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pharmacare
special authority request

section 1 – prescriber information
 maiL confiRmaTion

section 2 – patient information

pharmacare use only

indication(s) for special authority (please check all that apply, and specify with supporting details)

paTienT (famiLy) name

daTe of biRTH (yyyy / mm / dd)

paTienT (given) name(s)

effecTive daTe (yyyy / mm / dd)

i have discussed with the patient the purpose of the release of the 
patient’s information to pharmacare to obtain special authority for  
prescription benefit and for the purposes set out above.

personal information on this form is collected for the operations of the ministry of Health. 
The ministry will use the information in the decision to provide pharmacare benefits for the 
medication requested, and for implementation, monitoring and evaluation of this and other 
ministry programs, and for the management and planning of the health system generally. 
personal information will be used and disclosed in accordance with the privacy protection 
provisions of the freedom of information and protection of privacy act. if you have any 
questions about the collection of this information, call Health insurance bc from vancouver 
at 1-604-683-7151 or from elsewhere in bc toll free at 1-800-663-7100 and ask to consult a 
pharmacist concerning the special authority process. prescriber’s signature (mandatory)

for up to date criteria and forms, please check: http://www.health.gov.bc.ca/pharmacare/prescribe.html

fax requests to 1 800 609-4884 (toll free) or mail requests to: pharmacare, Box 9652 stn prov govt, Victoria, Bc  V8w 9p4
This facsimile is doctor-patient privileged and contains confidential information intended only for pharmacare. any other distribution, copying or disclosure is strictly prohibited. if you have 
received this fax in error, please write “mis-diRecTed” across the front of the form and fax toll-free to 1 800 609-4884, then destroy the pages received in error.
should approval be granted for this special authority request, pharmacare’s authorization is solely for the purpose of providing prescription benefit for the cost of the requested medication. 
pharmacare makes no representation about the suitability of the requested medication for the patient’s, or any other, medical condition or problem.

Forms with information missing will be returned for completion. If no prescriber fax or mailing address is provided, PharmaCare will be unable to return a response.

daTe of appLicaTion (yyyy / mm / dd)

critical for
processing

peRsonaL HeaLTH numbeR (pHn)

➙

pRescRibeR’s name and maiLing addRess

 coLLege id OR  msp numbeR pHone numbeR (incLude aRea code)

critical for a
timely response

pRescRibeR’s fax numbeR

➙

section 3 – medication detail information

 new RequesT

 RenewaL

medicaTion RequesTed dose and Regimen

 diagnosis requiring use  previously tried therapies, and response  patient-specific contraindications to alternatives (if applicable)

sTaTus duRaTion of appRovaL

PharmaCare may request additional documentation to support this Special Authority request.
Potential coverage is still subject to patient eligibility, annual deductibles, and the Low Cost Alternative pricing program (if applicable).
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