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SA Health

Individual Patient Use (IPU) Medicine Request Form
	NOT URGENT 
review at next Drug & Therapeutics Committee or equivalent committee 
URGENT 
within 24 hours 
within 1 to 3 days 
within 4 to 7 days 
AND reason for urgency:      


1 
GENERAL INFORMATION
The following information is required by the Drug & Therapeutics Committee (DTC) or equivalent committee, before consideration will be given for Individual Patient Use medicine supply. Failure to complete all details may result in a delay in consideration of the application by the Committee, and therefore delay availability of the medicine. Please note:

· The signature of the relevant Clinical Director or Division Head or nominee and Hospital/Health Service Chief Operating Officer (or delegate) must be obtained to indicate endorsement of application and funding approval.

· You can contact your clinical pharmacist for assistance in completing this form.

· The signed, completed forms should be forwarded to your DTC (or equivalent committee).

1.1 
Patient details

	Name:      

	UR #: 
	 Date of birth: 

	Gender: M  FORMCHECKBOX 
 F  FORMCHECKBOX 
 X  FORMCHECKBOX 


	Patient weight:       
For all paediatric patients and for adults if weight based dosing

	Patient location (site/hospital):       


1.2 Application Details 

	New  
Renewal  *
Application Date:      
Intended start date:      
*Sections 1.7 to 1.10 are not required to be completed for renewals


1.3 Details of medicine

	Generic Name: 
     

	Dosage form(s) and route(s):      

	Dosage and frequency:      

	Duration of therapy requested:      


1.4 Indication(s) for use

	Define the indication(s) for which approval for individual patient use is being sought: 
     

	Is the medicine registered by the TGA for the requested indication? 
Yes 
No 

	Is the medicine registered by the TGA? 
Yes 
No 

	If not, will this medicine be accessed by the SAS scheme? 
Yes 
No 
If yes, SAS form to be completed in addition to IPU Medicine Request Form. 

Additional consent may be required for off licensed / off label use.

If NO how will the medication be accessed?


Product Familiarisation Programme (PFP) 
Medicines Access Programme: 
Other (please specify): 



1.5 
Details of PBS listing

	Is the medicine listed on the PBS for this indication?
Yes 
No 

	Does this patient meet the PBS criteria?                                                           Yes 
No 


Skip to section 1.7 if this is a new application

1.6 RENEWAL of Previous IPU Applications ONLY
	Please provide objective measures of effectiveness and information regarding adverse effects for this patient:

     




Skip sections 1.7 to 1.10 for renewal of previously approved application
1.7 Justification for request

	Please provide details of previous treatment and available alternative treatments (formulary and non-drug treatments). 
Treatment trialled/available

Duration of trial/ Reason for not trialling

     
     
     
     
     
     
     
     
Other relevant clinical information (e.g. allergies, patient history):

     
Clinical summary or other supporting evidence may be attached.  
     


	Please provide details if recommended by another specialist: 

Name:            

Speciality/ Site  (if applicable):                    




1.8 If not TGA licensed or not PBS listed for patient criteria 

	Intended clinical outcome of treatment: 

     


	What objective measures will be used to monitor outcome: 

     


	When will outcome be assessed: 

     



1.9 
For Oncology / Haematology medicines only

	Is there an approved protocol to support use of this medicine or has an application been forwarded to SA Health Cancer Drug Committee:           

  Yes         No 

	For chemotherapy requiring dose calculation

Height (cm):       FORMTEXT 

     

Weight (kg):

BSA (m2):      


1.10 
Evidence to support use of medicine for proposed indication

	Evidence to justify treatment e.g. Australian Medicine Handbook (AMH), Therapeutic Guidelines, or appropriate guidelines. 
Please attach comprehensive literature if off label use or not TGA approved. 
     




1.11
Costs of medicine (obtain information from Pharmacy)
Please fill out appropriate section for either ongoing or intermittent/cyclical treatment.

	Cost per day 
	$     

	Cost per treatment course or per annum 
	  $     

	Additional costs  e.g. monitoring, additional medicine or equipment
	$     

	Is this a high cost medicine approval*    Yes  
            No                  Unknown 
Section 1.12 must be completed for all high cost medications



* High Cost medicines are those for which the predicted cost to SA Health per year is:
· $10,000 per patient per treatment; or

· $100,000 for an individual hospital; or

· $300,000 within SA Health.
For Complex or High Cost Medicine applications ONLY (Cost per patient per treatment > $10 000)
1.12 Details for Complex or High Cost Medicine applications 
	The likely outcome (in approximate percentage terms) for this patient in terms of efficacy and adverse effects. Please provide evidence and description of the level of evidence for this statement:

     
      

	The likely  ongoing care for patient following successful treatment with this medicine e.g. another PBS subsidised medicine, surgery, palliation: 
     


	The likely treatment and potential cost of non-treatment with this medicine in this patient: 

     
     

	Propose what objective measures will be reported to DTC and when:
     


	Your estimate of total annual number of patients requiring similar IPU within your LHN: 
     



1.13
Applicant details

	Applicant name:      
Position:      

	Clinical unit, hospital:      

	Telephone No 1:        
	Telephone No 2:      

	Mobile No:      
	Pager No:      

	Email:     

	Conflict of interest:
Financial or other resulting from contact with pharmaceutical companies, which have a bearing on this submission.    Yes   
No  
If yes tick relevant box and explain

Conference Funding 
Gifts 
Travel Expenses  Samples  
Honoraria 
Industry paid food/refreshments
Research support  Other support (describe) 
Please provide a brief but clear description of each potential conflict:

     

	I declare, that to the best of my knowledge, all of the information contained in this application is true and accurate.

Applicant signature:      
Date:      

	If applicant not Treating Consultant responsible for patient; 
Consultant Name:      
Signature:      
Date:      
Telephone No:      
Pager No:       

Email:      


2. AUTHORISATION

2.1
Authorisation by Clinical Director or equivalent 
	Name:      


	Signature:      
Date:      


2.2
Authorisation by Head of Division or equivalent (High Cost Medicines only) 
	Name:      

	Signature:      
 Date:   


2.3
Authorisation by Chief Operating Officer or equivalent (High Cost Medicines only) 
	Name:      

	Signature:      
Date:      


2.4
Authorisation by Chair of Drug & Therapeutics Committee or Director of Pharmacy (or delegate)

	DTC USE ONLY
Application received (date):      
Approved 
Rejected 

	If approved, please state conditions of approval:      
Details of outcome(s) to be reported to DTC:      
Date that outcome(s) needs to be reported to DTC:      
SAS A                     MEDICINES ACCESS PROGRAM 
         SAS C              SAS B 

	Name:      


	Delegation:      

	Signature:      
Date:       


2.5
Authorisation by Chief Medical Officer or Chief Pharmacist (or delegate) (High Cost Medicines only)

	Application received (date):      
Approved 
Rejected 

	Name:      
 

	Delegation:      

	Signature:      
Date:      


3 PHARMACY USE INFORMATION
	Cytotoxic or hazardous substance

If yes was a risk assessment completed
	Yes 
No 


Yes 
No 
N/A 

	List precautions:      
     
Signature:      

	Entered in iPharmacy
	
Yes 
No  
N/A 

	Entered in IPU database
	
Yes 
No  
N/A 

	Stock ordered
	
Yes 
No  
N/A 

	Applicant informed of outcome
	
Yes 
No  
N/A 

	Dispensary / Production informed
	
Yes 
No  
N/A 

	Clinical Pharmacist informed
	
Yes 
No  
N/A 

	Name:      


	Signature:      
Date:      


*Electronic signature functionality is not available on this form. Either print out the form and sign manually OR type your name in the signature box as recognition of authorisation
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