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Certification that the patient meets the Pharmaceutical 
Benefits Advisory Committee’s criteria for prescription of 
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Patient’s Name: ……………………………………………………………….. 
 
Patient’s ID Number: …………………………………………………………. 
 
Patient’s Medicare Number: ………………………………………………….. 

 

tify that the above named patient satisfies the Pharmaceutical Benefits Advisory 
mittee's clinical criteria for the prescription of: 

g name)………………………………………………………………………………… 

h limits it to: 
ical indication)…………………………………………………………………...……. 

………………………………………………………………………………………… 

………………………………………………………………………………………… 

………………………………………………………………………………………… 

ature: ……………………………………………………..Date:……./….../…………. 

e:…………………………………………………………….. 

ital:………………………………………………………….. 

e case of authorised prescribers of HIV/AIDS and/or Hepatitis C drugs, the following 
ld also be included. 

ider Number:……………………………………………. 

ress:……………………………………………………… 

ne:………………………………………………………. 


