
I have screened the intake paperwork/medical history of __________________________,  

DOB __________ for contraindications, and believe that it is safe for him or her to use electrical 

stimulation. I recommend that he or she use the NEUBIE device to work towards the following 

objectives: 

❏ Increased Blood Circulation

❏ Prevention of Muscle Atrophy

❏ Neuromuscular Re-Education

❏ Maintaining or Increasing Range of Motion

❏ Post-Surgical Stimulation of Calf Muscles to Prevent Venous Thrombosis

❏ Relaxation of Muscle Spasms

❏ Symptomatic relief and management of chronic pain

❏ Adjunctive treatment in the management of post-surgical and post-traumatic acute pain

conditions

_________________________________________ 

Physician Name 

_________________________________________ __________ 

Signature Date 


