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• ,NGSlDN OIITHOP,.EDIC P,.IN INSTITUTI: 

800 John Marks Avenue, Kingston, ON, K7K 0J7

BOTOX for Migraine Consultation Request 
Please fax completed forms (2 pages) to 613-344-1203 

Patient name: 
-------------------------

Birth date (DD MM YYYY): _______________ _

Health card#: Version 
----------------- ------

Address: 
----------------------------

Phone number (daytime): __________________ _

Patients being referred should meet these criteria: 

□ Secondary headache causes have been ruled out.
□ Diagnosed with Chronic Migraine (> 15 headache days/month with >8 being features of

migraine)
□ Established that patient has failed or is not suitable with 1-2 oral prophylactic interventions.
□ Patient is amenable to injections.
□ Patient has insurance coverage for prophylactic treatment OR
□ Patient would qualify for Exceptional Access Program (Ontario Drug Benefits).
(A 3 month headache diary required and failure of 3 oral prophylatics from 2 different classes)

Referring physician (please print): ____________________ _

Physician OHIP #: _________________________ _ 

Clinic phone#: __________________________ _ 

Referring physician signature: _____________________ _ 

FOR OFFICE USE ONLY 

Date received: ______ Appointment date: Time: 
------- -----






