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High Cost Drug Funding Request Form 

SUBMIT every six months FROM DATE OF INITIAL DRUG PROVISION

 FORMCHECKBOX 
 darbepoetin   FORMCHECKBOX 
 epoetin alpha

	Patient Information





	Care Centre

	Patient Code

     

	Date of Birth (YMD)

      /      /  
	     

	Physician Information

	Surname 



First

      
  



     

	 FORMCHECKBOX 
New          FORMCHECKBOX 
 Renewal (must document therapeutic outcome(s) below in required field)

	Approved for use under the following conditions:

Protocol 1: Treatment of anemia of chronic renal failure in dialysis patients with low hemoglobin (< 110g/L).

Hemoglobin levels should be maintained within 95 –110 g/L and if hemoglobin levels exceed 110 g/L, the dose should be reduced.

For new patients, the pre-treatment hemoglobin level (g/L) must be indicated on the HCD form.

For patients who have had previous special authorization for darbepoetin or epoetin alfa, the patient’s current hemoglobin level (g/L) must be indicated on the HCD form.

NOTE: Medication is to be sent from the Care Centre to the Dialysis Centre.
	Check Condition:

 FORMCHECKBOX 



	Protocol 2: Treatment of anemia of chronic renal failure in non-dialysis patients with low hemoglobin (< 110g/L) AND consultation with a nephrologist or hematologist, results in recommendations for use.

Hemoglobin levels should be maintained within 95 –110 g/L and if hemoglobin levels exceed 110 g/L, the dose should be reduced.

For new patients, the pre-treatment hemoglobin level (g/L) must be indicated on the HCD form.

For patients who have had previous special authorization for darbepoetin or epoetin alfa, the patient’s current hemoglobin level (g/L) must be indicated on the HCD form.
	 FORMCHECKBOX 



	Drug Dose:      
	Pre-Treatment Hemoglobin Level:     
Date:     
	Current Hemoglobin

 Level:     
Date:     

	 FORMCHECKBOX 
 Renewal: Indicate therapeutic outcome(s) achieved:

     
         

	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 CHR Regional Pharmacy Consultant at:

cc.drugmanagement@calgaryhealthregion.ca OR Physician fax to: 943-0232; Annual Submission Required


To type within each cell, use the TAB key










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