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High Cost Drug Funding Request Form – Low Molecular Weight Heparins
Note - Please select appropriate drug name
 FORMCHECKBOX 
 dalteparin   FORMCHECKBOX 
enoxaparin    FORMCHECKBOX 
 tinzaparin
	Patient Information




	Care Centre

	Patient Code
                  

     

	Date of Birth (YMD)

       /      /  
	     

	Physician Information

	Surname                                             First        

     




     

	   FORMCHECKBOX 
 New       FORMCHECKBOX 
 Renewal            NOTE:  Funding may or may not be approved by AHS

	Approved for use under the following conditions:

1. For post-operative prophylaxis of thromboembolism when started in acute care, to a maximum of ten (15) days therapy.

2. For treatment of thromboembolism, when diagnosis is proven through diagnostic tests, to a maximum of six (6) days of therapy.

3. For post-operative hip fracture/replacement prophylaxis of thromboembolism when started in acute care, to a maximum of thirty-five (35) days post-op.

4. For the treatment of clinically suspected thromboembolism where transfer to hospital is not being contemplated (eg C1/C2). A clinical examination by the attending physician must occur with 24 hours (either side) of the first dose. Treatment is limited to 5 days or less according to the time to reach a therapeutic INR with oral anticoagulation.
5. For prophylactic bridging pre and post surgical/dental procedures (to be used until INR is stabilized) 


	Check Condition:

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 



	Drug Dose: 


	
	Surgery Date:

     

	If Extended Use is Required:
If duration of therapy is required to exceed the time intervals under criteria #1, #2, #3 or #4 (with the exception of a reasonable transition time to attain a therapeutic INR with oral anticoagulation), application must be made using the non-formulary/special authorization (FPP-01) process.   Use of LMWH for any indications other than those listed above will also require application through the NF-SA process.

	Physician & Pharmacy Provider have ensured compliance with Use Conditions?

 FORMCHECKBOX 
Yes             FORMCHECKBOX 
  No

	Additional Information Relating to Request (i.e. previous drug trial information including doses and duration, frequency of follow-up with specialist, consult report information, etc.):

     

	Physician’s or Pharmacist’s Name:


	Initial Drug Provision Date (Y/M/D)

     /     /  
	Processing Instructions: Pharmacy Provider email to AHS Regional Pharmacy Consultant at:

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


To type within each cell, use the TAB key
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� Patient Code: First four letters of surname, followed by first two letters of given name
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