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Calgary Zone 

High Cost Drug Funding Request Form – imiquimod

SUBMIT ANUALLY FROM DATE OF INITIAL DRUG PROVISION
	Patient Information




	Care Centre

	Patient Code

     

	Date of Birth (YMD)

     /       /  
	     

	Physician Information

	Surname                                              First                             

     




     

	   FORMCHECKBOX 
 New   FORMCHECKBOX 
  Renewal   NOTE:  Funding may or may not be approved by Alberta Health Services, Calgary

	Approved for use under the following conditions:

Protocol 1- Actinic Keratosis

Treatment of actinic keratoses when there is documented evidence that reasonable trials of the following usual treatment options have resulted in intolerance, treatment failure or are not feasible or reasonable.

· Physical removal of lesions: cryosurgery, curettage, dermabrasion, chemical peels, laser therapy

· 5-fluorouracil, applied daily to twice daily x 6 weeks
	Check Condition:

 FORMCHECKBOX 



	Protocol 2 – Superficial Basal Cell Carcinoma (sBCC)
Treatment of biopsy confirmed primary sBCC with a maximum tumor diameter of 2.0 cm located on the trunk or extremities (excluding hands and feet) when, the patient is not a candidate for surgery, AND

There is documented evidence of treatment failure or intolerance to 5- fluorouracil, applied twice daily for 3-6 weeks.
	 FORMCHECKBOX 


	Protocol 3 – Genital and Perianal Warts

Treatment of actinic keratoses when there is documented evidence that reasonable trials of the following usual treatment options have resulted in intolerance, treatment failure or are not feasible or reasonable.

· Cryotherapy with liquid nitrogen and podophyllin

· Laser or surgical treatment, AND
prescribed by a dermatologist. 
	 FORMCHECKBOX 


	Drug Dose:
     
	
	

	Renewal: Outcomes or response to therapy:      

 FORMTEXT 
     


	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 Supportive Living and Long Term Care at:

cc.drugmanagement@albertahealthservices.ca OR Physician fax to: (403) 943-0232


To type within each cell, use the TAB key

Do Not Thin From Chart














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