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NON-FDA APPROVED USE JUSTIFICATION FORM

PHYSICIAN: DATE:
Signature

MEDICAL DIRECTOR: DATE: _
Signature

MEDICATION REQUESTED FOR NON-FDA APPROVED USE:

JUSTIFICATION:

APPROVED: REJECTED: DATE:

MONITORING

DATE(S) COMMENTS

_______________ _________________________________________________________

_______________ ________________________________________________________

_______________ ________________________________________________________

_______________ ________________________________________________________

_______________ ________________________________________________________

_______________ ________________________________________________________


