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	Interim authorisations will only be issued where there is a definite referral appointment date with an appropriate specialist.

	

	1. Patient details

	First name:
	
	Surname: 
	
	DOB: 
	

	Address:
	
	Suburb:
	
	Postcode: 
	

	Aliases: 
	     
	Gender:
	  FORMCHECKBOX 
 Male
	 FORMCHECKBOX 
 Female
	 FORMCHECKBOX 
 Unspecified

	Is this person of Aboriginal or Torres Strait Islander origin:

	 FORMCHECKBOX 
 No
	  FORMCHECKBOX 
 Yes, Aboriginal
	 FORMCHECKBOX 
 Yes, Torres Strait Islander
	 FORMCHECKBOX 
 Both Aboriginal & Torres Strait Islander 

	

	2. Condition requiring treatment

	 FORMCHECKBOX 
 ADHD
	 FORMCHECKBOX 
 Acquired brain injury              
	 FORMCHECKBOX 
 Narcolepsy
	 FORMCHECKBOX 
 Depression
	 FORMCHECKBOX 
 Binge eating disorder

	 FORMCHECKBOX 
Other, please  specify:
	     

	

	3. Reason for application

	Reason authorisation is required: 
	     

	Consultant name: 
	
	Consultant appointment date: 
	

	

	4. Treatment details

	

	Medicine
	Strength
	Formulation
	Dose and Frequency

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	

	5. Prescriber details

	First name:
	
	Surname:
	

	Practice name:
	

	Address:
	
	Suburb:
	
	Postcode:
	     

	Telephone
	
	Fax:
	     
	Practice Email: 
	

	

	6. Declaration

	I declare that the information provided in this application is true and correct to the best of my knowledge. 

	Signature:
	     
	Date:
	     

	

	Office Use Only



Send completed form to: Medicines and Poisons Regulation Branch, 
Department of Health, PO Box 8172, Perth Business Centre WA 6849, 
Enquiries: Tel:  9222 6883 Email: mprb@health.wa.gov.au 
MP00019.1

