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	Applications may be referred to the Stimulant Assessment Panel for clinical advice. You will be advised in writing of the outcome of any application. Written authorisation from the Chief Executive Officer of the Department of Health is required prior to prescribing stimulant medicines as required by the Schedule 8 Medicines Prescribing Code. 
A report addressing all the points on the checklist overleaf must be provided with this application. 

	

	1. Patient details

	First name:
	
	Surname:
	
	DOB:
	

	Address:
	
	Suburb:
	
	Postcode: 
	

	Aliases: 
	     
	Gender:
	  FORMCHECKBOX 
 Male
	 FORMCHECKBOX 
 Female
	 FORMCHECKBOX 
 Unspecified

	Weight (only required for patients <18 years):
	
	

	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:
	     

	

	3. Reason for application

	 FORMCHECKBOX 

	History of substance abuse, diversion or doctor shopping
	 FORMCHECKBOX 

	Patient 15 - 17 years (adult prescriber)

	 FORMCHECKBOX 

	Drug dependent or oversupplied person
	 FORMCHECKBOX 

	Non-standard diagnosis

	 FORMCHECKBOX 

	Comorbidity: psychosis or bipolar disorder
	 FORMCHECKBOX 

	High dose

	 FORMCHECKBOX 

	Patient age <4 years
	 FORMCHECKBOX 

	Unapproved prescriber

	

	4. Treatment details

	Dexamfetamine (mg/day)
	
	Methylphenidate (mg/day)
	

	Dexamfetamine compounded (mg/day)
	
	Methylphenidate long-acting (mg/day)
	

	Lisdexamfetamine (mg/day)
	
	

	

	5. Report

	  FORMCHECKBOX 
 Copy of Report  as per Checklist for applications for authorisation: stimulant medicines is attached (see overleaf)

	

	6. Prescriber details

	First name:
	
	Surname:
	

	Prescriber or AHPRA registration number: 
	
	Practice name:
	

	Address:
	
	Suburb:
	
	Postcode:
	     

	Telephone
	
	Fax:
	     
	Practice email: 
	

	

	7. Applicant declaration

	I declare that information provided in this application is true and correct to the best of my knowledge. I confirm that I have made the patient/parent/guardian aware that information included on this form will be forwarded to the Department of Health. 

	Signature:
	     
	Date:
	     

	

	

	Patient details

	First name:
	
	Surname: 
	
	DOB: 
	

	

	Clinical history and care plan (all applications)

	(
	Please tick to indicate inclusion in the report

	 FORMCHECKBOX 

	Clinical basis for diagnosis

	 FORMCHECKBOX 

	Age of diagnosis

	 FORMCHECKBOX 

	Target symptoms

	 FORMCHECKBOX 

	Drug and dose of stimulant to be prescribed

	 FORMCHECKBOX 

	Details of the outcomes of previous therapeutic interventions

	 FORMCHECKBOX 

	Current Global Assessment of Functioning (GAF) Score

	 FORMCHECKBOX 

	Other non-pharmacological treatments trialled e.g. CBT, ECT, other

	 FORMCHECKBOX 

	Other medications being prescribed

	 FORMCHECKBOX 

	Planned review and assessment strategy (in response to target symptoms)

	 FORMCHECKBOX 

	All patients >18 years: Copy of the results of a recent random urine drug screen (ANZ Standard 4308)

	 FORMCHECKBOX 

	Other psychological support to be provided

	

	Substance abuse or misuse

	Has the patient experienced sustained, significant substance abuse or misuse in the previous 5 years?
e.g. record of drug dependence or oversupply, past or current intravenous drug use, drug seeking behaviour, illicit drug use, diversion, doctor shopping, unsanctioned dose escalation, lost or stolen prescriptions or medications.
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	(
	Please tick to indicate inclusion in report

	 FORMCHECKBOX 

	Management plan for addressing the issue of substance abuse or misuse

	 FORMCHECKBOX 

	Information on the action to be taken to ensure adherence and prevent diversion
e.g. limited dispensing and prescribing arrangements, frequent random urine drug screens

	Is the patient a current participant in a drug treatment program?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	(
	Please tick to indicate inclusion in report

	 FORMCHECKBOX 

	Current prescribed treatment for drug addiction

	 FORMCHECKBOX 

	Report from patient’s drug treatment provider showing awareness of the diagnosis and proposed stimulant treatment

	

	Psychiatric comorbidity

	(
	Please tick to indicate inclusion in report

	 FORMCHECKBOX 

	Diagnosis of psychiatric illness and age of diagnosis

	 FORMCHECKBOX 

	Details of early psychosis warning signs

	 FORMCHECKBOX 

	Historical risk (to self and others) in the event of a psychotic episode


	Patient details

	First name:
	
	Surname: 
	
	DOB: 
	

	

	Child aged 2 to 4 years

	(
	Please tick to indicate inclusion in the report

	 FORMCHECKBOX 

	Developmental assessment

	 FORMCHECKBOX 

	Visual and auditory assessment

	 FORMCHECKBOX 

	Family assessment by a clinical psychologist or social worker

	 FORMCHECKBOX 

	Involvement of parents or guardians in therapeutic care plan

	 FORMCHECKBOX 

	Behavioural management guidelines and support for parents and carers

	

	Child aged 15-17 years (by prescriber specialising in the treatment of adults)

	(
	Please tick to indicate inclusion in the report

	 FORMCHECKBOX 

	Patient’s blood pressure, weight and height

	 FORMCHECKBOX 

	Information on the principal diagnosis and the diagnostic criteria/tools used

	 FORMCHECKBOX 

	Information on the objective of the treatment

	 FORMCHECKBOX 

	Detailed information on any co-morbidities

	 FORMCHECKBOX 

	Developmental history and information on social functioning

	 FORMCHECKBOX 

	Corroborative history from the parents and guardians

	 FORMCHECKBOX 

	Corroborative history from the school (if attending)

	 FORMCHECKBOX 

	Information on any non-pharmacological interventions trialled

	 FORMCHECKBOX 

	A management plan on addressing substance abuse (if required)

	 FORMCHECKBOX 

	Urine drug screen (collected in accordance with ANZ Standard 4308)

	

	High dose

	(
	Please tick to indicate inclusion in report

	 FORMCHECKBOX 

	Justification for decision to trial high dose stimulants

	 FORMCHECKBOX 

	Involvement of parents in therapeutic care plan (child only)

	 FORMCHECKBOX 

	Behavioural management guidelines and support for parents and carers (child only)

	Signature: 
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