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Government of Ontario
Ministry of Healthand Long-Term Care
Ontario Public Drug Programs (OPDP)Drug Programs Delivery Branch5700 Yonge St., 3rd floorToronto ON  M2M 4K5
Fabry Disease Enzyme Replacement Therapy (Agalsidase) Renewal
Fax completed form to the Canadian Fabry Disease Initiative (CFDI) Ontario office at 416 619-5523
For additional information please contact the CFDI at 416 586-4800, ext. 4231.
Section 1 ─ Prescriber Information
Mailing Address
Section 2 ─ Patient Information
Is the patient still eligible for Enzyme Replacement Therapy according to the Canadian Fabry Disease Treatment Guidelines? 
Is the patient still eligible for Enzyme Replacement Therapy according to the Canadian Fabry Disease Treatment Guidelines? 
Does the patient have access to private insurance?
Does the patient have access to private insurance?
Section 3 ─ Signature
Collection and Use of Personal InformationThe information on this form is collected under the authority of the Personal Health Information Protection Act, 2004, S.O. 2004, c.3, Sched. A (PHIPA) and Section 13 of the Ontario Drug Benefi t Act, R.S.O. 1990c.O.10 and will be used in accordance with PHIPA, as set out in the Ministry of Health and Long-Term Care “Statement of Information Practices”, which may be accessed at www.health.gov.on.ca. If you have any questions about the collection or use of this information, call Ontario Public Drug Programs at 1 866 811–9893 or contact the Director, Exceptional Access Program, 5700 Yonge St., 3rd Floor, Toronto ON M2M 4K5.
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