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SA Health 

Streamline Non Formulary Request: 

Iodised Oil Injection (Lipiodol Ultra Fluid®) 
Iodised Oil Injection (Lipiodol Ultra Fluid®) is not listed on the South Australian 

Medicines Formulary however is available on request for ENT Surgeon for treatment of 

recurrent juvenile parotitis. This is an off-label indication, please ensure the patient 

(parent/guardian for Paediatrics) has provided informed consent. 

The following information is required to be provided by the prescriber prior to dispensing. 

Patient details: 

Name: 

UR #: Date of birth: Gender: 

Patient location (site/hospital): 

Prescriber Eligibility for Iodised Oil Injection (Lipiodol Ultra Fluid®): 

Prescriber is an ENT Surgeon or ENT Registrar AND  

Prescriber agrees to provide the outcome data at 12 months after treatment 

Patient Eligibility for Iodised Oil Injection (Lipiodol Ultra Fluid®): 

Patient has had TWO or more recurrences of juvenile parotitis episodes in 12 
months AND  

Had failed treatment with antibiotics and sialagogues AND 

Iodised oil will be used as single dose  

Antibiotics trialled: 

Sialagogues trialled: 

Outcome assessment: 

Prescriber agrees to provide the following information at 12 months after treatment: 

Number of parotitis episodes after injection 

Adverse events  
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Prescriber details: 

I certify that the above information is correct                  

Date:                                                 

Prescriber Name:   

Position:  

Clinical unit, hospital:  

Telephone No:   Pager No:  

Forward this form to your clinical pharmacist or Pharmacy Department. 

 

PHARMACY USE INFORMATION 

Entered in iPharmacy  Yes          No   Signature:   

Entered in database  Yes          No     Date:  
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