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Contact details:

Phone: 0800 66 00 50 option 2

Fax: 09 523 6870 (09 is correct) 

Email: nppa@pharmac.govt.nz


	Named Patient Pharmaceutical Assessment Initial application

(including Rapid Assessment for DHBs)
	



	This version of the form should only be used if you do NOT have access to the Connected Health Network.

If you are a user of the Connected Health Network (CHN) you should complete and submit your form electronically online here: 

https://healthsector.pharmac.health.nz/jw/web/userview/nppa/home/ 

	Please note: these forms should be completed electronically and should not be handwritten. If you’re having trouble editing this form, please contact our NPPA team on 0800 66 00 50 option 2.
* compulsory fields

	Patient

	*NHI
	

	*Date of birth
	
	Age
	

	*Gender
	

	*Last name
	

	*First name
	

	 Middle name
	

	*DHB of domicile
	


	Applicant

	NZMC number
	

	*Title
	

	*Last name
	

	*First name
	

	*Department or practice address
	

	*DHB
	

	*Email address
	

	*Phone
	
	Pager or extension
	

	*Facsimile
	

	Are there any others who need to be informed about this application? Eg patient’s GP

	Contact name
	

	Contact email
	
	Contact facsimile
	

	If applicant is not the supervising clinician, please provide the name and contact details of the supervising clinician.

	Name
	

	NZMC
	

	Phone/pager/email
	


	Rapid assessment – ONLY DHB clinicians applying for a treatment to commence in less than 5 days. Cancer treatments cannot be applied for under Rapid assessment.

	Y/N
	Is your application Rapid Assessment?

	If you have answered Yes to applying for  Rapid Assessment we assume that the following are true:

· You are applying for a DHB funded patient to commence a pharmaceutical treatment administered by a DHB funded facility.

· You have informed your local DHB Clinical Director, relevant Service Manager, Hospital Chief Pharmacist and/or Pharmacy Manager (or your DHB’s equivalent(s)), of this application.

· You acknowledge that you are aware that if this application is approved that your DHB is responsible for:

· Both the supply and funding of this treatment; and

· If necessary, notifying the patient’s DHB of domicile and ensuring it agrees to fund any ongoing pharmaceutical treatment costs upon discharge or transfer of the patient.

	Y/N
	I confirm that the above are true. (If No, then application will be processed as an Initial, not as a Rapid)


	Pharmaceutical and treatment plan  
For a pharmaceutical not listed in the Pharmaceutical Schedule, a pharmacy may be able to assist with pricing information. For a listed pharmaceutical, you can use the price listed in the Schedule.

	*Pharmaceutical
	

	 Brand name(s)
	

	*Form
	

	*Strength
	

	*Dosage regimen
	

	*Length of treatment
	
	*days / weeks / months / doses / cycles /
	

	*When does treatment need to start?
	

	Is this treatment listed on the Pharmaceutical Schedule? If Yes, then pricing information is not required.
	Y/N

	*Price (per dose/pack/unit)
	
	*Specify the unit

(eg dose/pack/day)
	


	Where will treatment be dispensed?

	*Is the patient currently in hospital or in the community?
	Hospital/Community

	*Primary Pharmacy
	
	
	

	*Name
	
	Contact name
	

	Address
	

	*Facsimile
	
	Phone
	

	*Email
	

	*DHB
	

	

	If second pharmacy is required complete details below:

	Secondary pharmacy
	

	Name
	
	Contact name
	

	Address
	

	Facsimile
	
	Phone
	

	Email
	

	DHB
	


	Does the person have exceptional clinical circumstances? 
(Hints and Tips www.pharmac.health.nz/nppa-tips/)
The questions below could be answered by the provision of Supporting evidence (see below). 

	*Describe indication(s) being treated by the pharmaceutical requested. 

	

	Describe any unusual or complicating features of the person’s clinical circumstances. 

For example: list any co-morbidities, comment on the current health state of the patient (for eg premature mortality; quality of life - mobility, self-care, usual activities, depression/anxiety, and pain/discomfort). If relevant, please describe whether the person’s illness has any clinically significant health effects (physical or mental) on their family, whānau and/or wider society.  

	

	What is the expected benefit and risks of treatment? 

List the benefit and risks to the patient. If relevant, list any clinically significant health benefits for the family or whānau of the person receiving the treatment, and for wider society.  If relevant, describe how the proposed treatment could increase or decrease use of other treatments or services.

	

	How will treatment success be defined, measured or reviewed? 

Detail any specific objective criteria to be measured and provide current baseline (if relevant).

	

	

	What will be the effect on the patient if they do not get this treatment? 
Include comments on disease progression, health state and life expectancy.

	

	What alternative treatment or care will be used if the requested treatment is not funded?

	


	Has the person tried all existing funded alternatives? 
(Hints and Tips www.pharmac.health.nz/nppa-tips/)
Please include details of all possible treatments for the indication outlined above including pharmaceuticals, surgery and other therapies.

	Current or treatments tried
	Dose and duration
	Response of the patient

	
	
	


(Please press Tab on the last row if more rows are required.)
	Treatments considered, but not tried
	Why was this treatment considered not appropriate?

	
	


(Please press Tab on the last row if more rows are required.)
	Supporting evidence

	Please attach clinic letters and any other relevant supporting information you may have. For example this may include referenced articles (please supply a copy), or reference to previous similar applications. List what is being attached so we can check we receive the documents you send.

	

	

	

	


(Please press Tab on the last row if more rows are required.)
	Declaration

	By submitting this form

· I confirm that all information provided is correct to the best of my knowledge. 

· I agree to provide PHARMAC, or its agent, all additional information they reasonably request.
· I acknowledge that I am responsible for obtaining any patient consent required for that additional information.


	Applicant’s signature

	


(Insert electronic signature or sign.)
	Submitting the application

	Once the form has been completed, submit it to PHARMAC:

Upload at: https://www.pharmac.govt.nz/upload 
Please note that the size of any files you submit on our website must be less than 5 MB, and that the total size of all files together must be less than 20 MB. 

If your files are larger than this, please fax or post them to us. 
Fax:

09-523-6870 (09 is correct) 

Post:

NPPA



PHARMAC



PO Box 10-254



Wellington 6143 

We will contact you as soon as possible with the outcome. You can call 0800-66-00-50 (option 2) for an update on progress of the assessment.

Note that all NPPA forms can be completed and submitted on-line on the CHN: https://healthsector.pharmac.health.nz/jw/web/userview/nppa/home/ 
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