
	 Check	a,	b	or	c

	 I	certify	that	the	patient:

	 a.	❒	has	been	hospitalized	for	a	psychiatric	condition,		

	 OR	without	the	medication

	 b.	❒	is	likely	to	require	hospitalization,	
	
	 OR

	 c.	❒	other	serious	consequences	are	very	likely	(e.g.	unemployment,	child	neglect,	etc.)

	 Name	of	prescribing	physician	(print)	 Signature	 	 	 	 								Date

	 Signature	of	Director	or	Designate	 Date

	 Note:	This	authorization	will	expire	in	 ❒	 1	year	 Date:

	 	 	 ❒	 or	earlier	Date:

	 Name:	 Gender:	 ❒		M	 	 ❒		F	

	 Address:	
	 	 	 	 	 	 	 	 	 	 	 	
	 	 	 	 	 	 	 	 	 										Postal	Code:

	 Telephone:	 Date	of	Birth:

	 Personal	Health	Number	(PHN)	 Mandatory
	
	 1.	 The	cost	of	the	prescribed	psychiatric	medication	is	a	significant	barrier	to	me	taking	my	medication.	I	have	no	other	
	 	 financial	coverage,	and	I	believe	I	qualify	for	Premium	Assistance	($28,000	family	adjusted	net	income	plus	$3,000		
	 	 per	dependent).
	 2.	 I	consent	to	the	release	of	financial	and	clinical	information	about	me	to	the	mental	health	centre	and	the	Ministry	of		
	 	 Health	for	the	sole	purpose	of	verifying	my	eligibility	for	this	program.	
	 3.	 I	understand	that	the	personal	information	collected	on	this	form	relates	directly	to	and	is	necessary	for	program	
	 	 operations.	The	information	will	be	handled	in	accordance	with	the	Freedom	of	Information	and	Protection	of	Privacy	Act.		
	 	 If	I	have	any	questions	about	the	collection	and	use	of	this	information,	I	will	contact	my	Health	Authority.	

	 Signature	of	Applicant	 	 	 	 Date	 	 	 	 	 	

ApplicAtioN for 
psychiAtric MedicAtioN coverAge

A.  to be sigNed As true by the ApplicANt

b.  to be sigNed by the prescribiNg physiciAN - send to local Mental health centre/Authority. (do Not send 
   to Msp/pharmacare or Mental health & Addictions headquarters.)
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	 yyyy	 mm	 		dd

c. ApprovAl by MeNtAl heAlth ceNtre / Authority


