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High Cost Drug Funding Request for Clozapine
A new submission is required for initial drug provision
	Patient Information




	Care Centre

	Patient Code

     

	Date of Birth (YMD)

     /       /  
	     

	Physician Information

	Surname                                                   First                                  






	NOTE:  Funding may or may not be approved by AHS
By submitting this application, the care team and pharmacist have given reasonable consideration to consent, alternative therapeutic options (including formulary alternatives), and risks/benefits.

	Clozapine is approved for use under the following conditions:
1. For maintenance treatment of refractory schizophrenia established in the community when initially prescribed in consultation with a psychiatrist.
2. For initial use in a continuing care centre, coverage for clozapine will be provided for treatment of schizophrenia refractory to trials of other medications in the same pharmacological class (e.g. olanzapine and quetiapine), AND if prescribed in consultation with a psychiatrist.  

	Confirm Criteria Met:

 FORMCHECKBOX 

 FORMCHECKBOX 



	Drug Dose: 

       
	Date of Admission (Y/M/D): 

      

	Clozapine Monitoring Registry
Due to a significant risk of agranulocytosis, patients on clozapine, their treating physicians and dispensing pharmacists must enrolled in the monitoring registry specific to the manufacturer of the brand being dispensed.  Patients must undergo regular hematological tests to monitor their total white blood-cell and absolute neutrophil counts as set out by the manufacturer’s treatment protocols.


	Protocol Reviewed:

 FORMCHECKBOX 


	Auto-Renewal
Annual funding will continue automatically provided the risks and benefits are periodically reassessed with scheduled medication reviews (or earlier if patient de-stabilizes), and should include a review of indication, drug selection, effectiveness and adverse reactions (e.g. seizures, agranulocytosis, metabolic effects).  Documentation of the review should be kept in the patient record.      



	Additional Information Relating to Request (i.e. previous drug trial information including doses and duration, frequency of follow-up with specialist, consult report information, etc.):

     

	Physician’s or Pharmacist’s Name:

     
	Initial Drug Provision Date (Y/M/D)

      /     /  
	Processing Instructions: Pharmacy Provider email to ISFL Long Term Care Pharmacist at: cc.drugmanagement@albertahealthservices.caOR Physician fax to: 403.943.0232












�Patient Code: First four letters of surname, followed by first two letters of given name
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