 
to contact me to confirm my legal capacity. By signing below, I agree that I have read the information below (or had the information read to me). I have had the chance 
to ask questions and they were answered and I understand the answers provided; I have been given the time to discuss the information with others and to decide 
whether or not to participate in the Mi-FREE program. I have decided to participate. 
Guardian: 
In the event of a minor, I ____________ Identity Number ___________ in my capacity as parent/guardian of the said minor 
child hereby give my informed consent and permission for the child to participate in the Mi-FREE program. 

1. I understand that assistance from the Service Provider does not necessarily imply that my/my child's medical scheme will provide full/partial/any reimbursement for my/my child's treatment. I understand that I am 
responsible for payment of any levies, co-payments or rejections that may be imposed by my/my child's medical scheme and agree that the Service Provider may contact me directly in this regard. 
2.1 consent and confirm in my capacity as parent/legal guardian of my minor child that the Service Provider may process the Special Information or Special Personal Information applicable to my minor child. 

I understand the full extent and meaning of this consent and acknowledge that I have the right to withdraw this consent at any time. I confirm that I have read/(had read to me) and do hereby accept, the full extent of this 
consent freely and voluntary without any undue influence. We the patient and main member confirm that we choose our respective residential addresses as our domidlium citande et executandi. 
We confirm that we, the main member and/or the patient, are liable for the payment of the account at the Setvice Provider. In the case of the patient being a minor, the main member will be held liable. 

Date: 

Date: Contact Details of Guardian: 

First Name: 

Work Phone: 

Patient Signature: 

Guardian Signature: (If patient between ages of 8-17) 
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Last Name: 

MP Number: 

HCP e-mail Address: 

Office e-mail: 

Address/Clinic Stamp: 
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