APPLICATION FOR SUBSIDY

Enquiries to Ministry of Health
0800 855 066 BY SPECIAL AUTHORITY

APPLICANT (stamp or sticker acceptable) PATIENT NHI: L
Reg NO: e First Names: ...
NAME: oo SUIM@ME: ..
AArESS: v DOB: et e

AdAress: ...ocoiiiiiiiic

Pilocarpine — Eye drops 2% single dose

Page 1
Form SA2644
August 2026
REFERRER Reg NO: ....cooiiiiieceeeeee
First Names: .....oooveeiieieeeeeceeeee e
S04 = 1=
AdArESS: ..veiiiie e

Initial application
Applications from any relevant practitioner. Approvals valid for 2 years.

Prerequisites(tick boxes where appropriate)

I:l Patient has to use an unpreserved solution due to an allergy to the preservative
or

D Patient wears soft contact lenses

Renewal

Applications from any relevant practitioner. Approvals valid for 2 years.
Prerequisites(tick box where appropriate)

I:' The treatment remains appropriate and the patient is benefiting from treatment

| 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




