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	Exceptional Medicinal Treatment Request Form


	

	


	Patient’s Name

	

	Date of Birth
	
	I.D. Card Number
	
	Mobile Number

	                                             	
	                        	
	                              
	

	Address

	

	

	Request
	☐
	New Request
(refer to Section 1)
	☐
	Renewal 
(refer to Section 2)

	
	☐
	In-patient use
	☐
	Out-patient use

	

	Entitlement to Free Medicines
	☐
	Schedule V Condition
	                                           
	
	☐
	Schedule II

	
	☐
	No Schedule II or Schedule V entitlement

	

	Medication Requested
	
	Dosage Form and Strength

	                                                                       	
	                                                                  
	

	Dosage Regimen
	
	Expected Duration of Therapy

	                                                                  	
	                                                             



Section 1: New Requests

	Clinical Indication/s

	



	

	Reason/s why drug is being requested

	


	
	

	What treatment (if any), was previously taken by this patient for this indication?
	



	
	

	What are the circumstances that make other treatments inappropriate for this patient?
	




	
	

	What would be the next best alternative management plan?
Including non-formulary and/or non-pharmacological treatment
	



	
	

	How many other patients (with the same indication) are envisaged to require this treatment over the next 12 months?

	



	

	What is the evidence base for the requested treatment in this situation?
Any scientific evidence or relevant information (including laboratory results) to support this request can be sent via email to dpa.emt@gov.mt
	





	
Section 2: Renewal of Treatment


	

	If the patient is currently taking the requested medicine through the National Health Service, please provide evidence of its efficacy.
	



	





______________________________________
	   
	




______________________________________

	Signature of Consultant
	
	Signature of Clinical Chairperson 
(not required for renewal of treatment)


	
	
	

	                                                                                
	
	                                                                           
	Name in BLOCK LETTERS and 
Registration Number
	
	Name in BLOCK LETTERS and 
Registration Number

	 

	Date:
	                                        	
	Date:
	                                            
	

	For Office Use only: 
	
	Approved
	Date:
	
	

	
	
	Not Approved



This form will be returned if any section is not completed.
Data Protection Statement

All personal data is required to provide you with health care services as necessary, and is processed in accordance with the Data Protection Act, as permitted by law. Further information about your data can be obtained on request.
-1-

This form will be returned if any section is not completed.
Data Protection Statement

All personal data is required to provide you with health care services as necessary, and is processed in accordance with the Data Protection Act, and as permitted by law. Further information about your data can be obtained on request.
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