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High Cost Drug Funding Request Form – Fosfomycin
A new submission is required for each use of this HCD medication
	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 AHS

	Approved for use in uncomplicated lower urinary tract infections under the following conditions:

· No other oral alternatives are effective or tolerated (taking into consideration culture and sensitivity results, medication allergies, renal function, or drug interactions).   

NOTES:

· Approved dose is: 3 grams (1 satchet) dosed in a single treatment 
· Alternate doses, dosing regimens, or indications will require submission under the NF-SA process
Submission of C&S to AHS pharmacists may be required to confirm susceptibility criteria 
	Confirm criteria met:
 FORMCHECKBOX 



	Drug Dose:      
	
	

	Physician & Pharmacy Provider have ensured compliance with Use Condition?

 FORMCHECKBOX 
 Yes                 FORMCHECKBOX 
No

	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 AHS Regional Pharmacy Consultant at:

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


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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