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Visit wsib.ca/submit to submit this form and supporting documents.

Medication exception form

Only medication prescribers can fill out the medication exception form. This form cannot be filled out by anyone else, including
the person with an injury or iliness.

Patient information
Claimant name Claim number

Prescriber signature and billing information

| declare that the information included in this form is true and complete. | understand it's an offence to knowingly make a
false statement or representation to the WSIB.

Prescriber’s name Signature Date

Prescriber’s street address City Province Postal code

[ ] Check this box if you are completing and submitting this form electronically. This represents your signature. You must fill
out your name and the date above.

Contact phone number Service date WSIB provider ID

HST registration number HST amount billed Prescriber’s invoice number

Fee code(s): please check off one or both boxes to ensure correct payment, only check off both boxes if you fill out both
parts A and B:

[ 11 need to be paid for part A (non-opioid treatment request) under fee code M758 ($56.05)
[ 11 need to be paid for part B (opioid treatment request) under fee code M639 ($65.00)

Requested medication(s) for work-related injury or iliness

Dosage and MED Expected Work-related diagnosis
Medication name frequency (if applicable) duration being treated

This form is for (choose one or both):
[_|Non-opioid treatment (complete part A) [ Opioid treatment (complete part B)

Email accessibility@wsib.on.ca if you need a different format or accommodation. Disponible en frangais.
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Claimant name

Claim number

Part A: Non-opioid treatment requested

1. Provide rationale for prescribing the medication(s) for the work-related injury or illness outside of the WSIB formulary.

a. Forinitial requests, list previously trialed medications, including those that were contraindicted or not tolerated.

List the goals of therapy for this medication and clinical indicators that support the need for ongoing treatment, including
any plan to increase or decrease the dosage.

Estimate the patient’s level of overall function in the past week (where 10 means the person is back to the level of
function they had before the injury or iliness):

C1 J2 U3 [J4 [15 [Je [J7 [J8 [J9 [I10

Indicate any areas that have improved with these medication(s):
(| Ability to work [_]Activities of daily living [ |Attention [ Mobility [ IMood

[ ]Pain [ ISleep [] Sociability [ ] Other:

List any comorbidities and/or safety concerns related to the use of the requested medication(s).

Provide any other pertinent information related to this request (e.g. blood levels, urine screen, pulmonary function tests):

10880A Page 2 of 3



l g\r(a!E | wsib.ca

Claimant name Claim number

Part B: Opioid treatment request

Opioid treatment agreement: [ lYes [ No |Naloxone kit recommended: [ lYes [ INo

Opioid Risk Tool: [ lYes [ No Score:

1. Provide rationale for prescribing the medication(s) for the work-related injury or illness outside of the WSIB formulary.

a. For initial requests, list previously trialed medications, including those that were contraindicted or not tolerated.

b. List the goals of therapy for this medication and clinical indicators that support the need for ongoing treatment, including
any plan to increase or decrease the dosage.

c. Has the morphine equivalent dose increased from the previous dose? [ lYes [ INo

d. Estimate of the patient’s average pain severity in the past week (where 10 is persistent, sever pain):

1 2 I3 [J4 [J5 [e [J7 [J8 [J9 [110

e. Estimate of the patient’s level of overall function in the past week (where 10 means the person is back to the level of
function they had before the injury or iliness):

12 113 14 15 [1e [17 [18 ['19 [110

f. Indicate any areas that have improved with these medication(s):
[ 1Ability to work [ |Activities of daily living | Attention [ IMobility [ IMood

[ 1Pain [ ISleep [ Sociability [ |Other:

2. List any comorbidities and/or safety concerns related to the use of the requested medication(s).

Has the patient experienced:
Loss of prescription: [ 'TYes [® No Early renewals: [ JYes [ INo

Unsanctioned dose escalation: ['1Yes [ No

3. List any concurrent medications the patient is taking that are potentially sedating (e.g. benzodiazepines, hypnotics,
gabapentinoids, etc.).

4. Have you considered tapering or rotating the opioid medication? [ lYes [INo
If so, please provide the tapering plan for the patient.
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