RENEWAL 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   


Section 4 – RESPONSE TO TREATMENT (Attach an additional sheet to provide other relevant information if more space is required)

	
	Pre-Treat
	3 months
	6 months
	9 months
	Current

	Date (d/m/y)
	23/1/06
	8/2/08
	5/9/08
	4/12/08
	3/4/09

	HBV DNA (IU/mL)
	3.86E8 
	1.39E8
	8.28E1
	<12
	<12

	HBeAg
	 FORMCHECKBOX 
 Pos  FORMCHECKBOX 
 Neg      
	 FORMCHECKBOX 
 Pos  FORMCHECKBOX 
 Neg      
	 FORMCHECKBOX 
 Pos  FORMCHECKBOX 
 Neg      
	 FORMCHECKBOX 
 Pos  FORMCHECKBOX 
 Neg      
	 FORMCHECKBOX 
 Pos  FORMCHECKBOX 
 Neg      

	Anti-HBe
	 FORMCHECKBOX 
 Pos  FORMCHECKBOX 
 Neg      
	 FORMCHECKBOX 
 Pos  FORMCHECKBOX 
 Neg      
	 FORMCHECKBOX 
 Pos  FORMCHECKBOX 
 Neg      
	 FORMCHECKBOX 
 Pos  FORMCHECKBOX 
 Neg      
	 FORMCHECKBOX 
 Pos  FORMCHECKBOX 
 Neg      

	HBsAg
	
	
	
	
	 FORMCHECKBOX 
 Pos  FORMCHECKBOX 
 Neg      

	ALT
	
	
	
	
	

	AST
	
	
	
	
	

	Hb
	
	
	
	
	

	WBC
	
	
	
	
	

	Platelets
	
	
	
	
	

	INR
	
	
	
	
	

	Albumin
	
	
	
	
	

	Bilirubin
	
	
	
	
	

	Creatinine
	
	
	
	
	


Additional Information: 
	Prescriber Signature:


	CPSO Number:

	Date:

August 12, 2009


