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APPLICANT (stamp or sticker acceptable) PATIENT NHE e REFERRER ReQg NO: ...ccoiiiiiiiii et
REG NO: i First Names: ......coovieiieeieiieeeee e First Names: ......coooieiieiiiiiicee e
NaME: .o SUMAIME: ... SUMAME: ...
AJAIESS: ..o DOB: .ot AJAIESS: ..o
............................................................................... AAIESS: ..ottt s oo eb et a et b e e e b e e et eesae e
FaX NUMDET: .o s ettt et b ettt s bt e b e s ba e e eb e s e e beesib e e sbeesene e e Fax NUMDET: ..o

Hyoscine (Scopolamine)

INITIAL APPLICATION
Applications from any relevant practitioner. Approvals valid for 1 year.

Prerequisites (tick boxes, and write the data requested in the space provided where appropriate)

|:| Control of intractable nausea, vomiting, or inability to swallow saliva in the treatment of malignancy or chronic disease

and
|:| Patient cannot tolerate or does not adequately respond to oral anti-nausea agents

and
The applicant must specify the underlying malignancy Or ChrONIC QISEASE: ..........viiiiiiieiiiii et e e e e s e e e s e e e snreeesnree e e

RENEWAL

Applications from any relevant practitioner. Approvals valid for 1 year.

Prerequisites (tick box where appropriate)

|:| The treatment remains appropriate and the patient is benefiting from treatment

| confirm the above details are correct and that in signing this form | understand | may be audited.

S o T SRS Date: .ooovieeiiie e

Post application to Ministry of Health, Private Bag 3015, Wanganui — Fax: 0800 100 131



