
Couchiching Ontario Heath Team

Last name: First name:

Address:

DOB: Gender:

Phone Number:
  Health Card with Version Code:

PATIENT INFORMATION:

PRESCRIBER ATTESTATION (Must be checked to be eligible for treatment)

Prescriber name:

Patient is eligible 

CPSO#:

Direct contact number (not office line):

Signature:

PRESCRIBING PHYSICIAN: Please attach a copy of the patient's current medication list
prescription, non-prescription, over the counter and herbal medications with this form

Height (cm):
Weight (kg):

completed.
Brief medical history and relevant clinical concerns (where applicable, documentation
can be attached)

I confirm this information is provided in attached documents (if not, provided below)

Note: For patients with mild COVID 19 with confirmed COVID 19. These products are available for use under an interim authorization
(Interim order) by Health Canada to prevent the progression of mild to moderate COVID 19 in adult patients 18 and up

who are at high risk for progression to severe COVID 19, including hospitalization or death.

Criteria for use: All fields must be completed to be eligible for treatment for Paxlovid (nirmatrelvir/ritonavir)

Be symptomatic. Please specify symptoms:

Date of symptom onset: (treatment must be given within 5 days of symptom onset)

Date of positive COVID 19 test:

AND
at least one criteria below- (please click on the picture below to bring up tool to circle on form which applies)

Date/Time:

COVID-19 Anti-Viral Eligibility- Prescriber/Pharmacist

Informed consent obtained
(product monograph will be
provided by the pharmacy)

CONSENT:

Creatinine:
Date:
eGFR:
Date:

IDNOW RAT PCRSelect type:

* NOT recommended if eGFR <30ml/min OR  with severe hepatic impairment (Child-Pugh Class C)

Billing#:

Drug/Drug interactions reviewed Patient is NOT eligible

eGFR

>60mL/min (normal renal function or mild renal impairment)

>30 to <60mL/min (moderate renal impairment)

PAXLOVID Dose
300mg Nirmatrelvir (two tablets of 150mg each) with 100mg Ritonavir
(one tablet of 100mg) taken together twice daily for 5 days

150mg Nirmatrelvir (one tablet of 150mg) with 100mg of Ritonavir (one tablet

of 100mg), taken together twice daily for 5 days

Pregnant: yes no

Communication Form

)

OR Prescriber Discretion with informed patient consent: (please add rationale)

Prescription completed and sent with this tool
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