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Consumer Name: ___________________________________ Consumer D.O.B: ________________ 

Product Request: 

Category 

Description 

Manufacturer 
Code 

Supplier 
Code 

Clinical Justification: 

Is an alternative product available in the current list?    Yes        / No 

If yes, please provide details explaining why you are unable to prescribe the product. 

Practitioner Name: ____________________________________Practitioner Registration Number: ___________ 

Practitioner Contact Phone Number: ____________________  

Signed: ____________________________________    Date: _____________ 
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Practitioners will be notified of the outcome once the decision has been made. 

SWEP use only 

Date: ______________ 

Clinical Advisor completing assessment: 

_____________________________ 

Approved:  Yes       / No 

Explanation of outcome: 

Practitioner notified of outcome: (Date) __________________ 
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