APPLICATION TO PRESCRIBE A DRUG OF ADDICTION

POISONS ACT 1964

REQUEST FOR AUTHORISATION TO TREAT A PERSON WITH A DRUG OF ADDICTION FOR A PERIOD GREATER THAN 60 DAYS, OR TO PRESCRIBE FLUNITRAZEPAM.

Full Name of Patient 


Date of Birth 


Full Address 



  Postcode 


PARTICULARS OF DISEASE UNDER TREATMENT (give duration, stage, prognosis)

DRUG(S) REQUESTED (with dosage and frequency of administration)

PERIOD FOR WHICH AUTHORISATION IS REQUIRED 


Name(s) of Medical Practitioner(s) requesting authorisation

Address 


Telephone No 


Date 
  Signature 


Tick this box if you require more forms  (
PHARMACEUTICAL SERVICES

Telephone:
 
(08) 9388 4985

ENVIRONMENTAL HEALTH SERVICE 

Facsimile:

(08) 9388 4988

DEPARTMENT OF HEALTH

PO BOX 8172, PERTH BUSINESS CENTRE 

PERTH  WA  6849


