SPECIAL AUTHORITY FORMS
November 2009

Contents
Panel APPrOVAIS .......euiiiiiiieeeiee et 4
Alimentary Tract and MetabolisSm .............ccooiriiii e, 5
Blood and Blood FOrming Organs..........eeeeeeeeeiiiiiiiiiiieieereeeeeeesesseinssnneees 14
CardiovasCular SYSIEIM ......cciieeiiii e 25
DermatolOgiCalS ........eeiiiiiiiiiieiii et 30
GENItO-UFNNAIY SYSIEM....cciiiiiiiiiiiitiiie ettt 34
Hormone Preparations - Systemic Excluding Contraceptive Hormones... 37
Infections - Agents for SysStemic USE ........ccooeiiiiiiiiiiiiiiiiieeee e 44
Musculoskeletal SYSteM .......coooiiiiiiiiiiii e 59
NEIVOUS SYSTEIM..euiiiiiii it 71
Oncology Agents and IMMmMUNOSUPPIrESSANES ....ccvveeeeeereiiiiiiiiiiiieereeeeeeeenn 100
Respiratory System and AllErgieS.......uuvveveeeiiiiiiiiiieieeeeeeee e 120
SENSOIY OFJANS ...ttt ettt e e e r e e e e e e e aeenaes 124
SPECIAI FOOUS ....eiiiiiiiiiie it 126
LISt OF FOMMS .. e 161



Page 2

THE SPECIAL AUTHORITY SYSTEM

Special Authority is an application process in which a prescriber requests government subsidy for a particular person.

Criteria
The criteria for approval of Special Authority applications are included below each pharmaceutical listing. For some Special
Authority pharmaceuticals, not all indications listed on the data sheets are subsidised. Criteria for each Special Authority
pharmaceutical are updated regularly, based on the decision criteria of PHARMAC.

The appropriateness of the listing of a pharmaceutical in the Special Authority category will also be regularly reviewed.
Applications for inclusion of further pharmaceuticals in the Special Authority category will generally be made by a pharmaceutical
supplier.

Applications from Specialists
“Specialist” means, a doctor who holds a current annual practising certificate and who satisfies the criteria set out below.

1.

The doctor's name appears in the Vocational Register of medical practitioners in accordance with Section 21 and 22 of the
Medical Practitioners Act 1995 and who is making the application in the course of practising in that area of medicine; and the
doctor’s vocational branch or sub-branch is one of those listed below:

« anaesthetics

cardiothoracic surgery

dermatology

diagnostic radiology

emergency medicine

general surgery

internal medicine

neurosurgery

obstetrics and gynaecology

occupational medicine

ophthalmology

otolaryngology head and neck surgery

orthopaedic surgery

paediatric surgery

paediatrics

pathology

plastic and reconstructive surgery

psychological medicine or psychiatry

public health medicine

radiation oncology

rehabilitation medicine

urology and venereology

The doctor is recognised by the Ministry of Health as a specialist for the purposes of the Pharmaceutical Schedule and
receives remuneration from a DHB at a level which that DHB considers appropriate for specialists and who has written that
Prescription in the course of practising in that area of medicine

The doctor is recognised by the Ministry of Health as a specialist in relation to a particular area of medicine for the purpose of
writing Prescriptions and who has written the Prescription in the course of practising in that area of medicine.

The doctor writes the Prescription on DHB stationery and is appropriately authorised by the relevant DHB to do so.

@ o o o o o o o o o o o o o o o o o o o o

Approval

Special Authority applications are administered by the Ministry of Health. They were formerly administered by Health Payments,
Agreements and Compliance (HealthPAC), a division of the Ministry of Health. All applications should be sent, in writing, to:

Ministry of Health, Private Bag 3015, WANGANUI
Fax: (06) 349 1983 or free fax 0800 100 131
For inquiries, please call the Contact Centre on, free phone 0800 243 666

Each application must include:

name and date of birth of the patient (codes for AIDS patients’ applications)
diagnosis and brief clinical details

name of the medicine required, the form and strength of the medicine
duration of the course of treatment

alternative therapies that have been tried

The application must:

be signed by the practitioner

include the practitioner’s printed name and address

show the practitioner’'s Medical Council registration number

provide evidence of the criteria as per Special Authority conditions for medicine applied for

Subsidy

Once approved, health providers can obtain the Special Authority approval details for prescribing and dispensing purposes by
calling the Contact Centre on 0800 243 666.
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Specialists who make an application must communicate the valid authority number to the prescriber who will be writing the
prescriptions.

The authority number can provide access to subsidy, additional subsidy, or waive certain restrictions otherwise present on the
pharmaceutical.

Some approvals are dependent on the availability of funding.



PANEL APPROVALS
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Applications to be made on the approved forms which are available from the co-ordinator of the relevant panel:

Product
Bosentan
Dasatinib
Dornase Alfa
liloprost

Imatinib Mesylate
Imiglucerase
Levetiracetam
Multiple Sclerosis Treatments
Neurontin
Sildenafil

Panel Co-ordinator
Pharmac
PO Box 10 254 Wellington

Phone: 04 460 4990 Facsimile: 04 460 4995
E-mail: ECPanel@Pharmac.govt.nz

Panel

Pulmonary Arterial Hypertension Panel
CML/GIST Co-ordinator

Cystic Fibrosis Advisory Panel
Pulmonary Arterial Hypertension Panel
CML/GIST Co-ordinator

Gaucher's Treatment Panel
Levetiracetam Special Access Panel
Multiple Sclerosis Treatment Committee
PHARMAC

Pulmonary Arterial Hypertension Panel

Product

Prof. Wayne Cutfield
National Co-ordinator

University of Auckland
Private Bag 92019
AUCKLAND

Growth Hormone Biosynthetic Human

New Zealand Growth Hormone Committee
C/- Department of Paediatrics

Panel
Growth Hormone Committee




Alimentary Tract and
Metabolism
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Ministry of Health Form SAQ0913

Phone 0800 243 666 BY SPECIAL AUTHORITY November 2009

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

Budesonide — Cap 3 mg Controlled Release

INITIAL APPLICATION
Applications from any relevant practitioner. Approvals valid for 3 months.

Prerequisites (tick boxes where appropriate)

|:| Mild to moderate ileal, ileocaecal or proximal Crohn’s disease
and

|:| Diabetes
or

|:| Cushingoid habitus
or

|:| Osteoporosis where there is significant risk of fracture
or

|:| Severe acne following treatment with conventional corticosteroid therapy

RENEWAL

Applications from any relevant practitioner. Approvals valid for 3 months. The patient must have had no more than 1 prior approval in the last year

Prerequisites (tick box where appropriate)

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

Note:
Clinical trials for Entocort CIR use beyond three months demonstrated no improvement in relapse rate.

| 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
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Ministry of Health Form SA0834

Phone 0800 243 666 BY SPECIAL AUTHORITY November 2009

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

Insulin Glargine

INITIAL APPLICATION
Applications only from a relevant specialist. Approvals valid for 1 year.

Prerequisites (tick boxes where appropriate)

Patient has type 1 diabetes and has received an intensive regimen (injections at least three times a day) of an intermediate acting insulin in
combination with a rapid acting insulin analogue for at least three months
and

Patient has experienced more than one unexplained severe hypoglycaemic episode in the previous 12 months (severe defined as
requiring the assistance of another person)

Patient has experienced unexplained symptomatic nocturnal hypoglycaemia, biochemically documented at <3.0 mmol/L, more than
once a month despite optimal management

or
Patient has documented severe, or continuing, systemic or local allergic reaction to existing insulins. Note this does not include hypoglycaemic

episodes

RENEWAL

Applications only from a relevant specialist or general practitioner. Approvals valid for 1 year.
Prerequisites (tick boxes where appropriate)

|:| Patient is continuing to derive benefit due to reduced hypoglycaemic events whilst maintaining similar or better glycaemic control

or
Patient’s allergic reaction has significantly decreased, or resolved, following the change to long-acting insulin and patient is continuing to benefit

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



Ministry of Health APPLICATION FOR SUBSIDY Form SA092'53age8

Ph 0800 243 666

one BY SPECIAL AUTHORITY November 2009
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: oo SUMAIME: .iiiiiiiiiiiiiiiieiieeeseeereesaeesresrresreesrrerraarraernee SUMAIME: iiiiiiiiiiiiiiiiiieieeeeeeaeesaeessaeseessrssreesraerraarree
AAAIESS: it DOB: et X [0 | 1= 17 R
............................................................................... P2 [0 [ =TT PSP PRPP
L= N U101 o 1= PP PPPRRRR PP Fax NUMDET: ...
Acarbose

INITIAL APPLICATION
Applications from any relevant practitioner. Approvals valid without further renewal unless notified.

Prerequisites (tick boxes where appropriate)

|:| The patient has type 2 diabetes
and

|:| Metformin is not tolerated, or is contraindicated
or
|:| The patient has not responded to the maximum appropriate dose of metformin

| 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




Ministry of Health APPLICATION FOR SUBSIDY Form SA095ga999

Ph 0800 243 666

one BY SPECIAL AUTHORITY November 2009
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: oo SUMAIME: .iiiiiiiiiiiiiiiieiieeeseeereesaeesresrresreesrrerraarraernee SUMAIME: iiiiiiiiiiiiiiiiiieieeeeeeaeesaeessaeseessrssreesraerraarree
AArESS: .vvviiiiie e DOB: et X [0 | 1= 17 R
............................................................................... P2 [0 [ =TT PSP PRPP
L= N U101 o 1= PP PPPRRRR PP Fax NUMDET: ...
Pioglitazone

INITIAL APPLICATION - Patients with type 2 diabetes
Applications from any relevant practitioner. Approvals valid without further renewal unless notified.

Prerequisites (tick boxes where appropriate)

Patient has not achieved glycaemic control on maximum doses of metformin and/or a sulphonylurea or where either or both are contraindicated or
not tolerated
or

|:| Patient is on insulin

| 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
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Ministry of Health Form SA0914

Phone 0800 243 666 BY SPECIAL AUTHORITY November 2009

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

Ursodeoxycholic Acid — Cap 300 mg

INITIAL APPLICATION
Applications from any relevant practitioner. Approvals valid for 6 months.

Prerequisites (tick boxes where appropriate)

Primary biliary cirrhosis confirmed by antimitochondrial antibody titre (AMA) > 1:80, and raised cholestatic liver enzymes with or without raised
serum IgM or, if AMA is negative, by liver biopsy
and
|:| Patient not requiring a liver transplant (bilirubin > 170umol/l; decompensated cirrhosis)

Note:
Liver biopsy is not usually required for diagnosis but is helpful to stage the disease.

RENEWAL

Applications from any relevant practitioner. Approvals valid for 2 years.

Prerequisites (tick box where appropriate)

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

Note:
Actigall is not an appropriate therapy for patients requiring a liver transplant (bilirubin > 170 micromol/l; decompensated cirrhosis). These

patients should be referred to an appropriate transplant centre. Treatment failure — doubling of serum bilirubin levels, absence of a
significant decrease in ALP or ALT and AST, development of varices, ascites or encephalopathy, marked worsening of pruritus or fatigue,
histological progression by two stages, or to cirrhosis, need for transplantation.

| 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



Ministry of Health APPLICATION FOR SUBSIDY Form SA089P1age 11

Phone 0800 243 666 BY SPECIAL AUTHORITY November 2009

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: ...
AAArESS: .. 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

Macrogol 3350

INITIAL APPLICATION
Applications from any relevant practitioner. Approvals valid for 6 months.

Prerequisites (tick box where appropriate)

the patient has problematic constipation requiring intervention with a per rectal preparation despite an adequate trial of other oral
pharmacotherapies including lactulose where lactulose is not contraindicated

RENEWAL

Applications from any relevant practitioner. Approvals valid for 12 months.

Prerequisites (tick box where appropriate)

|:| the patient is compliant and is continuing to gain benefit 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
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Ministry of Health

Phone 0800 243 666 BY SPECIAL AUTHORITY Form SAQ91S
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

Alpha Tocopheryl Acetate

INITIAL APPLICATION
Applications from any relevant practitioner. Approvals valid for 2 years.

Prerequisites (tick boxes where appropriate)

|:| Cystic fibrosis patient
or

|:| Infant or child with liver disease or short gut syndrome
and
|:| Requires vitamin supplementation

RENEWAL

Applications from any relevant practitioner. Approvals valid for 2 years.

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



Ministry of Health APPLICATION FOR SUBSIDY Form SA096P3?ge 13

Phone 0800 243 666 BY SPECIAL AUTHORITY November 2009

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: ...
AAArESS: .. 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

Multivitamins (Ketovite; Ketovite; Paediatric Seravit)

INITIAL APPLICATION
Applications from any relevant practitioner. Approvals valid without further renewal unless notified.

Prerequisites (tick boxes where appropriate)
|:| The patient has inborn errors of metabolism

or
|:| For use as a supplement to a ketogenic diet in patients diagnosed with epilepsy

RENEWAL

Applications from any relevant practitioner. Approvals valid without further renewal unless notified.

Prerequisites (tick box where appropriate)

|:| Patient has had a previous approval for multivitamins

Note:
Use of Paediatric Seravit is not recommended as a supplement to a ketogenic diet.

| 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




Blood and Blood Forming
Organs



APPLICATION FOR SUBSIDY

Ministry of Health

Phone 0800 243 666 BY SPECIAL AUTHORITY
APPLICANT (stamp or sticker acceptable) PATIENT NHE e
REG NO: i First Names: ......coovieiieeieiieeeee e
NAME: e SUIMBIME. ...ttt
AdAreSS: ...oeiiiiiiiee e DOB: it
............................................................................... AAAreSS: et
L= D N (U401 o= PP PUPPOPPIN
Erythropoietin

Page 15
Form SA0922
November 2009

REFERRER Reg NO: ...
First Names: ..oooccvveeiiiee e
SUMAIME: iiiiiiiiiiiiiiiiiieieeeeeeaeesaeessaeseessrssreesraerraarree

X [0 | 1= 17 R

Fax NUMDET: ...

INITIAL APPLICATION
Applications only from a relevant specialist. Approvals valid for 2 years.

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

|:| patient in chronic renal failure
and
Haemoglobin: .........ccccovieiiiieiiieeee <100g/L

and

|:| patient is not diabetic
and
glomerular filtration rate: ..........cccooveevivinnniiennns < 30ml/min

or

|:| patient is diabetic
and
glomerular filtration rate: ..........ccccooevviiiniiennn. < 45ml/min

or
|:| patient is on haemodialysis or peritoneal dialysis

RENEWAL

Applications only from a relevant specialist. Approvals valid for 2 years.

Prerequisites (tick box where appropriate)

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

Note:

Erythropoietin beta is indicated in the treatment of anaemia associated with chronic renal failure (CRF) where no cause for anaemia other
than CRF is detected and there is adequate monitoring of iron stores and iron replacement therapy.

The Cockroft-Gault Formula may be used to estimate glomerular filtration rate (GFR) in persons 18 years and over:

GFR (ml/min) (male) = (140 - age) x ldeal Body Weight (kg) / 814 x serum creatinine (mmol/l)

GFR (ml/min) (female) = Estimated GFR (male) x 0.85

| 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




Ministry of Health APPLICATION FOR SUBSIDY Form SA086P7age 16

Ph 0800 243 666

one BY SPECIAL AUTHORITY November 2009
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: oo SUMAIME: .iiiiiiiiiiiiiiiieiieeeseeereesaeesresrresreesrrerraarraernee SUMAIME: iiiiiiiiiiiiiiiiiieieeeeeeaeesaeessaeseessrssreesraerraarree
AAAIESS: it DOB: et X [0 | 1= 17 R
............................................................................... P2 [0 [ =TT PSP PRPP
L= N U101 o 1= PP PPPRRRR PP Fax NUMDET: ...
Clopidogrel

INITIAL APPLICATION - aspirin allergic patients
Applications from any relevant practitioner. Approvals valid without further renewal unless notified.

Prerequisites (tick boxes where appropriate)

|:| The patient is allergic to aspirin (see definition below)
and

The patient has:

|:| suffered from a stroke, or transient ischaemic attack
or

|:| experienced an acute myocardial infarction

or
experienced an episode of pain at rest of greater than 20 minutes duration due to coronary disease that required admission to hospital for
at least 24 hours

or

|:| had a troponin T or troponin | test result greater than the upper limit of the reference range
or
|:| had a revascularisation procedure
or
|:| experienced symptomatic peripheral vascular disease of a severity that has required specialist consultation

Note:
Aspirin allergy is defined as a history of anaphylaxis, urticaria or asthma within 4 hours of ingestion of aspirin, other salicylates or NSAIDs.

INITIAL APPLICATION - aspirin tolerant patients and aspirin naive patients
Applications from any relevant practitioner. Approvals valid for 3 months.

Prerequisites (tick boxes where appropriate)

The patient has:
|:| experienced an acute myocardial infarction

or
had an episode of pain at rest of greater than 20 minutes duration due to coronary disease that required admission to hospital for at least 24
hours
or
|:| had a troponin T or troponin | test result greater than the upper limit of the reference range
or

|:| had a revascularisation procedure

INITIAL APPLICATION - patients awaiting revascularisation
Applications from any relevant practitioner. Approvals valid for 6 months.

Prerequisites (tick box where appropriate)

The patient is on a waiting list or active review list for stenting, coronary artery bypass grafting, or percutaneous coronary angioplasty following
acute coronary syndrome

Use next page for: Initial application - post stenting, Initial application - documented stent thrombosis, Renewal - aspirin tolerant patients,
Renewal - acute coronary syndrome - aspirin tolerant patients and aspirin naive patients, Renewal - patients awaiting revascularisation,
Renewal - post stenting and Renewal - documented stent thrombosis

| 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




Ministry of Health APPLICATION FOR SUBSIDY Form SA086P7age 17

Phone 0800 243 666 BY SPECIAL AUTHORITY November 2009

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: ...
AAArESS: .. 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

Clopidogrel - continued

INITIAL APPLICATION - post stenting
Applications from any relevant practitioner. Approvals valid for 6 months.

Prerequisites (tick box where appropriate)

|:| The patient has had a stent inserted in the previous 4 weeks

INITIAL APPLICATION - documented stent thrombosis
Applications from any relevant practitioner. Approvals valid without further renewal unless notified.

Prerequisites (tick box where appropriate)

|:| The patient has, while on treatment with aspirin or clopidogrel, experienced documented stent thrombosis.

RENEWAL - aspirin tolerant patients

Applications from any relevant practitioner. Approvals valid without further renewal unless notified.

Prerequisites (tick box where appropriate)

|:| While on treatment with aspirin the patient has experienced an additional vascular event following the recent cessation of clopidogrel

RENEWAL - acute coronary syndrome - aspirin tolerant patients and aspirin naive patients

Applications from any relevant practitioner. Approvals valid for 3 months.
Prerequisites (tick boxes where appropriate)

The patient has:
|:| experienced an acute myocardial infarction

or
had an episode of pain at rest of greater than 20 minutes duration due to coronary disease that required admission to hospital for at least 24
hours

or

|:| had a troponin T or troponin | test result greater than the upper limit of the reference range
or
|:| had a revascularisation procedure

RENEWAL - patients awaiting revascularisation

Applications from any relevant practitioner. Approvals valid for 6 months.
Prerequisites (tick box where appropriate)

The patient is on a waiting list or active review list for stenting, coronary artery bypass grafting or percutaneous coronary angioplasty following
acute coronary syndrome

Use next page for: Renewal - post stenting and Renewal - documented stent thrombosis
| 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




Ministry of Health APPLICATION FOR SUBSIDY Form SA086P7age 18

Phone 0800 243 666 BY SPECIAL AUTHORITY November 2009

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

Clopidogrel - continued

RENEWAL - post stenting

Applications from any relevant practitioner. Approvals valid for 6 months.

Prerequisites (tick box where appropriate)

|:| The patient has had a stent inserted in the previous 4 weeks

RENEWAL - documented stent thrombosis

Applications from any relevant practitioner. Approvals valid without further renewal unless notified.

Prerequisites (tick box where appropriate)

|:| The patient has, while on treatment with aspirin or clopidogrel, experienced documented stent thrombosis

| 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




Ministry of Health APPLICATION FOR SUBSIDY Form SA097P5age 19

Phone 0800 243 666 BY SPECIAL AUTHORITY November 2009

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: ...
AAArESS: .. 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

Enoxaparin sodium

INITIAL APPLICATION - Pregnancy or Malignancy
Applications from any relevant practitioner. Approvals valid for 1 year.

Prerequisites (tick boxes where appropriate)
|:| Low molecular weight heparin treatment is required during a patients pregnancy

or
|:| For the treatment of venous thromboembolism where the patient has a malignancy

INITIAL APPLICATION - Venous thromboembolism other than in pregnancy or malignancy
Applications from any relevant practitioner. Approvals valid for 1 month.

Prerequisites (tick boxes where appropriate)

|:| For the short-term treatment of venous thromboembolism prior to establishing a therapeutic INR with oral anti-coagulant treatment
or

|:| For the prophylaxis and treatment of venous thromboembolism in high risk surgery
or

|:| To enable cessation/re-establishment of existing warfarin treatment pre/post surgery
or

|:| For the prophylaxis and treatment of venous thromboembolism in Acute Coronary Syndrome surgical intervention
or

|:| To be used in association with cardioversion of atrial fibrillation

RENEWAL - Pregnancy or Malignancy

Applications from any relevant practitioner. Approvals valid for 1 year.
Prerequisites (tick boxes where appropriate)
|:| Low molecular weight heparin treatment is required during a patient's pregnancy

or
|:| For the treatment of venous thromboembolism where the patient has a malignancy

RENEWAL - Venous thromboembolism other than in pregnancy or malignancy

Applications from any relevant practitioner. Approvals valid for 1 month.
Prerequisites (tick box where appropriate)

Low molecular weight heparin treatment or prophylaxis is required for a second or subsequent event (surgery, ACS, cardioversion, or prior to oral
anti-coagulation)

| 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
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REG NO: i First Names: ......coovieiieeieiieeeee e First Names: ......coooieiieiiiiiicee e
NaME: oo SUMAIME: .iiiiiiiiiiiiiiiieiieeeseeereesaeesresrresreesrrerraarraernee SUMAIME: iiiiiiiiiiiiiiiiiieieeeeeeaeesaeessaeseessrssreesraerraarree
AAAIESS: it DOB: et X [0 | 1= 17 R
............................................................................... P2 [0 [ =TT PSP PRPP
L= N U101 o 1= PP PPPRRRR PP Fax NUMDET: ...
Atorvastatin

INITIAL APPLICATION
Applications only from a relevant specialist or general practitioner. Approvals valid without further renewal unless notified.

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

|:| Patient has a calculated absolute risk of cardiovascular disease of at least 15% over 5 years

and
|:| Patient has severe documented intolerance to simvastatin (blood tests are not required)
or
|:| Patient has been compliant with a dose of simvastatin of 80 mg per day for at least 2 months
and
I:l Patient has venous CABG
and
LDL cholesterol test 1: .......ccccccvviieniennennieennn = 2 mmol/litre
and
LDL cholesterol test 2: .........cccceviveiiiireniineenns =2 mmoll/litre (at least 1 week after test 1)
or
|:| Patient does not have venous CABG
and
LDL cholesterol test 1: ........ccccoovvvvveniiivenrinennn. = 2.5 mmol/litre
and
LDL cholesterol test 2: .........ccccevvieviieniiniienn = 2.5 mmol/litre (at least 1 week after test 1)
Note:

To confirm that cholesterol levels are not still improving, two lipid tests must be carried out during treatment with simvastatin 80 mg, and
have results for LDL cholesterol that have reduced by <10% in the second test. The tests must be carried out while the patient is in a fasted
state (with the exception of patients with IDDM).

The following indications of intolerance to simvastatin, are known as class effects for all statins, and hence are likely to mean that the patient
may also be intolerant of atorvastatin:

« Constipation, flatulence (may occur in >1% of patients)

« Asthenia, abdominal pain, headache (may occur in >1% of patients)
« Myopathy, rhabdomyolysis (may occur in <3% of patients)

« Elevated serum transaminase levels (may occur in <1% of patients)

Statins have been shown to be generally well tolerated in clinical studies, with the rate of discontinuation due to adverse reactions being
less than 5%, and similar to the discontinuation rate for patients taking a placebo.

| 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
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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: oo SUMAIME: .iiiiiiiiiiiiiiiieiieeeseeereesaeesresrresreesrrerraarraernee SUMAIME: iiiiiiiiiiiiiiiiiieieeeeeeaeesaeessaeseessrssreesraerraarree
AArESS: .vvviiiiie e DOB: et X [0 | 1= 17 R
............................................................................... P2 [0 [ =TT PSP PRPP
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Pravastatin

INITIAL APPLICATION - Confirmed HIV/AIDS
Applications from any relevant practitioner. Approvals valid without further renewal unless notified.

Prerequisites (tick boxes where appropriate)

|:| Patient has dyslipidaemia and an absolute 5 year cardiovascular risk of 15% or greater
and

|:| Confirmed HIV infection
and

|:| Patient is being treated with an HIV protease inhibitor

| 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
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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: oo SUMAIME: .iiiiiiiiiiiiiiiieiieeeseeereesaeesresrresreesrrerraarraernee SUMAIME: iiiiiiiiiiiiiiiiiieieeeeeeaeesaeessaeseessrssreesraerraarree
AAAIESS: it DOB: et X [0 | 1= 17 R
............................................................................... P2 [0 [ =TT PSP PRPP
L= N U101 o 1= PP PPPRRRR PP Fax NUMDET: ...
Ezetimibe

INITIAL APPLICATION
Applications only from a relevant specialist. Approvals valid for 2 years.

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

|:| ezetimibe is to be used in combination with simvastatin
or
|:| ezetimibe is to be used without a statin
and
|:| Patient has a calculated absolute risk of cardiovascular disease >20% over 5 years
and
|:| Patient cannot tolerate statin therapy at a dose of = 40 mg per day
and
I:l Patient has venous CABG
and
LDL cholesterol: .........cccovcieniciiicniienne. = 2 mmol/litre (see note)
and
LDL cholesterol: ..........ccocvvvenniiieniieeens =2 mmol/litre (at least 1 week after test 1 — see note)
or
|:| Patient does not have venous CABG
and
LDL cholesterol: ........cccccvevvveevuvreniienannns > 2.5 mmol/litre (see note)
and
LDL cholesterol: ........cccccovvienvcinicnniennn. = 2.5 mmol/litre (at least 1 week after test 1 — see note)
or
|:| Patient has homozygous familial hypercholesterolemia, or heterozygous familial hypercholesterolemia
and
|:| Patient has been compliant for at least two months with maximum dose statin therapy
and
LDL cholesterol: ..........ccovvvieiiieiiiiiieeins =5 mmol/litre (see note)
and
LDL cholesterol: ........ccccevvienicinenieeennn, =5 mmoll/litre (at least 1 week after test 1 — see note)
Note:

Two lipid tests are required to assess LDL cholesterol levels, the tests must be at least one week apart, and be carried out in a fasted state

(other than for patients with IDDM). The results for LDL cholesterol levels in both tests must be above those specified.

Use next page for: Renewal
| 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
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Phone 0800 243 666 BY SPECIAL AUTHORITY November 2009

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

Ezetimibe - continued

RENEWAL

Applications only from a relevant specialist. Approvals valid for 2 years.

Prerequisites (tick boxes where appropriate)

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

|:| ezetimibe is to be used in combination with simvastatin
or
|:| ezetimibe is to be used without a statin

| 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




Ministry of Health
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APPLICANT (stamp or sticker acceptable)

REG NO: oo

APPLICATION FOR SUBSIDY Page 24
Form SA0826

BY SPECIAL AUTHORITY November 2009
PATIENT NHI: e REFERRER Reg NO: ...
First Names: ......ccocovvveiiiiienceereeeee e First Names: ......ccoccvvvviiiinenceeeee e
SUMAIME: ... SUMAME: ...
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

Ezetimibe with Simvastatin (Vytorin)

INITIAL APPLICATION

Applications only from a relevant specialist. Approvals valid for 2 years.

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

and

and

|:| Patient has a calculated absolute risk of cardiovascular disease >20% over 5 years

|:| Patient cannot tolerate statin therapy at a dose of = 40 mg per day

|:| Patient has venous CABG
and

and

LDL cholesterol: ........cccovcuvieiiiiiiniiiieins > 2 mmol/litre (see note)

LDL cholesterol: ..........ccoovvveriiereiiiieeins =2 mmoll/litre (at least 1 week after test 1 — see note)

or

and

and

|:| Patient does not have venous CABG
LDL cholesterol: ........ccccevevvveiiiireniienenns > 2.5 mmol/litre (see note)

LDL cholesterol: .........cccovoveieiiieeiniiieins > 2.5 mmol/litre (at least 1 week after test 1 — see note)

or
|:| Patient has homozygous familial hypercholesterolemia, or heterozygous familial hypercholesterolemia
and
|:| Patient has been compliant for at least two months with maximum dose statin therapy
and
LDL cholesterol: .........ccccooeveeiiiiienniieenns =5 mmol/litre (see note)
and
LDL cholesterol: ........cccceevvvveeviireeiiinenns =5 mmol/litre (at least 1 week after test 1 — see note)
Note:
Two lipid tests are required to assess LDL cholesterol levels, the tests must be at least one week apart, and be carried out in a fasted state
(other than for patients with IDDM). The results for LDL cholesterol levels in both tests must be above those specified.
RENEWAL
Current approval Number (if KNOWN):.......oooiiiiiiiiiiieeeeee e

Applications only from a relevant specialist. Approvals valid for 2 years.

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.

SIGNEA: <ot

............ Date: .o

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




Cardiovascular System
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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: ...
AAArESS: .. DOB: .ot AJAIESS: ..o
............................................................................... AAIESS: ..ottt s oo eb et a et b e e e b e e et eesae e
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Losartan with or without hydrochlorothiazide

INITIAL APPLICATION - ACE inhibitor intolerance
Applications from any relevant practitioner. Approvals valid without further renewal unless notified.

Prerequisites (tick boxes where appropriate)

|:| Patient has persistent ACE inhibitor induced cough that is not resolved by ACE inhibitor retrial (same or new ACE inhibitor)
or
|:| Patient has a history of angioedema

INITIAL APPLICATION - Unsatisfactory response to ACE inhibitor
Applications from any relevant practitioner. Approvals valid without further renewal unless notified.

Prerequisites (tick box where appropriate)

|:| Patient is not adequately controlled on maximum tolerated dose of an ACE inhibitor

INITIAL APPLICATION - Patient had an approval for Losartan with hydrochlorothiazide prior to 1 May 2008
Applications from any relevant practitioner. Approvals valid without further renewal unless notified.

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
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Ministry of Health Form SA0933

Ph 0800 243 666

one BY SPECIAL AUTHORITY November 2009
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: oo SUMAIME: .iiiiiiiiiiiiiiiieiieeeseeereesaeesresrresreesrrerraarraernee SUMAIME: iiiiiiiiiiiiiiiiiieieeeeeeaeesaeessaeseessrssreesraerraarree
AAAIESS: it DOB: et X [0 | 1= 17 R
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Candesartan

INITIAL APPLICATION
Applications from any relevant practitioner. Approvals valid without further renewal unless notified.

Prerequisites (tick boxes where appropriate)

|:| Patient with congestive heart failure
and

|:| Has been treated with, and cannot tolerate, two ACE inhibitors, due to persistent cough

or
Has experienced angioedema on an ACE inhibitor at any time in the past or who have experienced angioedema (even if not using an
ACE inhibitor) in the last 2 years

or

|:| Patient with raised blood pressure
and
Use of fully funded beta blockers or diuretics are contraindicated; or not well tolerated; or insufficient to control blood pressure adequately
at appropriate doses
and

|:| Has been treated with, and cannot tolerate, two ACE inhibitors, due to persistent cough

or
Has experienced angioedema on an ACE inhibitor at any time in the past or who have experienced angioedema (even if not using an
ACE inhibitor) in the last 2 years

| 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
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Ph 0800 243 666

one BY SPECIAL AUTHORITY November 2009
APPLICANT (stamp or sticker acceptable) PATIENT NHE e REFERRER ReQg NO: ...ccoiiiiiiiii et
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AArESS: .vvviiiiie e DOB: et X [0 | 1= 17 R
............................................................................... P2 [0 [ =TT PSP PRPP
L= N U101 o 1= PP PPPRRRR PP Fax NUMDET: ...
Midodrine

INITIAL APPLICATION
Applications from any relevant practitioner. Approvals valid for 2 years.

Prerequisites (tick boxes where appropriate)

|:| Disabling orthostatic hypotension not due to drugs

and
|:| Patient has tried fludrocortisone (unless contra-indicated) with unsatisfactory results

and
|:| Patient has tried non pharmacological treatments such as support hose, increased salt intake, exercise, and elevation of head and trunk at night

Note:
Treatment should be started with small doses and titrated upwards as necessary.

Hypertension should be avoided, and the usual target is a standing systolic blood pressure of 90 mm Hg.

RENEWAL

Applications from any relevant practitioner. Approvals valid for 2 years.

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
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APPLICANT (stamp or sticker acceptable) PATIENT NHE e REFERRER ReQg NO: ...ccoiiiiiiiii et
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Perhexiline Maleate

INITIAL APPLICATION
Applications only from a cardiologist or general physician. Approvals valid for 2 years.

Prerequisites (tick boxes where appropriate)
|:| Refractory angina

and
|:| Patient is already on maximal anti-anginal therapy

RENEWAL

Applications only from a cardiologist or general physician. Approvals valid for 2 years.

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
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Ministry of Health Form SAQ955
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one BY SPECIAL AUTHORITY November 2009
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Isotretinoin

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

Prerequisites (tick boxes where appropriate)

|:| Patient has had an adequate trial on other available treatments and has failed these treatments or these are contraindicated
and
Applicant is a vocationally registered dermatologist, vocationally registered general practitioner, or nurse practitioner working in a relevant scope
of practice

and
Applicant has an up to date knowledge of the treatment options for acne and is aware of the safety issues around isotretinoin and is competent to

prescribe isotretinoin
and

Patient is female and has been counselled and understands the risk of teratogenicity if isotretinoin is used during pregnancy and the
applicant has ensured that the possibility of pregnancy has been excluded prior to the commencement of the treatment and that the patient
is informed that she must not become pregnant during treatment and for a period of one month after the completion of the treatment

or
|:| Patient is male

Note:
Applicants are recommended to either have used or be familiar with using a decision support tool accredited by their professional body.

RENEWAL

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

Prerequisites (tick boxes where appropriate)

|:| Patient has had an adequate trial on other available treatments and has failed these treatments or these are contraindicated
and
Applicant is a vocationally registered dermatologist, vocationally registered general practitioner, or nurse practitioner working in a relevant scope

of practice

and
Applicant has an up to date knowledge of the treatment options for acne and is aware of the safety issues around isotretinoin and is competent to

prescribe isotretinoin

and
Patient is female and has been counselled and understands the risk of teratogenicity if isotretinoin is used during pregnancy and the
applicant has ensured that the possibility of pregnancy has been excluded prior to the commencement of the treatment and that the patient
is informed that she must not become pregnant during treatment and for a period of one month after the completion of the treatment
or
|:| Patient is male

Note:
Applicants are recommended to either have used or be familiar with using a decision support tool accredited by their professional body.

| 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
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L= N U101 o 1= PP PPPRRRR PP Fax NUMDET: ...
Acitretin

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

Prerequisites (tick boxes where appropriate)

Applicant is a vocationally registered dermatologist, vocationally registered general practitioner, or nurse practitioner working in a relevant scope
of practice

and
Applicant has an up to date knowledge of the treatment options for psoriasis and of disorders of keratinisation and is aware of the safety issues

around acitretin and is competent to prescribe acitretin
and

Patient is female and has been counselled and understands the risk of teratogenicity if acitretin is used during pregnancy and the applicant
has ensured that the possibility of pregnancy has been excluded prior to the commencement of the treatment and that the patient is
informed that she must not become pregnant during treatment and for a period of two years after the completion of the treatment

or
|:| Patient is male

RENEWAL

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

Prerequisites (tick boxes where appropriate)

Applicant is a vocationally registered dermatologist, vocationally registered general practitioner, or nurse practitioner working in a relevant scope
of practice

and
Applicant has an up to date knowledge of the treatment options for psoriasis and of disorders of keratinisation and is aware of the safety issues

around acitretin and is competent to prescribe acitretin

and
Patient is female and has been counselled and understands the risk of teratogenicity if acitretin is used during pregnancy and the applicant
has ensured that the possibility of pregnancy has been excluded prior to the commencement of the treatment and that the patient is
informed that she must not become pregnant during treatment and for a period of two years after the completion of the treatment
or
|:| Patient is male

| 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
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Imiquimod

INITIAL APPLICATION
Applications from any relevant practitioner. Approvals valid for 4 months.

Prerequisites (tick boxes where appropriate)
|:| The patient has external anogenital warts and podophyllotoxin has been tried and failed (or is contraindicated)

or
|:| The patient has external anogenital warts and podophyllotoxin is unable to be applied accurately to the site

or
The patient has confirmed superficial basal cell carcinoma where other standard treatments, including surgical excision, are contraindicated or
inappropriate
Note:
Superficial basal cell carcinoma
» Surgical excision remains first-line treatment for superficial basal cell carcinoma as it has a higher cure rate than imiquimod and allows
histological assessment of tumour clearance.
» Imiquimod has not been evaluated for the treatment of superficial basal cell carcinoma within 1 cm of the hairline, eyes, nose, mouth or
ears.
» Imiquimod is not indicated for recurrent, invasive, infiltrating, or nodular basal cell carcinoma.
External anogenital warts
» Imiquimod is only indicated for external genital and perianal warts (condyloma acuminata).
RENEWAL

Applications from any relevant practitioner. Approvals valid for 4 months.

Prerequisites (tick boxes where appropriate)

|:| Inadequate response to initial treatment for anogenital warts
or

|:| New confirmed superficial basal cell carcinoma where other standard treatments, including surgical excision, are contraindicated or inappropriate
or

|:| Inadequate response to initial treatment for superficial basal cell carcinoma

Note:
Confirmation that the lesion is a superficial basal cell carcinoma should be obtained using a biopsy

| 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
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Combined oral contraceptives; Progestogen-only contraceptives (Circle one)

INITIAL APPLICATION
Applications from any medical practitioner. Approvals valid for 2 years.

Prerequisites (tick boxes where appropriate)

|:| Patient is on a Social Welfare benefit
or
|:| Patient has an income no greater than the benefit

and
|:| Has tried at least one of the fully funded options and has been unable to tolerate it

RENEWAL

Applications from any medical practitioner. Approvals valid for 2 years.
Prerequisites (tick boxes where appropriate)
|:| Patient is on a Social Welfare benefit

or
|:| Patient has an income no greater than the benefit

Note:
The approval numbers of Special Authorities approved after 1 November 1999 are interchangeable between Mercilon, Marvelon, Minulet
and Femodene.

The additional subsidy will fund Mercilon, Marvelon, Minulet and Femodene up to the manufacturer’s price for each of these products as
identified on the Schedule at 1 November 1999.

Special Authorities approved before 1 November 1999 remain valid until the expiry date and can be renewed providing that women are still
either:

» on a Social Welfare benefit; or
* have an income no greater than the benefit.

The approval numbers of Special Authorities approved before 1 November 1999 are interchangeable for products within the combined oral
contraceptives and progestogen-only contraceptives groups, except Loette and Microgynon 20 ED

| 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
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Finasteride

INITIAL APPLICATION
Applications from any relevant practitioner. Approvals valid without further renewal unless notified.

Prerequisites (tick boxes where appropriate)

|:| Patient has symptomatic benign prostatic hyperplasia
and

|:| The patient is intolerant of non-selective alpha blockers or these are contraindicated
or
|:| Symptoms are not adequately controlled with non-selective alpha blockers

Note:
Patients with enlarged prostates are the appropriate candidates for therapy with finasteride.

| 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
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REG NO: i First Names: ......coovieiieeieiieeeee e First Names: ......coooieiieiiiiiicee e
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............................................................................... AAIESS: ..ottt s oo eb et a et b e e e b e e et eesae e
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Hormone Replacement Therapy — Systemic

INITIAL APPLICATION
Applications only from an obstetrician, gynaecologist, general practitioner or general physician. Approvals valid for 5 years.

Prerequisites (tick boxes where appropriate)

|:| acute or significant liver disease — where oral oestrogens are contraindicated as determined by a gastroenterologist or general physician. The
applicant must keep written confirmation from such a specialist with the patient's record

or
I:I oestrogen induced hypertension requiring antihypertensive therapy — documented evidence must be kept on file that raised blood pressure levels

or inability to control blood pressure adequately occurred post oral oestrogens

or
hypertriglyceridaemia — documented evidence must be kept on file that triglyceride levels increased to at least 2 x normal triglyceride levels post

oral oestrogens
Note:
Prescriptions with a valid Special Authority (CHEM) number will be reimbursed at the level of the lowest priced TDDS product within the
specified dose group.

RENEWAL

Applications only from an obstetrician, gynaecologist, general practitioner or general physician. Approvals valid for 5 years.

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
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Levonorgestrel —releasing intrauterine system 20ug/24 hr

INITIAL APPLICATION - No previous use
Applications only from a relevant specialist or general practitioner. Approvals valid for 6 months.

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

|:| The patient has a clinical diagnosis of heavy menstrual bleeding

and
The patient has failed to respond to or is unable to tolerate other appropriate pharmaceutical therapies as per the Heavy Menstrual Bleeding
Guidelines
and
serum ferritin level: ........cccccoovii e, < 16 pg/l (within the last 12 months)
or
haemoglobin level: ...........cccoveiiiiiiiiienns <120 g/l
Note:

Applications are not to be made for use in patients as contraception except where they meet the above criteria.

INITIAL APPLICATION - Previous use before 1 October 2002
Applications only from a relevant specialist or general practitioner. Approvals valid for 6 months.

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

|:| The patient had a clinical diagnosis of heavy menstrual bleeding

and
|:| Patient demonstrated clinical improvement of heavy menstrual bleeding
and
Applicant to state date Of the PrEVIOUS INSEITION: ... i ittt ettt et e e e sk bt e e o hee e e aabe e e e s be e e ek b e e e aabbe e e ahbb e e e abbe e e et beeeembbeeeaabbeesanneeeanneeas

Note:
Applications are not to be made for use in patients as contraception except where they meet the above criteria.

RENEWAL

Applications only from a relevant specialist or general practitioner. Approvals valid for 6 months.

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

|:| Patient demonstrated clinical improvement of heavy menstrual bleeding

or
|:| Previous insertion was removed or expelled within 3 months of insertion

and
Applicant to state date Of the PrEVIOUS INSEITION: .........i ittt h ettt et e e e et oo bt e ea et ettt ea bt e eb et eab e e eh et e bt e ebe e e b e e nae e et e eabeenbeesnneens

| 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
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APPLICATION FOR SUBSIDY Page 40
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INITIAL APPLICATION - Breast cancer

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

Prerequisites (tick box where appropriate)

|:| The patient is a premenopausal woman with breast cancer

INITIAL APPLICATION - Prostate cancer

Applications only from an oncologist, urologist or endocrinologist. Approvals valid for 1 year.

Prerequisites (tick box where appropriate)

|:| The patient has advanced prostatic cancer

Note:

Not to be prescribed with an anti-androgen except for a period of three weeks, if necessary, when GnRH analogue therapy is intiated.

INITIAL APPLICATION - Endometriosis

Applications only from a gynaecologist. Approvals valid for 3 months.

Prerequisites (tick boxes where appropriate)

|:| Endometriosis
and

or

|:| 6 months treatment with medroxyprogesterone acetate, danazol or dimetriose has proven ineffective

|:| The patient has failed to tolerate the treatment with medroxyprogesterone acetate, danazol or dimetriose for 6 months

Note:

The maximum treatment period for a GnRH analogue is:

» 3 months to assess whether surgery is appropriate

* 3 months for infertile patients after surgery

* 6 months for patients with symptoms of endometriosis After the first 3 months patients should be assessed to determine whether there
has been a satisfactory response to the first 3 months treatment.

INITIAL APPLICATION - Precocious puberty

Applications only from a paediatrician or endocrinologist. Approvals valid for 1 year.

Prerequisites (tick box where appropriate)

|:| The patient is affected by gonadotropin dependent precocious puberty

Use next page for: Renewal - Breast or prostate cancer, Renewal - Endometriosis and Renewal - Precocious puberty
| confirm the above details are correct and that in signing this form | understand | may be audited.

IS o3 T oSSR

........... Date: .o

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

RENEWAL - Breast or prostate cancer

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

Prerequisites (tick box where appropriate)
|:| The treatment remains appropriate and the patient is benefiting from treatment
Note:

If a patient had an approval for any GnRH analogue prior to 1 July 2006 the applicant is required to submit a fresh initial application, not a
renewal application.

RENEWAL - Endometriosis

Applications from any medical practitioner. Approvals valid for 3 months.

Prerequisites (tick boxes where appropriate)

|:| There has been a satisfactory response to the first 3 months treatment
and
|:| Surgery is inappropriate

or
|:| The first three months of therapy did not follow surgery for infertility

Note:
If a patient had an approval for any GnRH analogue prior to 1 July 2006 the applicant is required to submit a fresh initial application, not a

renewal application.

RENEWAL - Precocious puberty

Applications only from a paediatrician or endocrinologist. Approvals valid for 1 year.

Prerequisites (tick box where appropriate)
|:| The treatment remains appropriate and the patient is benefiting from treatment
Note:

If a patient had an approval for any GnRH analogue prior to 1 July 2006 the applicant is required to submit a fresh initial application, not a
renewal application.

| 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



APPLICATION FOR SUBSIDY Page 42

Ministry of Health Form SA0090

Phone 0800 243 666 BY SPECIAL AUTHORITY November 2009

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

Desmopressin —Inj 4 pg per ml, 1 ml

INITIAL APPLICATION
Applications only from a relevant specialist. Approvals valid for 2 years.

Prerequisites (tick box where appropriate)

|:| The patient cannot use desmopressin nasal spray or nasal drops

RENEWAL

Applications only from a relevant specialist. Approvals valid for 2 years.

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
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Cabergoline

INITIAL APPLICATION
Applications only from an obstetrician, endocrinologist or gynaecologist. Approvals valid for 2 years.

Prerequisites (tick box where appropriate)

|:| The patient has pathological hyperprolactinemia

RENEWAL

Applications only from an obstetrician, endocrinologist or gynaecologist. Approvals valid for 2 years.

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
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Azithromycin

INITIAL APPLICATION
Applications only from a respiratory specialist or paediatrician. Approvals valid without further renewal unless notified.

Prerequisites (tick boxes where appropriate)

|:| The applicant is part of multidisciplinary team experienced in the management of cystic fibrosis
and
|:| The patient has been definitively diagnosed with cystic fibrosis*

and
The patient has chronic infection with Pseudomonas aeruginosa or Pseudomonas related gram negative organisms as defined by two positive
respiratory tract cultures at least three months apart*

and

|:| The patient has negative cultures for non-tuberculous mycobacteria

Note:
Caution is advised if using azithromycin as an antibiotic in the treatment of cystic fibrosis patients with pneumonia.

Testing for non-tuberculosis mycobacteria should occur annually.

Indications marked with * are Unapproved Indications (refer to Section A: General Rules, Part | (Interpretations and Definitions) and Part IV
(Miscellaneous Provisions) rule 4.6).

| 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
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Clarithromycin

INITIAL APPLICATION - Mycobacterial infections
Applications only from a respiratory specialist, infectious disease specialist or paediatrician. Approvals valid for 2 years.

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

|:| Mycobacterium Avium Intracellulare Complex infections in patient with AIDS
or

|:| Atypical and drug-resistant mycobacterial infection
or

|:| Prophylaxis against disseminated Mycobacterium Avium Intracellulare Complex infection
and
|:| HIV infection
and
CD4 count: .....c.coeoveireiiiiieiiee i <50 cells/mm3

RENEWAL - Mycobacterial infections

Applications only from a respiratory specialist, infectious disease specialist or paediatrician. Approvals valid for 2 years.

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
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Lamivudine

INITIAL APPLICATION
Applications only from a gastroenterologist, infectious disease specialist, paediatrician or general physician. Approvals valid for 1 year.

Prerequisites (tick boxes where appropriate)

|:| HBsAg positive for more than 6 months
and
|:| HBeAg positive or HBV DNA positive defined as > 100,000 copies per ml by quantitative PCR at a reference laboratory

and
ALT greater than twice upper limit of normal or bridging fibrosis or cirrhosis (Metavir stage 3 or 4 or equivalent) on liver histology
clinical/radiological evidence of cirrhosis

or
|:| HBV DNA positive cirrhosis prior to liver transplantation

or
|:| HBsAg positive and have had a liver, kidney, heart, lung or bone marrow transplant

or
Hepatitis B surface antigen positive (HbsAg) patient who is receiving chemotherapy for a malignancy, or who has received such treatment
within the previous two months

and

|:| No continuing alcohol abuse or intravenous drug use
and
|:| Not coinfected with HCV or HDV
and
|:| Neither ALT nor AST greater than 10 times upper limit of normal
and
|:| No history of hypersensitivity to lamivudine
and
|:| No previous lamivudine therapy with genotypically proven lamivudine resistance

Use next page for: Renewal
| 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
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Lamivudine - continued

RENEWAL

Applications only from a gastroenterologist, infectious disease specialist, paediatrician or general physician. Approvals valid for 2 years.

Prerequisites (tick boxes where appropriate)

Renewal for patients who have maintained continuous treatment and response to lamivudine

or

Renewal when given in combination with adefovir dipivoxil for patients with cirrhosis and resistance to lamivudine

or

|:| Have maintained continuous treatment with lamivudine
and

|:| Most recent test result shows continuing biochemical response (normal ALT)
and

|:| HBV DNA <100,00 copies per ml by quantitative PCR at a reference laboratory

|:| Lamivudine to be used in combination with adefovir dipivoxil
and
|:| Patient is cirrhotic

and
Documented resistance to lamivudine, defined as:

|:| Patient has raised serum ALT (> 1 x ULN)
and

|:| Patient has HBV DNA greater than 100,000 copies per mL, or viral load = 10 fold over nadir
and

|:| Detection of M204| or M204V mutation

Renewal when given in combination with adefovir dipivoxil for patients with resistance to adefovir dipivoxil

|:| Lamivudine to be used in combination with adefovir dipivoxil

and
Documented resistance to adefovir, defined as:

|:| Patient has raised serum ALT (> 1 x ULN)
and

|:| Patient has HBV DNA greater than 100,000 copies per mL, or viral load = 10 fold over nadir
and

|:| Detection of N236T or A181T/V mutation

| 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
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Adefovir dipivoxil

INITIAL APPLICATION
Applications only from a gastroenterologist or infectious disease specialist. Approvals valid for 1 year.

Prerequisites (tick boxes where appropriate)

|:| Patient has confirmed Hepatitis B infection (HBsAg+)

and
Documented resistance to lamivudine, defined as:

|:| Patient has raised serum ALT (> 1 x ULN)

and
|:| Patient has HBV DNA greater than 100,000 copies per mL, or viral load > 10 fold over nadir
and
[ ] petection of M2041 or M204V mutation
and
|:| Patient is cirrhotic
and
|:| adefovir dipivoxil to be used in combination with lamivudine
or
|:| Patient is not cirrhotic
and
|:| adefovir dipivoxil to be used as monotherapy
RENEWAL

Applications only from a gastroenterologist or infectious disease specialist. Approvals valid for 2 years.

Prerequisites (tick box where appropriate)

|:| In the opinion of the treating physician, treatment remains appropriate and patient is benefiting from treatment

Note:
Lamivudine should be added to adefovir dipivoxil if a patient develops documented resistance to adefovir dipivoxil, defined as:

1. raised serum ALT (> 1 x ULN); and
2. HBV DNA greater than 100,000 copies per mL, or viral load = 10 fold over nadir; and
3. Detection of N236T or A181T/V mutation.

Adefovir dipivoxil should be stopped 6 months following HBeAg seroconversion for patients who were HBeAg+ prior to commencing adefovir
dipivoxil.

The recommended dose of adefovir dipivoxil is no more than 10mg daily.

In patients with renal insufficiency adefovir dipivoxil dose should be reduced in accordance with the datasheet guidelines.

Adefovir dipivoxil should be avoided in pregnant women and children.

| 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
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Entecavir

INITIAL APPLICATION

Applications only from a gastroenterologist or infectious disease specialist. Approvals valid without further renewal unless notified.

Prerequisites (tick boxes where appropriate)

|:| Patient has confirmed Hepatitis B infection (HBsAg positive for more than 6 months)
and

|:| Patient is Hepatitis B nucleoside analogue treatment-naive
and

|:| Entecavir dose 0.5 mg/day
and

|:| ALT greater than upper limit of normal
or
|:| Bridging fibrosis or cirrhosis (Metavir stage 3 or greater) on liver histology

and

|:| HBeAg positive
or
|:| patient has = 2,000 IU HBV DNA units per ml and fibrosis (Metavir stage 2 or greater) on liver histology

and
|:| No continuing alcohol abuse or intravenous drug use
and
|:| Not co-infected with HCV, HIV or HDV
and
|:| Neither ALT nor AST greater than 10 times upper limit of normal
and
|:| No history of hypersensitivity to entecavir
and
|:| No previous documented lamivudine resistance (either clinical or genotypic)

Note:

» Entecavir should be continued for 6 months following documentation of complete HBeAg seroconversion (defined as loss of HBeAg plus
appearance of anti-HBe plus loss of serum HBV DNA) for patients who were HBeAg positive prior to commencing this agent. This period
of consolidation therapy should be extended to 12 months in patients with advanced fibrosis (Metavir Stage F3 or F4).

» Entecavir should be taken on an empty stomach to improve absorption.

| 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
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Valaciclovir

INITIAL APPLICATION - recurrent genital herpes
Applications from any medical practitioner. Approvals valid for 12 months.

Prerequisites (tick box where appropriate)

|:| The patient has genital herpes with 2 or more breakthrough episodes in any 6 month period while treated with aciclovir 400 mg twice daily

RENEWAL - recurrent genital herpes

Applications from any medical practitioner. Approvals valid for 12 months.

Prerequisites (tick box where appropriate)

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

INITIAL APPLICATION - ophthalmic zoster
Applications from any medical practitioner. Approvals valid without further renewal unless notified.

Prerequisites (tick box where appropriate)

|:| The patient has previous history of ophthalmic zoster and the patient is at risk of vision impairment

INITIAL APPLICATION - CMV prophylaxis
Applications from any medical practitioner. Approvals valid for 3 months.

Prerequisites (tick box where appropriate)

|:| The patient has undergone organ transplantation

| 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
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Antiretrovirals

INITIAL APPLICATION - Confirmed HIV/AIDS
Applications only from a named specialist. Approvals valid without further renewal unless notified.

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

|:| Confirmed HIV infection

and
|:| Symptomatic patient
or
|:| Patient aged 12 months and under
or
|:| Patient aged 1 to 5 years
and
CD4 CoUNtS: ... < 1,000 cells/mm?3
or
CD4 COUNS: ..o < 0.25 x total lymphocyte count: ..........coccoeeeviiienniieennnen.
or
Viral load CouNts: .......cccoevviiveeiiiie e > 100,000 copies per ml
or
|:| Patient aged 6 years and over
and
CD4 CoUNtS: ... < 350 cells/mm3
Note:

Subsidies for a combination of up to three anti-retroviral medications, including a maximum of two protease inhibitors. Combinations
including ritonavir plus indinavir or saquinavir or atazanavir will be counted as one protease inhibitor for the purpose of accessing funding to
anti-retrovirals.

Use next page for: Initial application - Percutaneous exposure, Initial application - Prevention of maternal transmission and Renewal -
Confirmed HIV/AIDS

| 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
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Antiretrovirals - continued

INITIAL APPLICATION - Percutaneous exposure
Applications only from a named specialist. Approvals valid for 6 weeks.

Prerequisites (tick box where appropriate)

|:| The patient has percutaneous exposure to blood known to be HIV positive

Note:
Subsidies for a combination of up to three anti-retroviral medications, including a maximum of two protease inhibitors. Combinations
including ritonavir plus indinavir or saquinavir or atazanavir will be counted as one protease inhibitor for the purpose of accessing funding to
anti-retrovirals.

INITIAL APPLICATION - Prevention of maternal transmission
Applications only from a nhamed specialist. Approvals valid for 1 year.

Prerequisites (tick boxes where appropriate)

|:| Prevention of maternal foetal transmission
or
|:| Treatment of the newborn for up to eight weeks

Note:
Subsidies for a combination of up to three anti-retroviral medications, including a maximum of two protease inhibitors. Combinations
including ritonavir plus indinavir or saquinavir or atazanavir will be counted as one protease inhibitor for the purpose of accessing funding to
anti-retrovirals.
Some antiretrovirals are unapproved or contraindicated for this indication. Practitioners prescribing these medications should exercise their
own skill, judgement, expertise and discretion, and make their own prescribing decisions with respect to the use of a Pharmaceutical for an
indication for which it is not approved or contraindicated.

RENEWAL - Confirmed HIV/AIDS

Applications only from a named specialist. Approvals valid without further renewal unless notified.

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
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Enfuvirtide

INITIAL APPLICATION
Applications only from a named specialist. Approvals valid for 3 months.

Prerequisites (tick boxes where appropriate)

|:| Confirmed HIV infection

and
Enfuvirtide to be given in combination with optimized background therapy (including at least 1 other antiretroviral drug that the patient has never
previously been exposed to) for treatment failure
and
|:| Patient has evidence of HIV replication, despite ongoing therapy
or
|:| Patient has treatment-limiting toxicity to previous antiretroviral agents
and
|:| Previous treatment with 3 different antiretroviral regimens has failed
and
|:| Previous treatment with a non-nucleoside reverse transcriptase inhibitor has failed
and
|:| Previous treatment with a nucleoside reverse transcriptase inhibitor has failed
and
|:| Previous treatment with a protease inhibitor has failed
RENEWAL
Current approval Number (if KNOWN):......coouieiiiiie e

Applications only from a named specialist. Approvals valid for 1 year.

Prerequisites (tick boxes where appropriate)
|:| Evidence of at least a 10 fold reduction in viral load at 12

and
|:| 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
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APPLICANT (stamp or sticker acceptable) PATIENT NHE e REFERRER ReQg NO: ...ccoiiiiiiiii et
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Pegylated Interferon alpha-2A

INITIAL APPLICATION - chronic hepatitis C - genotype 1, 4, 5 or 6 infection or co-infection with HIV
Applications from any specialist. Approvals valid for 48 weeks.

Prerequisites (tick boxes where appropriate)

|:| Patient has chronic hepatitis C, genotype 1, 4, 5 or 6 infection
or
|:| Patient has chronic hepatitis C and is co-infected with HIV

Note:
» Consider stopping treatment if there is absence of a virological response (defined as at least a 2-log reduction in viral load) following 12
weeks of treatment since this is predictive of treatment failure.
» Consider reducing treatment to 24 weeks if serum HCV RNA level at Week 4 is undetectable by sensitive PCR assay (less than 501U/ml)
AND Baseline serum HCV RNA is less than 400,0001U/ml

INITIAL APPLICATION - chronic hepatitis C - genotype 2 or 3 infection without co-infection with HIV
Applications from any specialist. Approvals valid for 6 months.

Prerequisites (tick box where appropriate)

|:| Patient has chronic hepatitis C, genotype 2 or 3 infection

Use next page for: Initial application - Hepatitis B
| 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
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Pegylated Interferon alpha-2A - continued

INITIAL APPLICATION - Hepatitis B

Applications only from a gastroenterologist, infectious disease specialist or general physician. Approvals valid for 48 weeks.

Prerequisites (tick boxes where appropriate)

|:| Patient has confirmed Hepatitis B infection (HBsAg positive for more than 6 months)
and
|:| Patient is Hepatitis B treatment-naive
and
|:| ALT > 2 times Upper Limit of Normal
and
|:| HBV DNA < 10 log10 IU/ml
and

|:| HBeAg positive
or

|:| serum HBV DNA = 2,000 units/ml and significant fibrosis (= Metavir Stage F2)

and
|:| Compensated liver disease
and
|:| No continuing alcohol abuse or intravenous drug use
and
[ ] Not co-infected with HCV, HIV or HDV
and
|:| Neither ALT nor AST > 10 times upper limit of normal
and
|:| No history of hypersensitivity or contraindications to pegylated interferon

Note:
» Approved dose is 180 mcg once weekly.

» The recommended dose of Pegylated Interferon-alpha 2a is 180 mcg once weekly.

* In patients with renal insufficiency (calculated creatinine clearance less than 50ml/min), Pegylated Interferon-alpha 2a dose should be

reduced to 135 mcg once weekly.

» In patients with neutropaenia and thrombocytopaenia, dose should be reduced in accordance with the datasheet guidelines.

» Pegylated Interferon-alpha 2a is not approved for use in children.

| 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
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Pegylated Interferon alpha-2B with Ribavirin

INITIAL APPLICATION - chronic hepatitis C - genotype 1, 4, 5 or 6 infection or co-infection with HIV
Applications from any specialist. Approvals valid for 11 months.

Prerequisites (tick box where appropriate)

|:| Patient has an existing Special Authority

Note:
Existing current approvals are still valid but no new applications will be accepted.

| 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
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Interferon Alpha-2A with ribavirin

INITIAL APPLICATION
Applications from any specialist. Approvals valid for 12 months.

Prerequisites (tick box where appropriate)

|:| patient has chronic hepatitis C (all genotypes)

| 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
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Anti-inflammatory Non Steroidal Drugs (NSAIDs)

INITIAL APPLICATION
Applications from any medical practitioner. Approvals valid for 2 years.

Prerequisites (tick boxes where appropriate)
|:| Inflammatory arthritis (including osteoarthritis with an inflammatory component)

and
|:| Stabilised and are well controlled on the particular NSAID medication

RENEWAL

Applications from any medical practitioner. Approvals valid for 2 years.

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
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Etanercept

INITIAL APPLICATION
Applications only from a named specialist or rheumatologist. Approvals valid for 4 months.

Prerequisites (tick boxes where appropriate)

|:| To be used as an adjunct to methotrexate therapy or monotherapy where use of methotrexate is limited by toxicity or intolerance

and
|:| Patient diagnosed with Juvenile Idiopathic Arthritis (JIA)

and
|:| Patient has had severe active polyarticular course JIA for 6 months duration or longer
and
Patient has tried and not responded to at least three months of oral or parenteral methotrexate (at a dose of 10-20mg/m? weekly or at the
maximum tolerated dose) in combination with oral corticosteroids (prednisone 0.25 mg/kg or at the maximum tolerated dose)

and
Patient has tried and not responded to at least three months of oral or parenteral methotrexate (at a dose of 10-15mg/m?2 weekly or at the

maximum tolerated dose) in combination with one other disease-modifying agent
and

|:| Patient has persistent symptoms of poorly-controlled and active disease in at least 20 active, swollen, tender joints

or
Patient has persistent symptoms of poorly-controlled and active disease in at least four active joints from the following: wrist, elbow,

knee, ankle, shoulder, cervical spine, hip

and
|:| Physician’s global assessment indicating severe disease

and
The patient or their legal guardian consents to details of their treatment being held on a central registry and has signed a consent form outlining

conditions of ongoing treatment

Note:
A patient declaration form http://www.pharmac.govt.nz/special_authority forms/SA0667-declaration.pdf must be signed by the legal

guardian of the patient and the prescriber in the presence of a witness (over 18 years of age)

RENEWAL

Applications only from a nhamed specialist or rheumatologist. Approvals valid for 6 months.
Prerequisites (tick boxes where appropriate)

|:| Subsidised as an adjunct to methotrexate therapy or monotherapy where use of methotrexate is limited by toxicity or intolerance

and

Following 4 months initial treatment, the patient has at least a 50% decrease in active joint count and an improvement in physician’s global
assessment from baseline

or
On subsequent reapplications, the patient demonstrates at least a continuing 30% improvement in active joint count and continued

improvement in physician’s global assessment from baseline

| 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
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Adalimumab

INITIAL APPLICATION - rheumatoid arthritis
Applications only from a rheumatologist. Approvals valid for 6 months.

Prerequisites (tick boxes where appropriate)

|:| Patient has had severe and active erosive rheumatoid arthritis for six months duration or longer
and
|:| Treatment is to be used as an adjunct to methotrexate therapy or monotherapy where use of methotrexate is limited by toxicity or intolerance

and
Patient has tried and not responded to at least three months of oral or parenteral methotrexate at a dose of at least 20 mg weekly or a maximum
tolerated dose

and
Patient has tried and not responded to at least three months of oral or parenteral methotrexate in combination with at least two of the following
(triple therapy): sulphasalazine, prednisone at a dose of at least 7.5 mg per day, azathioprine, intramuscular gold, or hydroxychloroquine sulphate
(at maximum tolerated doses)
and
Patient has tried and not responded to at least three months therapy at the maximum tolerated dose of cyclosporin alone or in combination
with another agent
or
Patient has tried and not responded to at least three months therapy at the maximum tolerated dose of leflunomide alone or in combination
with another agent
and
|:| Patient has persistent symptoms of poorly controlled and active disease in at least 20 active, swollen, tender joints
or
Patient has persistent symptoms of poorly controlled and active disease in at least four active joints from the following: wrist, elbow, knee,
ankle, and either shoulder or hip
and
|:| Patient has a C-reactive protein level greater than 15 mg/L measured no more than one month prior to the date of this application
or
C-reactive protein levels not measured as patient is currently receiving prednisone therapy at a dose of greater than 5 mg per day and has
done so for more than three months

Use next page for: Initial application - Crohn's disease, Initial application - severe chronic plaque psoriasis, Initial application - ankylosing
spondylitis, Initial application - psoriatic arthritis, Renewal - rheumatoid arthritis, Renewal - Crohn's disease, Renewal - severe chronic plaque
psoriasis, Renewal - ankylosing spondylitis and Renewal - psoriatic arthritis

| 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
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Adalimumab - continued

INITIAL APPLICATION - Crohn's disease
Applications only from a gastroenterologist. Approvals valid for 3 months.

Prerequisites (tick boxes where appropriate)

|:| Patient has severe active Crohn's disease
and

|:| Patient has a Crohn's Disease Activity Index (CDAI) score of greater than or equal to 300
or

|:| Patient has extensive small intestine disease affecting more than 50 cm of the small intestine
or

|:| Patient has evidence of short gut syndrome or would be at risk of short gut syndrome with further bowel resection
or

|:| Patient has an ileostomy or colostomy, and has intestinal inflammation

and
Patient has tried but had an inadequate response to, or has experienced intolerable side effects from, prior systemic therapy with
immunomodulators at maximum tolerated doses (unless contraindicated) and corticosteroids

and

|:| Surgery (or further surgery) is considered to be clinically inappropriate

INITIAL APPLICATION - severe chronic plague psoriasis
Applications only from a dermatologist. Approvals valid for 4 months.

Prerequisites (tick boxes where appropriate)

Patient has "whole body" severe chronic plaque psoriasis with a Psoriasis Area and Severity Index (PASI) score of greater than 15, where
lesions have been present for at least 6 months from the time of initial diagnosis

or
Patient has severe chronic plaque psoriasis of the face, or palm of a hand or sole of a foot, where the plaque or plaques have been present
for at least 6 months from the time of initial diagnosis

and
Patient has tried, but had an inadequate response (see Note) to, or has experienced intolerable side effects from, at least three of the following (at
maximum tolerated doses unless contraindicated): phototherapy, methotrexate, cyclosporin, or acitretin

and
A PASI assessment has been completed for at least the most recent prior treatment course (but preferably all prior treatment courses), preferably
while still on treatment but no longer than 1 month following cessation of each prior treatment course

and

|:| The most recent PASI assessment is no more than 1 month old at the time of application

Note:
"Inadequate response" is defined as: for whole body severe chronic plague psoriasis, a PASI score of greater than 15, as assessed
preferably while still on treatment but no longer than 1 month following cessation of the most recent prior treatment; for severe chronic
plaque psoriasis of the face, hand or foot, at least 2 of the 3 PASI symptom subscores for erythema, thickness and scaling are rated as
severe or very severe, and the skin area affected is 30% or more of the face, palm of a hand or sole of a foot, as assessed preferably while
still on treatment but no longer than 1 month following cessation of the most recent prior treatment.

Use next page for: Initial application - ankylosing spondylitis, Initial application - psoriatic arthritis, Renewal - rheumatoid arthritis, Renewal -
Crohn's disease, Renewal - severe chronic plaque psoriasis, Renewal - ankylosing spondylitis and Renewal - psoriatic arthritis

| 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
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Adalimumab - continued

INITIAL APPLICATION - ankylosing spondylitis
Applications only from a rheumatologist. Approvals valid for 6 months.

Prerequisites (tick boxes where appropriate)

|:| Patient has a confirmed diagnosis of ankylosing spondylitis present for more than six months
and

|:| Patient has low back pain and stiffness that is relieved by exercise but not by rest
and

|:| Patient has bilateral sacroiliitis demonstrated by plain radiographs, CT or MRI scan

and
Patient's ankylosing spondylitis has not responded adequately to treatment with two or more non-steroidal anti-inflammatory drugs (NSAIDs), in
combination with anti-ulcer therapy if indicated, while patient was undergoing at least 3 months of an exercise regimen supervised by a
physiotherapist

and

Patient has limitation of motion of the lumbar spine in the sagittal and the frontal planes as determined by a score of at least 1 on each of
the lumbar flexion and lumbar side flexion measurements of the Bath Ankylosing Spondylitis Metrology Index (BASMI)
or

|:| Patient has limitation of chest expansion by at least 2.5 cm below the average normal values corrected for age and gender (see Notes)

and
|:| A Bath Ankylosing Spondylitis Disease Activity Index (BASDAI) of at least 6 on a 0-10 scale
and

|:| An elevated erythrocyte sedimentation rate (ESR) greater than 25 mm per hour
or
|:| A C-reactive protein (CRP) level greater than 15 mg per litre

Note:
The BASDAI must have been determined at the completion of the 3 month exercise trial, but prior to ceasing NSAID treatment. The
BASDAI, ESR and CRP measures must be no more than 1 month old at the time of initial application.

Average normal chest expansion corrected for age and gender:

18-24 years - Male: 7.0 cm; Female: 5.5 cm
25-34 years - Male: 7.5 cm; Female: 5.5 cm
35-44 years - Male: 6.5 cm; Female: 4.5 cm
45-54 years - Male: 6.0 cm; Female: 5.0 cm
55-64 years - Male: 5.5 cm; Female: 4.0 cm
65-74 years - Male: 4.0 cm; Female: 4.0 cm
75+ years - Male: 3.0 cm; Female: 2.5 cm

Use next page for: Initial application - psoriatic arthritis, Renewal - rheumatoid arthritis, Renewal - Crohn's disease, Renewal - severe chronic
plaque psoriasis, Renewal - ankylosing spondylitis and Renewal - psoriatic arthritis

| 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
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Adalimumab - continued

INITIAL APPLICATION - psoriatic arthritis
Applications only from a rheumatologist. Approvals valid for 6 months.

Prerequisites (tick boxes where appropriate)

|:| Patient has had severe active psoriatic arthritis for six months duration or longer

and

and

and

Patient has tried and not responded to at least three months of oral or parenteral methotrexate at a dose of at least 20 mg weekly or a maximum
tolerated dose

Patient has tried and not responded to at least three months of sulphasalazine at a dose of at least 2 g per day or leflunomide at a dose of up to
20 mg daily (or maximum tolerated doses)

|:| Patient has persistent symptoms of poorly controlled and active disease in at least 20 active, swollen, tender joints
or

Patient has persistent symptoms of poorly controlled and active disease in at least four active joints from the following: wrist, elbow, knee,
ankle, and either shoulder or hip

and

|:| Patient has a C-reactive protein level greater than 15 mg/L measured no more than one month prior to the date of this application

or

|:| Patient has an elevated erythrocyte sedimentation rate (ESR) greater than 25 mm per hour

or

ESR and CRP not measured as patient is currently receiving prednisone therapy at a dose of greater than 5 mg per day and has done so
for more than three months

RENEWAL - rheumatoid arthritis

Applications only from a rheumatologist or Practitioner on the recommendation of a rheumatologist. Approvals valid for 6 months.

Prerequisites (tick boxes where appropriate)

|:| Applicant is a rheumatologist

or

Applicant is a Practitioner and confirms that a rheumatologist has provided a letter, email or fax recommending that the patient continues
with adalimumab treatment

and

|:| Treatment is to be used as an adjunct to methotrexate therapy or monotherapy where use of methotrexate is limited by toxicity or intolerance

and

Following 4 months initial treatment, the patient has at least a 50% decrease in active joint count from baseline and a clinically significant
response to treatment in the opinion of the physician

On subsequent reapplications, the patient demonstrates at least a continuing 30% improvement in active joint count from baseline and a
clinically significant response to treatment in the opinion of the physician

Use next page for: Renewal - Crohn's disease, Renewal - severe chronic plague psoriasis, Renewal - ankylosing spondylitis and Renewal -
psoriatic arthritis

| 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
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Adalimumab - continued

RENEWAL - Crohn's disease

Applications only from a gastroenterologist or Practitioner on the recommendation of a gastroenterologist. Approvals valid for 6 months.

Prerequisites (tick boxes where appropriate)

|:| Applicant is a gastroenterologist

or
Applicant is a Practitioner and confirms that a gastroenterologist has provided a letter, email or fax recommending that the patient
continues with adalimumab treatment

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

RENEWAL - severe chronic plague psoriasis

Applications only from a dermatologist or Practitioner on the recommendation of a dermatologist. Approvals valid for 6 months.

Prerequisites (tick boxes where appropriate)

|:| Applicant is a dermatologist

or
Applicant is a Practitioner and confirms that a dermatologist has provided a letter, email or fax recommending that the patient continues
with adalimumab treatment

and

|:| Patient has "whole body" severe chronic plaque psoriasis

and
Following each prior adalimumab treatment course the patient has a PASI score which is reduced by 75% or more, or is sustained at
this level, when compared with the pre-adalimumab treatment baseline value

or

|:| Patient has severe chronic plaque psoriasis of the face, or palm of a hand or sole of a foot
and

Following each prior adalimumab treatment course the patient has a reduction in the PASI symptom subscores for all 3 of
erythema, thickness and scaling, to slight or better, or sustained at this level, as compared to the treatment course baseline
values

or
Following each prior adalimumab treatment course the patient has a reduction of 75% or more in the skin area affected, or
sustained at this level, as compared to the pre-adalimumab treatment baseline value

Note:
An adalimumab treatment course is defined as a minimum of 12 weeks adalimumab treatment.

Use next page for: Renewal - ankylosing spondylitis and Renewal - psoriatic arthritis
| 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
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Adalimumab - continued

REN

Appli

EWAL - ankylosing spondylitis

cations only from a rheumatologist or Practitioner on the recommendation of a rheumatologist. Approvals valid for 6 months.

Prerequisites (tick boxes where appropriate)

|:| Applicant is a rheumatologist

or
Applicant is a Practitioner and confirms that a rheumatologist has provided a letter, email or fax recommending that the patient continues
with adalimumab treatment

and

and

Following 12 weeks of adalimumab treatment, BASDAI has improved by 4 or more points from pre-adalimumab baseline on a 10 point scale, or
by 50%, whichever is less

|:| ESR or CRP is within the normal range

and

|:| Physician considers that the patient has benefited from treatment and that continued treatment is appropriate

REN

EWAL - psoriatic arthritis

Applications only from a rheumatologist or Practitioner on the recommendation of a rheumatologist. Approvals valid for 6 months.

Prerequisites (tick boxes where appropriate)

|:| Applicant is a rheumatologist

or
Applicant is a Practitioner and confirms that a rheumatologist has provided a letter, email or fax recommending that the patient continues
with adalimumab treatment
and
Following 4 months initial treatment, the patient has at least a 50% decrease in active joint count from baseline and a clinically significant
response to treatment in the opinion of the treating physician
or

The patient demonstrates at least a continuing 50% improvement in active joint count from baseline and a clinically significant response to
prior adalimumab treatment in the opinion of the treating physician

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

S o T SRS Date: .ooovieeiiie e

Pos

t application to Ministry of Health, Private Bag 3015, Wanganui — Fax: 0800 100 131
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Alendronate Tab 70 mg - with or without Cholecalciferol

INITIAL APPLICATION - Underlying cause -- Osteoporosis
Applications from any relevant practitioner. Approvals valid without further renewal unless notified.

Prerequisites (tick boxes where appropriate)

History of one significant osteoporotic fracture demonstrated radiologically and documented bone mass density (BMD) = 2.5 standard deviations
below the mean normal value in young adults (i.e. T-Score < -2.5)

or
History of one significant osteoporotic fracture demonstrated radiologically, and either the patient is elderly, or densitometry scanning cannot be
performed because of major logistical, technical or pathophysiological reasons. It is unlikely that this provision would apply to many patients under
75 years of age

or

|:| History of two significant osteoporotic fractures demonstrated radiologically
or
|:| Documented T-Score < -3.0

or
A 10-year risk of hip fracture = 3%, calculated using a published risk assessment algorithm (e.g. FRAX or Dubbo) which incorporates BMD
measurements

INITIAL APPLICATION - Underlying cause -- glucocorticosteroid therapy
Applications from any relevant practitioner. Approvals valid for 1 year.

Prerequisites (tick boxes where appropriate)
The patient is receiving systemic glucocorticosteriod therapy (=5 mg per day prednisone equivalents) and has already received or is expected to

receive therapy for at least three months
and

|:| The patient has documented BMD = 1.5 standard deviations below the mean normal value in young adults (i.e. T-Score < -1.5)
or
|:| The patient has a history of one significant osteoporotic fracture demonstrated radiologically

Use next page for: Renewal - Underlying cause was, and remains, glucocorticosteroid therapy and Renewal - Underlying cause was
glucocorticosteroid therapy but patient now meets the 'Underlying cause - osteoporosis' criteria

| 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
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Alendronate Tab 70 mg - with or without Cholecalciferol - continued

RENEWAL - Underlying cause was, and remains, glucocorticosteroid therapy

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

Prerequisites (tick box where appropriate)

|:| The patient is continuing systemic glucocorticosteriod therapy (=5 mg per day prednisone equivalents)

RENEWAL - Underlying cause was glucocorticosteroid therapy but patient now meets the 'Underlying cause - osteoporosis' criteria

Applications from any relevant practitioner. Approvals valid without further renewal unless notified.
Prerequisites (tick boxes where appropriate)

History of one significant osteoporotic fracture demonstrated radiologically and documented bone mass density (BMD) = 2.5 standard deviations
below the mean normal value in young adults (i.e. T-Score < -2.5)

or
History of one significant osteoporotic fracture demonstrated radiologically, and either the patient is elderly, or densitometry scanning cannot be
performed because of major logistical, technical or pathophysiological reasons. It is unlikely that this provision would apply to many patients under
75 years of age
or
|:| History of two significant osteoporotic fractures demonstrated radiologically
or
|:| Documented T-Score < -3.0
or
A 10-year risk of hip fracture = 3%, calculated using a published risk assessment algorithm (e.g. FRAX or Dubbo) which incorporates BMD
measurements
Note:

1. Evidence used by National Institute for Health and Clinical Excellence (NICE) guidance indicates that patients aged 75 years and over
who have a history of significant osteoporotic fracture demonstrated radiologically are very likely to have a T-Score < -2.5, and therefore
do not require BMD measurement for treatment with bisphosphonates.

2. Osteoporotic fractures are the incident events for severe (established) osteoporosis, and can be defined using the WHO definitions of
osteoporosis and fragility fracture. The WHO defines severe (established) osteoporosis as a T-score below -2.5 with one or more
associated fragility fractures. Fragility fractures are fractures that occur as a result of mechanical forces that would not ordinarily cause
fracture (minimal trauma). The WHO has quantified this as forces equivalent to a fall from a standing height or less.

3. In line with the Australian guidelines for funding alendronate, a vertebral fracture is defined as a 20% or greater reduction in height of the
anterior or mid portion of a vertebral body relative to the posterior height of that body, or a 20% or greater reduction in any of these
heights compared to the vertebral body above or below the affected vertebral body.

| 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
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Alendronate for Paget's Disease (Alendronate Tab 40 mg)

INITIAL APPLICATION
Applications from any relevant practitioner. Approvals valid for 6 months.

Prerequisites (tick boxes where appropriate)

|:| Paget's disease
and

|:| Bone or articular pain
or
|:| Bone deformity
or
|:| Bone, articular or neurological complications
or
|:| Asymptomatic disease, but risk of complications due to site (base of skull, spine, long bones of lower limbs)
or
|:| Preparation for orthopaedic surgery

RENEWAL

Applications from any relevant practitioner. Approvals valid for 6 months.

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
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Lignocaine with Prilocaine

INITIAL APPLICATION
Applications from any relevant practitioner. Approvals valid for 2 years.

Prerequisites (tick box where appropriate)

|:| the patient is a child with a chronic medical condition requiring frequent injections or venepuncture

RENEWAL

Applications from any relevant practitioner. Approvals valid for 2 years.

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
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Fentanyl patches

INITIAL APPLICATION
Applications from any relevant practitioner. Approvals valid for 3 months.

Prerequisites (tick boxes where appropriate)

|:| Patient is terminally ill and is opioid-responsive
and

|:| is unable to take oral medication
or
|:| is intolerant to morphine, or morphine is contraindicated

RENEWAL

Applications from any relevant practitioner. Approvals valid for 3 months.

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
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Mianserin Hydrochloride

INITIAL APPLICATION
Applications from any relevant practitioner. Approvals valid for 2 years.

Prerequisites (tick boxes where appropriate)

|:| Depression
and

|:| Co-existent bladder neck obstruction
or
|:| Cardiovascular disease

RENEWAL

Applications from any relevant practitioner. Approvals valid for 2 years.

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
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Venlafaxine

INITIAL APPLICATION
Applications only from a relevant specialist or vocationally registered general practitioner. Approvals valid for 2 years.

Prerequisites (tick boxes where appropriate)

|:| The patient has 'treatment-resistant' depression
and

The patient must have had a trial of two different antidepressants and failed to respond to an adequate dose over an adequate period of
time (usually at least four weeks)
or

|:| The patient is currently a hospital in-patient as a result of an acute depressive episode

and
The patient must have had a trial of one other antidepressant and failed to respond to an adequate dose over an adequate period of

time

RENEWAL

Applications from any medical practitioner. Approvals valid for 2 years.

Prerequisites (tick box where appropriate)

|:| The patient has a high risk of relapse (prescriber determined)

| 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
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Mirtazapine

INITIAL APPLICATION
Applications from any relevant practitioner. Approvals valid for 2 years.

Prerequisites (tick boxes where appropriate)

|:| The patient has a severe major depressive episode
and

The patient must have had a trial of two different antidepressants and was unable to tolerate the treatments or failed to respond to an
adequate dose over an adequate period of time (usually at least four weeks)
or

|:| The patient is currently a hospital in-patient as a result of an acute depressive episode

and
The patient must have had a trial of one other antidepressant and either could not tolerate it or failed to respond to an adequate dose

over an adequate period of time

RENEWAL

Applications from any relevant practitioner. Approvals valid for 2 years.

Prerequisites (tick box where appropriate)

|:| The patient has a high risk of relapse (prescriber determined)

| 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
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Vigabatrin

INITIAL APPLICATION - new patients
Applications from any relevant practitioner. Approvals valid for 15 months.

Prerequisites (tick boxes where appropriate)

|:| Patient has infantile spasms
or

|:| Patient has epilepsy
and

|:| Seizures are not adequately controlled with optimal treatment with other antiepilepsy agents

or
Seizures are controlled adequately but the patient has experienced unacceptable side effects from optimal treatment with other
antiepilepsy agents

and

|:| Patient is, or will be, receiving regular automated visual field testing (ideally before starting therapy and on a 6-monthly basis thereafter)
or
|:| It is impractical or impossible (due to comorbid conditions) to monitor the patient’s visual fields

Note:
“Optimal treatment with other antiepilepsy agents” is defined as treatment with other antiepilepsy agents which are indicated and clinically
appropriate for the patient, given in adequate doses for the patient’'s age, weight, and other features affecting the pharmacokinetics of the
drug with good evidence of compliance.

Vigabatrin is associated with a risk of irreversible visual field defects, which may be asymptomatic in the early stages.

INITIAL APPLICATION - patient has had an approval for gabapentin, lamotrigine, topiramate or vigabatrin for epilepsy prior to 1 August 2007
Applications from any relevant practitioner. Approvals valid without further renewal unless notified.

Prerequisites (tick boxes where appropriate)

Patient has demonstrated a significant and sustained improvement in seizure rate or severity and or quality of life from gabapentin, topiramate,
vigabatrin and or lamotrigine
and

Patient is receiving regular automated visual field testing (ideally every 6 months) on an ongoing basis for the duration of treatment with
vigabatrin
or

|:| It is impractical or impossible (due to comorbid conditions) to monitor the patient’s visual fields

Note:
As a guideline, clinical trials have referred to a notional 50% reduction in seizure frequency as an indicator of success with anticonvulsant
therapy and have assessed quality of life from the patient's perspective.

Vigabatrin is associated with a risk of irreversible visual field defects, which may be asymptomatic in the early stages.

Use next page for: Renewal
| 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
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Vigabatrin - continued

RENEWAL

Applications from any relevant practitioner. Approvals valid without further renewal unless notified.

Prerequisites (tick boxes where appropriate)

|:| The patient has demonstrated a significant and sustained improvement in seizure rate or severity and or quality of life
and

Patient is receiving regular automated visual field testing (ideally every 6 months) on an ongoing basis for duration of treatment with
vigabatrin
or

|:| It is impractical or impossible (due to comorbid conditions) to monitor the patient’s visual fields

Note:
As a guideline, clinical trials have referred to a notional 50% reduction in seizure frequency as an indicator of success with anticonvulsant
therapy and have assessed quality of life from the patient’s perspective.

Vigabatrin is associated with a risk of irreversible visual field defects, which may be asymptomatic in the early stages.

If the patient had an approval for gabapentin, lamotrigine, topiramate or vigabatrin for epilepsy prior to 1 August 2007 the applicant is
required to submit a fresh initial application in the first instance, not a renewal application.

| 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
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............................................................................... P2 [0 [ =TT PSP PRPP
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Gabapentin

INITIAL APPLICATION - Epilepsy - new patients
Applications from any relevant practitioner. Approvals valid for 15 months.

Prerequisites (tick boxes where appropriate)

|:| Seizures are not adequately controlled with optimal treatment with other antiepilepsy agents
or
Seizures are controlled adequately but the patient has experienced unacceptable side effects from optimal treatment with other antiepilepsy
agents

Note:
“Optimal treatment with other antiepilepsy agents” is defined as treatment with other antiepilepsy agents which are indicated and clinically
appropriate for the patient, given in adequate doses for the patient’'s age, weight, and other features affecting the pharmacokinetics of the
drug with good evidence of compliance.

INITIAL APPLICATION - Epilepsy - patient has had an approval for gabapentin, lamotrigine, topiramate or vigabatrin for epilepsy prior to 1
August 2007
Applications from any relevant practitioner. Approvals valid without further renewal unless notified.

Prerequisites (tick box where appropriate)

The patient has demonstrated a significant and sustained improvement in seizure rate or severity and or quality of life from gabapentin,
topiramate, vigabatrin and/or lamotrigine

Note:
As a guideline, clinical trials have referred to a notional 50% reduction in seizure frequency as an indicator of success with anticonvulsant

therapy and have assessed quality of life from the patient’s perspective.

INITIAL APPLICATION - Neuropathic pain - new patients
Applications from any relevant practitioner. Approvals valid for 3 months.

Prerequisites (tick box where appropriate)

|:| The patient has tried and failed, or has been unable to tolerate, treatment with a tricyclic antidepressant

INITIAL APPLICATION - Neuropathic pain - patient has had an approval for gabapentin for neuropathic pain prior to 1 August 2007
Applications from any relevant practitioner. Approvals valid for 2 years.

Prerequisites (tick boxes where appropriate)
|:| The patient has demonstrated a marked improvement in their control of pain (prescriber determined)

or
|:| The patient has previously demonstrated clinical responsiveness to gabapentin and has now developed neuropathic pain in a new site

Use next page for: Renewal - Epilepsy and Renewal - Neuropathic pain
| 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
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Gabapentin - continued

RENEWAL - Epilepsy

Applications from any relevant practitioner. Approvals valid without further renewal unless notified.

Prerequisites (tick box where appropriate)

|:| The patient has demonstrated a significant and sustained improvement in seizure rate or severity and or quality of life

Note:
As a guideline, clinical trials have referred to a notional 50% reduction in seizure frequency as an indicator of success with anticonvulsant

therapy and have assessed quality of life from the patient’s perspective.

If the patient had an approval for gabapentin, lamotrigine, topiramate or vigabatrin for epilepsy prior to 1 August 2007 the applicant is
required to submit a fresh initial application in the first instance, not a renewal application.

RENEWAL - Neuropathic pain

Applications from any relevant practitioner. Approvals valid for 2 years.

Prerequisites (tick boxes where appropriate)

|:| The patient has demonstrated a marked improvement in their control of pain (prescriber determined)
or
|:| The patient has previously demonstrated clinical responsiveness to gabapentin and has now developed neuropathic pain in a new site

Note:
If the patient had an approval for gabapentin for neuropathic pain prior to 1 August 2007 the applicant is required to submit a fresh initial
application in the first instance, not a renewal application.

| 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
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Domperidone

INITIAL APPLICATION
Applications from any relevant practitioner. Approvals valid for 6 months.

Prerequisites (tick box where appropriate)

|:| The patient is terminally ill and requires control of nausea and vomiting

RENEWAL

Applications from any relevant practitioner. Approvals valid for 6 months.

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
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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
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Ondansetron

INITIAL APPLICATION
Applications from any relevant practitioner. Approvals valid for 12 months.

Prerequisites (tick box where appropriate)

The patient is undergoing prolonged treatment with highly emetogenic chemotherapy and/or highly emetogenic radiation therapy for the treatment
of malignancy

RENEWAL

Applications from any relevant practitioner. Approvals valid for 12 months.
Prerequisites (tick box where appropriate)

The patient is undergoing prolonged treatment with highly emetogenic chemotherapy and/or highly emetogenic radiation therapy for the treatment
of malignancy

| 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
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Aprepitant

INITIAL APPLICATION
Applications from any relevant practitioner. Approvals valid for 12 months.

Prerequisites (tick box where appropriate)

|:| The patient is undergoing highly emetogenic chemotherapy and/or anthracycline-based chemotherapy for the treatment of malignancy

RENEWAL

Applications from any relevant practitioner. Approvals valid for 12 months.

Prerequisites (tick box where appropriate)

|:| The patient is undergoing highly emetogenic chemotherapy and/or anthracycline-based chemotherapy for the treatment of malignancy

| 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
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Olanzapine tabs

INITIAL APPLICATION
Applications only from a psychiatrist. Approvals valid for 2 years.

Prerequisites (tick boxes where appropriate)

|:| Patient presents with first episode schizophrenia or related psychoses

or
Patient suffering from schizophrenia and related psychoses or acute mania in bipolar disorder who is likely to benefit from antipsychotic
treatment
and
|:| An effective dose of risperidone had been trialled and has been discontinued because of unacceptable side effects
or
|:| An effective dose of risperidone had been trialled and has been discontinued because of inadequate clinical response after 4 weeks
or
The patient has suffered from an acute episode of schizophrenia or bipolar mania and has been treated with olanzapine short-acting
intra-muscular injection
RENEWAL
Current approval Number (if KNOWN):.......oooiiiiiiiiiiiciieeeee e

Applications only from a psychiatrist. Approvals valid for 2 years.

Prerequisites (tick box where appropriate)

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

Note:
Initial prescriptions to be written by psychiatrists or psychiatric registrars and subsequent prescriptions can be written by General

Practitioners.

| 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



APPLICATION FOR SUBSIDY Page 86

Ministry of Health F
orm SA0920

Phone 0800 243 666 BY SPECIAL AUTHORITY iietvos
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: oo SUMAIME: .iiiiiiiiiiiiiiiieiieeeseeereesaeesresrresreesrrerraarraernee SUMAIME: iiiiiiiiiiiiiiiiiieieeeeeeaeesaeessaeseessrssreesraerraarree
AAAIESS: it DOB: et X [0 | 1= 17 R
............................................................................... P2 [0 [ =TT PSP PRPP
L= N U101 o 1= PP PPPRRRR PP Fax NUMDET: ...
Aripiprazole

INITIAL APPLICATION
Applications from any relevant practitioner. Approvals valid for 2 years.

Prerequisites (tick boxes where appropriate)

|:| Patient is suffering from schizophrenia or related psychoses

and
An effective dose of risperidone or quetiapine has been trialled and has been discontinued, or is in the process of being discontinued,
because of unacceptable side effects

or

An effective dose of risperidone or quetiapine has been trialled and has been discontinued, or is in the process of being discontinued,
because of inadequate clinical response

RENEWAL

Current approval Number (if KNOWN):.......oooiiiiiiiiiiicee e

Applications from any relevant practitioner. Approvals valid for 2 years.

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
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Risperidone microspheres

INITIAL APPLICATION
Applications from any relevant practitioner. Approvals valid for 6 months.

Prerequisites (tick boxes where appropriate)

|:| The patient has schizophrenia or other psychotic disorder

and
|:| Has tried but failed to comply with treatment using oral atypical antipsychotic agents

and
|:| Has been admitted to hospital or treated in respite care, or intensive outpatient or home-based treatment for 30 days or more in last 12 months

RENEWAL

Applications from any relevant practitioner. Approvals valid for 12 months.

Prerequisites (tick boxes where appropriate)

|:| The patient has had less than 12 months treatment with risperidone microspheres

and
|:| There is no clinical reason to discontinue treatment

or
The initiation of risperidone microspheres has been associated with fewer days of intensive intervention than was the case during a

corresponding period of time prior to the initiation of risperidone microspheres

Note:
Risperidone microspheres should ideally be used as monotherapy (i.e. without concurrent use of any other antipsychotic medication). In

some cases, it may be cli