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High Cost Drug Funding Request Form – botulinum toxin (Botox® or Xeomin®) 
**INITIAL SUBMISSION FORM** - submit PRIOR to 1st drug provision

 FORMCHECKBOX 
 Botox ® (onabotulinum toxin A)   FORMCHECKBOX 
 Xeomin ® (incobotulinum toxin A)


NOTE: dosing is NOT interchangeable between different formulations of botulinum toxin 
	Patient Information





	Care Centre

	Patient Code
   

	Date of Birth (Y/M/D)      /       /  
	     

	Physician Information

	Surname       
                     First        

	NOTE:  Funding may or may not be approved by Alberta Health Services, Calgary

	Approved for use under the following conditions:
Following prescription and administration by a physiatrist skilled and experienced with the use of onabotulinum
Coverage provided only for moderate-to-severe focal, multifocal, or diffuse spasticity with conditions that have upper motor neuron involvement
 FORMDROPDOWN 

Symptoms of diffuse or multi-focal spasticity must have been inadequately controlled with oral agents  (e.g. baclofen, tizanidine, gabapentin, dantrolene) Clients must have had a documented treatment failure to at least ONE agent prior to initiation of BTX.  Clients may be concurrently treated with both oral and injectable therapy.  

Exemptions: 
1) focal or multifocal spasticity limited to only one treatment area may be treated 1st line with onabotulinum toxin type A
2) if oral medications are deemed inappropriate or hazardous by attending MD or physiatrist, please provide rationale in comments below.  Note: this rationale will be reviewed by AHS and approval may or may not be granted 
Oral trial completed:
  FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO 
Exemption met:
 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO 
 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
Resident must be actively involved with facility rehabilitation (physical and/or occupational therapies) team for stretching/range-of-motion (ROM), and/or positioning devices (e.g. splints, braces, wedges, adductor pommels, wheelchair modifications, etc.) where appropriate.  Resident must consent to therapy programs and regular use of positioning devices for BONT-A funding to continue.  
Condition Met: 

  FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO 

Functional goals must be clearly established prior to initiation of therapy.  Goals must be clearly defined and reassessed at subsequent clinics to determine if benefit has been achieved. Improvement in at least one functional goal after two distinct treatment courses must be observed.  Lack of improvement after two courses will be considered a treatment failure and treatment should be discontinued.

Goal
 FORMCHECKBOX 
 as applicable
Detail

Baseline Measurement

Hygiene    FORMCHECKBOX 

Ability to perform daily care and cleaning for areas of the body at risk of wounds 

 FORMDROPDOWN 
 Hygiene can be performed with:  FORMDROPDOWN 

 FORMDROPDOWN 
 Hygiene can be performed with:  FORMDROPDOWN 

 FORMDROPDOWN 
 Hygiene can be performed with  FORMDROPDOWN 

Transfers  FORMCHECKBOX 

Ease and safety of transfer for client

 FORMDROPDOWN 
  FORMCHECKBOX 

Transfer can be performed with:  FORMDROPDOWN 

Seating     FORMCHECKBOX 

Ability to sit comfortably (i.e.reduction of spasms, pain, pressure areas due to increased tone)
Estimated time in wheelchair/day:      (hours)
Seating in wheelchair happens with:  FORMDROPDOWN 

Positioning Devices    FORMCHECKBOX 

Ability to tolerate use of brace/positioning device with pain/ pressure ulceration

Device type:       Positioning device may be used with:  FORMDROPDOWN 

Device type:       Positioning device may be used with:  FORMDROPDOWN 

Device type:       Positioning device may be used with:  FORMDROPDOWN 

5.

Measurement of Injection Sites: 

Restrictions for injection – initiation of onabotulinum approved only for MAS scores of grade > 2 
Muscle

Initial Injection

Dose

Modified Ashworth Score (MAS)

     

 FORMDROPDOWN 

     
     units

 FORMDROPDOWN 

     
     units

 FORMDROPDOWN 

     
     units

 FORMDROPDOWN 

Total dose

     units



	Physician & Pharmacy Provider have ensured compliance with Use Conditions?

 FORMCHECKBOX 
 Yes                 FORMCHECKBOX 
 No
**note: all uses of onabotulinism for other approved indications shall be assessed through the NF-SA process (FPP-01)

	Additional Information Relating to Request (or EXEMPTION criteria):

     

	Physician’s/Pharmacist’s/ PT/OT/Physiatrist’s Name:

     
	Initial Drug Provision Date (Y/M/D)
     /     /  
	Processing Instructions: Pharmacy Provider email to cc.drugmanagement@albertahealthservices.ca
OR fax to: (403) 943-0232


Do Not Thin From Chart











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