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Insulin Pump Consumables

Initial application — type 1 diabetes
Applications from any relevant practitioner. Approvals valid without further renewal unless notified.

Prerequisites(tick boxes where appropriate)

D The patient has type 1 diabetes
or
D The patient has permanent neonatal diabetes or specific monogenic diabetes subtypes with insulin deficiency, considered by the
treating endocrinologist as likely to benefit
or
I:] The patient has Type 3c diabetes considered by the treating endocrinologist as likely to benefit (Type 3c diabetes includes insulin
deficiency due to pancreatectomy, insulin deficiency secondary to cystic fibrosis or pancreatitis)
or
I:] The patient has atypical inherited forms of diabetes
and
D Patient has been evaluated by a diabetes multidisciplinary team for their suitability for insulin pump therapy
and
I:I In the opinion of the treating relevant practitioner the patient would benefit from an Automated Insulin Delivery (AID) system

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

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



