j Government of Western Australia

.ZQ A Department of Health Application to prescribe
JIL. > I\ Public and Aboriginal Health Division opioid substitution treatment for a
temporary patient transfer to Western Australia

Please complete both pages of this application form.
Send completed form to: Community Pharmacotherapy Program email CPPAdmin@health.wa.gov.au

1. Patient details

First name: Surname: DOB:
Aliases: Medicare No:

Address: Suburb: Postcode:
WA address: Suburb: Postcode:
Gender: Male Female Unspecified

Is this person of Aboriginal or Torres Strait Islander origin:
No Yes, Aboriginal \ Yes, Torres Strait Islander Both Aboriginal & Torres Strait Islander

2. Treatment details

Methadone Suboxone® Subutex® Buvidal® Sublocade®

Current authorisation/permit number:

Current dose: Authorisation requested from (date): to

Note: Maximum authorisation is 30 days.
Maximum daily dose of oral methadone is 150 mg or oral buprenorphine 32 mg
Maximum of six unsupervised oral doses a week

Depot formulations: Due to the need for administration by trained health professionals, patients treated with depot
formulations will need to transfer to a WA prescriber for the duration of their travel for treatment to be continued.

3. WA Pharmacy details

Name: Is pharmacy open 7 days: Yes No

Telephone: Fax: E-mail:

Secondary pharmacy (if applicable):

Telephone: Fax: E-mail:

4. Patient acknowledgement

| am aware that my health practitioner must provide my name and related information included in this form to the
Department of Health as | have been assessed as meeting the criteria for inclusion on the Drugs of Addiction Record
(the Record). | am aware that the information relating to me on the record will only be provided to my treating
practitioner to assist with my medical treatment with drugs of addiction. | am aware that before a drug of addiction is
prescribed for me my health practitioner must seek prior approval from the Department to do so. This will not affect my
access to emergency treatment with these medicines. My information is confidential and will only be exchanged
between officers of the Department of Health, Next Step Drug and Alcohol Services, prescribers, pharmacists and
other health workers involved in managing my treatment and for monitoring, evaluation and approved research
purposes. | have read the Client Information for Interstate Visitors and Transfers to WA and will comply with the
requirements.

Signature: Date:

Patient name:

Please complete both pages MP00062.1
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JL. S \\_ Public and Aboriginal Health Division

Patient name: DOB:

5. Prescriber details

First name: Surname:

AHPRA Registration number:

Practice Name:

Address: Suburb: Postcode:

Telephone: Fax: Practice email:

6. Prescriber declaration

This application is made in accordance with the Monitored Medicines Prescribing Code and Western Australian
Policies and Procedures for the Use of Methadone and Buprenorphine in the Treatment of Opioid Dependence. The
information provided in this application is true and correct to the best of my knowledge. | have provided this patient with
printed information regarding the pharmacotherapy, Patient Information: Reporting Drug Dependent Persons and the
Client Information for Interstate Visitors and Transfers to WA.

Signature: Date:

Office Use only: CPP

Treatment plan complies with WA CPOP policies and procedures: Yes No
CPP Interstate transfer form completed and emailed to DOH with application

Name: Initial: Date:

Office use only: MPRB

Notes:
Pharmacist reviewer: Date:
HDWA number provided File number: Authorisation number:
Send completed form to: Community Pharmacotherapy Program MP00062.1
Email: CPPAdmin@health.wa.gov.au Page 2 of 2

Enquiries: Telephone 9219 1913
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