	PRIVATE 
Request For Non-Formulary DrugPRIVATE 

UConn John Dempsey Hospital

Department of Pharmacy

	Patient Name:

Admission number:



Date:






Time:

Drug Name/Strength/Dosage Form:

Dosage schedule:

Anticipated length of therapy with requested agent:

Formulary agents tried or suggested:

Justification for Use of Non-formulary Product over Formulary Alternatives:

FOR INPATIENTS ONLY:

Anticipated length of hospital admission:

Justification for initiation of therapy prior to discharge: 
If product will be continued at discharge, will the patient be able to obtain (e.g. covered by insurance, availability outpatient)?

Requesting Provider (print name):

Requesting Provider Contact Information:

Requesting Service or Division:
Required Signatures:

 __________________________________ 

__________________________________________                                                                

Attending Physician or Resident Physician
              Pharmacist 

Pharmacist Initial:  ____All necessary providers have been contacted for pre-authorization of high cost therapy?
NOTE:
2-3 business days may be required to obtain a non-formulary drug.  All non-formulary requests will be reviewed by a member of the Pharmacy and Therapeutics Committee for approval.
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