INITIAL REQUEST FOR THE TREATMENT OF HEPATITIS B

Individual Clinical Review (Section 16) (Fax 416-327-7526 or 1-866-811-9908)
Section 1 – PRESCRIBER INFORMATION
Section 2 – PATIENT INFORMATION

	
	
	PATIENT FIRST AND LAST NAME

     

	FAX: 
	TEL: 
	
	DOB (d/m/y): 
	HC      


Section 3 – DRUG REQUESTED

	 FORMCHECKBOX 
 Lamivudine    FORMCHECKBOX 
 Entecavir    FORMCHECKBOX 
 Adefovir    FORMCHECKBOX 
 Tenofovir    FORMCHECKBOX 
 Other:   


Section 4 – CLINICAL INFORMATION (Attach an additional sheet to provide other relevant information if more space is required)

1. Previous treatment and response to treatment:
	 FORMCHECKBOX 
 None     FORMCHECKBOX 
 Lamivudine     FORMCHECKBOX 
 Adefovir    FORMCHECKBOX 
 Tenofovir FORMCHECKBOX 
 Entecavir     FORMCHECKBOX 
 Other:

 FORMCHECKBOX 
 Virological Breakthrough: 

      Treatment started date (d/m/y)       when pre-treatment HBV DNA was       IU/mL
      First negative or Lowest HBV DNA on date (d/m/y)       was       IU/mL,

      First viral load breakthrough on date (d/m/y)       was       IU/mL

      Viral load breakthrough confirmed 1 month later on date (d/m/y)       was       IU/mL
 FORMCHECKBOX 
 No breakthrough but need change in therapy because:




2. Viral Serology: 
	
	Date (d/m/y)
	Serology Results

	At least 6 months prior:
	
	HBsAg  FORMCHECKBOX 
 Pos 

	Six months prior:
	
	HBeAg  FORMCHECKBOX 
 Pos  FORMCHECKBOX 
 Neg      Anti-HBe   FORMCHECKBOX 
 Pos  FORMCHECKBOX 
 Neg

	Three months prior:
	
	HBeAg  FORMCHECKBOX 
 Pos  FORMCHECKBOX 
 Neg      Anti-HBe   FORMCHECKBOX 
 Pos  FORMCHECKBOX 
 Neg

	Current:
	
	HBeAg  FORMCHECKBOX 
 Pos  FORMCHECKBOX 
 Neg      Anti-HBe   FORMCHECKBOX 
 Pos  FORMCHECKBOX 
 Neg

	Current:
	
	HBV DNA       IU/mL

	Last test:
	
	Anti-HCV  FORMCHECKBOX 
 Pos  FORMCHECKBOX 
 Neg


4. Liver Enzymes (Provide three ALT values, including normal range, >2 ULN over the previous >3 months): 
	Date (dd/mm/yy): 
	Date (dd/mm/yy): 
	Date (dd/mm/yy): 

	    N<40
	    N<40
	    N<40


5. Current Blood Work 
	Lab
	Date (d/m/y)
	Results
	Lab
	Date (d/m/y)
	Results

	Hb
	
	
	AST
	
	

	WBC
	
	
	Albumin
	
	

	Platelets
	
	
	Bilirubin
	
	

	INR
	
	
	Creatinine
	
	


6. Evidence of advanced fibrosis or cirrhosis (biopsy or clinically)?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No. If yes, provide details below
	
	Date (d/m/y)
	Results

	Metavir Stage of Fibrosis (0-4)
	
	

	Radiographic evidence
	
	Attach report


7. Immunosuppression 
	 FORMCHECKBOX 
 Chemotherapy:          Start Date:                    Duration:                                Regimen:

	 FORMCHECKBOX 
 Organ transplant:     Organ type: 

	HIV Status:      FORMCHECKBOX 
 Pos  FORMCHECKBOX 
 Neg

	Medications:     


8. Additional Information: 
	Prescriber Signature:


	CPSO Number:

	Date:

August 13, 2009


