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	pharmacy:

Sedative ManagemeNT Plan



	Your patient’s privacy
The TAC will treat the information requested as confidential and will use the information in this questionnaire for the purpose of determining the TAC’s liability to pay for medication for your patient. 
	
	The information will not be disclosed to a third party unless this is required by law. If the TAC is not provided with this information it may affect the TAC’s ability to determine liability to fund the cost of the medication sought.



	Patient details
	
	

	Patient name
	
	Claim no.

	     
	
	     

	Patient address
	
	Date of birth
	
	Date of accident

	     
	
	     /     /     
	
	     /     /     

	     
Post code       
	
	


	The clinical indication for the use of a sedative(s) Please tick the appropriate box(es)

	 Insomnia 
	- Acute                                                                      
	 FORMCHECKBOX 

	
	 Acute Phobia (eg fear of driving)                                                     
	 FORMCHECKBOX 


	
	-  Sub-Acute                                                                
	 FORMCHECKBOX 

	
	 Acute Bereavement                                                                            
	 FORMCHECKBOX 


	                
	-  Chronic                                                                   
	 FORMCHECKBOX 

	
	 Acute Alcohol Withdrawal                                                                 
	 FORMCHECKBOX 


	 Anxiety
                
	- Acute
	 FORMCHECKBOX 

	
	 Epilepsy


	 FORMCHECKBOX 


	                             
	- Sub-acute

	 FORMCHECKBOX 

	
	 Other substance withdrawal (including benzodiazepines)


	 FORMCHECKBOX 


	             
                
	- Chronic
	 FORMCHECKBOX 

	
	 Maintenance of Benzodiazepine dependence


	 FORMCHECKBOX 


	 Anxiety 
	- associated with  illicit drug use                          
	 FORMCHECKBOX 

	
	 Other (please specify)        
	 FORMCHECKBOX 



	The relationship of each of the above condition(s) to the transport accident attach additional notes if required

	

	

	

	

	


	Past Medication History

	Patient’s pre-accident use of sedatives including diagnosis, medication required, dose and duration of use  

	

	

	

	


	Has the accident aggravated a pre-existing condition?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Please provide details of pre-accident condition, extent of aggravation and change in medication required

	

	

	

	


	Sedative Medication Plan

	The name, proposed dose, frequency and expected duration of use of the prescribed sedative(s)

	

	

	

	

	

	The expected benefit of sedative use

	


	Does the patient require daily or weekly dispensing?          

	     FORMCHECKBOX 
  Daily            FORMCHECKBOX 
  Weekly

	Off Label Use of Sedatives (where the intended use or duration differs from that described in the Product Information) 
Provide the clinical rationale if the current use of sedative/s is considered ‘off-label’

	

	

	

	

	

	

	Details of management strategies in place to minimise sedatives use and recommendations for future management of sedative minimisation 

	

	

	

	

	

	

	

	Proposed management plan when the sedative is ceased or is ineffective in resolving symptoms

	

	

	

	

	

	

	Have risk reduction and future plans recently been discussed with the patient?    FORMCHECKBOX 
  Yes    FORMCHECKBOX 
   No

Please provide details

	

	

	

	


Provider details
	Provider name, address and phone no. Use practice stamp where possible
	
	Signature

	
	
	

	
	
	

	
	
	HIC provider no.

	
	
	     

	
	
	Qualifications

	
	
	     

	
	
	Date

	
	
	     /     /     


Please attach any information that may be relevant.

Authorisation
	I,
	     
	of
	     


hereby authorise you to supply the TAC with information requested on this form and to discuss the contents of this form, and any ongoing issues of my treatment, with officers or representatives of the TAC.

	Signature of client, parent or guardian
	
	Print name
	
	Date

	
	
	     
	
	     /     /     

	
	
	
	
	


Please attach any information that may be relevant.
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PHF34 1204
	60 Brougham Street

Geelong Vic 3220

PO Box 742
Geelong Vic 3220

Ausdoc DX 216079 Geelong
	Telephone 1300 654 329

STD Toll Free 1800 332 556
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