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Application for authorisation
Opioid, Benzodiazepine and other Schedule 8 medicines


	Refer to the Schedule 8 Medicines Prescribing Code and Dose conversion calculator for further information.
Contact the Schedule 8 Prescriber Information Service (9222 4424) to obtain a patient Schedule 8 prescribing history.
Applications cannot be processed until all required information is provided, 

including supporting information such as specialist reports.

	

	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. Diagnosis

	Diagnosis: 
	     

	Does the patient have a terminal illness where life expectancy is <12 months:
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	If yes, is flexible dosing required: 
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	

	3. Treatment risk factors

	Does the patient have a history of substance abuse, doctor shopping or diversion within the previous five years or is the patient a Drug Dependent Person or Oversupplied Person (DDP or OSP):    
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	Is the patient currently receiving opioid substitution treatment in the Community Program for Opioid Pharmacotherapy (CPOP)?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	

	4. Reason for application

	 FORMCHECKBOX 

	Patient age < 18 years
	 FORMCHECKBOX 

	Drug dependent person (DDP)

	 FORMCHECKBOX 

	Daily doses >90 mg morphine equivalents
	 FORMCHECKBOX 

	Injectable formulation

	 FORMCHECKBOX 

	Immediate release >45 mg morphine equivalents
	 FORMCHECKBOX 

	Methadone, alprazolam or flunitrazepam

	 FORMCHECKBOX 

	Substance abuse/diversion of medicines
	 FORMCHECKBOX 

	Unapproved product/off label use

	 FORMCHECKBOX 

	Over-supplied person (OSP)
	 FORMCHECKBOX 

	Nurse practitioner prescribing >14 days

	 FORMCHECKBOX 

	Current opioid substitution therapy client (CPOP)*
	 FORMCHECKBOX 

	Other, please specify:
	

	*Applications for CPOP clients will be referred to the CPOP Clinical Review Committee for advice prior to consideration by the Department.

	

	5. Treatment details

	

	Medicine
	Strength
	Formulation
	Dose and frequency

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	

	6. Supporting information, including specialist support

	Is a recent consultant report available: 
	 FORMCHECKBOX 
 Yes (please attach)
	 FORMCHECKBOX 
  No, referred (attach copy of referral letter)

	 FORMCHECKBOX 
 Pending appointment
	Date:
	     

	
	Doctor/hospital:
	     

	For hospital discharge only: Please attach applicable support information for patients recorded as DDP or OSP and current CPOP patients.

	
	 FORMCHECKBOX 
 Acute Pain Service (APS) review notes including discharge recommendations attached.

	
	 FORMCHECKBOX 
 Written support from anaesthetist attached (only to be used if the hospital does not have an APS).

	
	 FORMCHECKBOX 
 Chronic Pain Service review notes including discharge recommendations attached.

	
	

	7. Prescriber details

	First name:
	
	Surname:
	

	Prescriber number or AHPRA registration number:
	

	Hospital prescribers only: Specialty or Department
	

	Practice or hospital name:
	

	Address:
	
	Suburb:
	
	Postcode:
	     

	Telephone:
	
	Fax:
	     
	Practice email:
	

	

	8. Additional practitioner to be authorised (only applicable when the prescriber applying is a consultant)

	Name: 
	     
	Practice name: 
	     

	Will this practitioner be the primary prescriber? (Renewals will be sent to the primary prescriber)
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	

	9. Prescriber declaration

	I hereby declare the following:

· I have verified the identity and confirmed prescribing history for this patient;

· The information in this application is true and correct to the best of my knowledge;

· I will prescribe in accordance with the Schedule 8 Medicines Prescribing Code and any authorisation issued by the Chief Executive Officer of the Department of Health. 

	Signature:
	     
	Name:
	     
	Date:
	     


Please complete both pages

Page 1 of 2
Send completed form to: Medicines and Poisons Regulation Branch, Department of Health, 
PO Box 8172, Perth Business Centre WA 6849
Facsimile: 9222 2463
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