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Enquiries to Ministry of Health BY SPECIAL AUTHORITY Form SA2312
0800 855 066 July 2024
APPLICANT (stamp or sticker acceptable) PATIENT NHI: e REFERRER Reg NO: ...,
Reg NO: e First Names: ..o First Names: ..o
NAME: oo SUM@ME: oo SUMAME: oo e
AArESS: v DOB: et AQArESS: e
............................................................................... Pt (o =T T PP PO PP U R PRRUPRTI
Fax NUMDEI: s ettt ettt ettt et et s e et e bt e sbe e seneereenteeeane Fax Number: ...
Aripiprazole

Initial application
Applications from any relevant practitioner. Approvals valid for 12 months.

Prerequisites(tick boxes where appropriate)

D Patient has a current Special Authority approval for olanzapine depot injection, risperidone depot injection or paliperidone depot
injection
and
I:] Patient has tried but has experienced an inadequate response to, or intolerable side effects from, prior therapy with olanzapine
depot injection, risperidone depot injection or paliperidone depot injection

or
D Patient has been unable to access olanzapine depot injection due to supply issues with olanzapine depot injection, or otherwise would
have been initiated on olanzapine depot injection but has been unable to due to supply issues with olanzapine depot injection (see Note
below for the olanzapine Special Authority criteria for new olanzapine depot injection patients prior to 1 April 2024)

Note: The Olanzapine depot injection Special Authority criteria that apply to criterion 2 in this Aripiprazole Special Authority application are as follows:
e The patient has had an initial Special Authority approval for paliperidone depot injection or risperidone depot injection; or
e All of the following:

e The patient has schizophrenia; and

e The patient has tried but failed to comply with treatment using oral atypical antipsychotic agents; and

e The patient has been admitted to hospital or treated in respite care, or intensive outpatient or home-based treatment for 30 days or more in the last
12 months.

Renewal
Applications from any relevant practitioner. Approvals valid for 12 months.
Prerequisites(tick box where appropriate)

I:I The initiation of aripiprazole depot injection has been associated with fewer days of intensive intervention than prior to the initiation of an
atypical antipsychotic depot injection

| confirm the above details are correct and that in signing this form | understand | may be audited.

SIGNEA: e Date: ..o
Post application to Ministry of Health, Private Bag 3015, Wanganui — email: customerservice@health.govt.nz



