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	occupational therapy Supported accommodation

functional independence review



	Your client’s privacy

The TAC will retain the information provided and may use or disclose it to make further inquiries or assist in the ongoing management of the claim or any claim for common law damages. The TAC may also be required by law to disclose this information.
	
	Without this information, the TAC may be unable to determine entitlements or assess whether treatment is reasonable and may not be able to approve further benefits and treatment.

If you require further information about our privacy policy, please call the TAC on 1300 654 329 or visit our website at www.tac.vic.gov.au

Please refer to the notes for assistance in completing this form.  A copy of this form will be provided to your client upon completion.


	Client details
	
	

	Client name
	
	Claim no.

	     
	
	     

	Client address
	
	Date of birth
	
	Date of accident

	     
	
	     /     /     
	
	     /     /     

	     
	
	Telephone no.


	     
Post code       
	
	     


Supported Accommodation Functional Independence Review completed by

	Name
	
	Telephone no.
	
	Fax no.

	     

	
	     
	
	     


Qualification
	     



	TAC support coordinator
	
	
	
	

	Name
	
	Telephone no.
	
	Fax no.

	     
	
	     
	
	     


	Date of last Functional Independence Review
	
	Date Functional Independence Review submitted

	     
	
	
	
	     
	
	


Name of client’s current primary medical provider (e.g. GP, Dr John Smith) 
	     


Reason for referral 
	     
1a. Details of current Supported Accommodation  facility eg Number of residents, Number of staff, Name of facility, Overnight staffing, Level of supervision

     



	Other Services
	Funding source
	If other, please provide name of the provider
	Current hours of funded services in addition to support provided by the Supported Accommodation facility 

	Attendant care

	
Personal care
	 FORMCHECKBOX 
TAC  FORMCHECKBOX 
Other  FORMCHECKBOX 
N/A
	
	     

	
Therapy support
	 FORMCHECKBOX 
TAC  FORMCHECKBOX 
Other  FORMCHECKBOX 
N/A
	
	     

	
Community access
	 FORMCHECKBOX 
TAC  FORMCHECKBOX 
Other  FORMCHECKBOX 
N/A
	
	     

	Allied health assistant
	 FORMCHECKBOX 
TAC  FORMCHECKBOX 
Other  FORMCHECKBOX 
N/A
	
	     

	Community based rec/leisure supports 
(e.g. neighbourhood house)
	 FORMCHECKBOX 
TAC  FORMCHECKBOX 
Other  FORMCHECKBOX 
N/A
	
	     

	Community group programs
	 FORMCHECKBOX 
TAC  FORMCHECKBOX 
Other  FORMCHECKBOX 
N/A
	
	     

	Other please specify
	 FORMCHECKBOX 
TAC  FORMCHECKBOX 
Other  FORMCHECKBOX 
N/A
	
	     


Comments regarding other funding

	     


1b. Participants and information used in the Supported Accommodation Functional Independence Review
	Name
	Relationship to client
	Contact telephone number
	Means of information provision (report, verbal contact, present at home visit)

	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 



Client participation

2a. Comment on the client’s ability to engage in this review process

	     


2b. If appropriate, provide an outline of the client’s level of satisfaction with their current TAC funded program, plus a summary of what activities they would like to focus on in the future 

	     


Background information

3a. Injuries sustained in the transport accident (include any complications from injuries e.g. epilepsy)

	     


3b. Pre-accident injuries and illnesses

	     


3c. Current non-accident related injuries or illnesses

	     


Current status

4a. Social situation (Family, friends, social support))

	     


4b. Vocational / education

	     


4c. Physical / mobility / transfers (include indoor / outdoor mobility, upper and lower limb function, balance, splinting, equipment required i.e. hoists, powered wheelchairs)

	     


Please complete the following table relating to the clients current equipment (if known)
	Equipment currently used
	 Make/model/supplier/modifications/accessories
	Approximate

Date

 supplied
	Approximate

Date of Last service


	Service 

Required

Y/N
	Repair

Required

Y/N

	Example only

( Electric Wheelchair
	Wheelie 750/Additional Battery and oxygen cylinder holder Joe’s Wheelchair supplies
	June 2003

	Aug 2005
	Y
	N

	 FORMCHECKBOX 
 Bed
	        
	     
	     
	     
	     

	 FORMCHECKBOX 
 Electric wheelchair
	        
	     
	     
	     
	     

	 FORMCHECKBOX 
 Manual wheelchair
	        
	     
	     
	     
	     

	 FORMCHECKBOX 
 Commode
	        
	     
	     
	     
	     

	 FORMCHECKBOX 
 Hoist
	        
	     
	     
	     
	     

	 FORMCHECKBOX 
 Pressure cushion
	        
	     
	     
	     
	     

	 FORMCHECKBOX 
 Other
	        
	     
	     
	     
	     

	 FORMCHECKBOX 
 Other
	        
	     
	     
	     
	     


Please provide further details of equipment maintenance / repair requirements

	        



Please list any items the client no longer requires. Do these items require retrieval by the TAC?

	        



4d. Cognitive / behavioural e.g. memory, insight, distractibility

	     


4e. Psychological / emotional

	     


4f. Communication / swallowing

	     


5. Skills and support

Please describe the client’s skills using the two well known instruments, being the Functional Independence Measure (FIM) and the Functional Assessment Measure (FAM).

	FIM™ Instrument*
	
	
	FAM
	
	

	Self care
	
	
	
	
	

	a.
Eating

	 FORMDROPDOWN 

	
	a. Swallowing
	 FORMDROPDOWN 

	

	b.
Grooming
	 FORMDROPDOWN 

	
	b. Car transfers
	 FORMDROPDOWN 

	

	c.
Bathing
	 FORMDROPDOWN 

	
	c. Community mobility
	 FORMDROPDOWN 

	

	d.
Dressing – upper
	 FORMDROPDOWN 

	
	d. Reading
	 FORMDROPDOWN 

	

	e.
Dressing – lower
	 FORMDROPDOWN 

	
	e. Writing
	 FORMDROPDOWN 

	

	f.
Toileting
	 FORMDROPDOWN 

	
	f. Speech intelligibility
	 FORMDROPDOWN 

	

	Sphincter control
	
	
	g. Emotional status
	 FORMDROPDOWN 

	

	g.
Bladder
	 FORMDROPDOWN 

	
	h. Adjustment to limitations
	 FORMDROPDOWN 

	

	h.
Bowel
	 FORMDROPDOWN 

	
	I. Employability
	 FORMDROPDOWN 

	

	Transfers
	
	
	j. Orientation
	 FORMDROPDOWN 

	

	I.
Bed, chair, wheelchair
	 FORMDROPDOWN 

	
	k. Attention span
	 FORMDROPDOWN 

	

	j.
Toilet
	 FORMDROPDOWN 

	
	l. Safety judgement
	 FORMDROPDOWN 

	

	k.
Tub, shower
	 FORMDROPDOWN 
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W-Walk
C-Wheel Chair
B-Both
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	l.
Walk/wheelchair
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	
	
	

	m.
Stairs
	 FORMDROPDOWN 
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Communication
A-Auditory
V-Visual
B-Both
	
	
	
	
	

	n.
Comprehension
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	
	
	

	o.
Expression
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	
	
	

	
V-Vocal
N-Non-vocal
B-Both
	
	
	
	
	

	Social cognition
	
	
	
	
	

	p.
Social interaction
	 FORMDROPDOWN 

	
	
	
	

	q.
Problem solving
	 FORMDROPDOWN 

	
	
	
	

	r.
Memory
	 FORMDROPDOWN 

	
	
	
	

	
	
	
	
	
	


* The FIM data set, measurement scale and impairment codes are the property of U B Foundation Activities, Inc.
	Levels
	
	

	No helper
	Helper – modified device
	Helper – complete dependence

	7 Complete independence (timely, safely)
	5 Supervision 
	2 Maximum assistance (subject = 25% - 49%)

	6 Modified independence (device)
	4 Minimal assistance (subject = 75% or more) 
	1 Total assistance (subject less than 25%)

	
	3 Moderate assistance (subject = 50% or more) 
	


References
Functional Independence Measure (FIM) http://www/weefim.org/
Functional Assessment Measure (FAM) http://www.tbims.org/combi/FAM/ukfam.html

6. Summary of activities

These tables are designed to identify the amount of support time required for a client to perform their ADLs.  Please consider whether the assistance required is deliverable by ’care and support’ in Supported Accommodation or if additional care required.  If the answer under ‘is support provided by the Supported Accommodation facility is “No” please complete the “Current Hours” and “Recommended Hours” columns.
6a. Personal care activities

	Activity
	Functional level
	Type of assistance required
	 Is support provided by the Supported Accommodation facility?
	If yes, please provide the name of the facility
	Current hours
	Recommended hours
	Are there measurable therapy goals in this area?

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	     
	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	     
	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	     
	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	     
	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	     
	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	     
	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	     
	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	     
	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	
	
	
	Total
	     
	     


Comments regarding personal care status including clinical justification for ‘additional care ‘if required
	     



6b. Domestic activities (including household tasks and gardening)

Does client participate in any domestic tasks, if so to what extent and nature of input?
Comments
	     



6c. Community activities (include recreation, leisure and community access eg Community Group programs)

	Activity
	Functional level
	Type of assistance required
	Is support provided by the Supported Accommodation facility?
	If yes, please provide the name of the facility
	Current hours
	Recommended hours
	Are there measurable therapy goals in this area?

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	     
	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	     
	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	     
	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	     
	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	     
	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	     
	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	     
	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	     
	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	
	
	
	Total:
	     
	     


Comments regarding community status including clinical justification for 1:1 attendant care/shared care if required
	     



6d. Other activities e.g. vocational / education / therapy support / self management / organisation 

	Activity
	Functional level
	Type of assistance required
	Is support provided by the Supported Accommodation facility ?
	If yes, please provide the name of the facility
	Current hours
	Recommended hours
	 Are there measurable therapy goals in this area?

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	     
	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	     
	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	     
	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	     
	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	     
	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	     
	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	     
	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	
	     
	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	
	
	
	Total:
	     
	     


Comments regarding vocational / education / therapy support / self management / organisation status including clinical justification for 1:1 attendant care if required
	     



6e. Overnight support requirements
Recommendations regarding assistance required (eg. turning required at night, continence requirements…..)

	     



Alternatives considered

	     



Recommendations regarding clinical justification for ‘additional care’ if required beyond an inactive sleepover

	     



6f. Please provide your opinion on the client’s ongoing need to reside in Supported Accommodation. If continued funding for supported accommodation is requested,  provide clinical justification as to why the client needs to live in  24 hour Supported Accommodation.  If placement is transitional  (i.e.; independent living model) please state goals and projected timeframes that supported accommodation may be required. Please confirm review date.
Recommendations
	     



7. Proposed weekly planner (example of identifying hours breakdown) Please indicate where TAC funded supports are used during the week in addition to care provided by the Supported Accommodation facility , including attendant care, therapy support, shared care/community group programs, etc
	
	Morning
	Afternoon
	Evening/overnight
	Total hours per support type per day

	Example
	 7 – 9 am PC (bowel care, showering dressing): 2 hours  

 9 – 10 am Therapy Support: (stretching) 1 hour 


	1 – 3 pm domestic services: 2 hours 

3 – 4 pm Transport, shopping: CA - 1 hour

4 – 6 Community Group Program

6 – 8 Prepare for bed


	6 – 7 pm personal care (dinner preparation): 1 hour
	 PC:  3 hours

 CA:  1 hour 

TS: 1 hour

 Shared care/CGP: 2 hours



	Monday
	     
	     
	     
	     

	Tuesday
	     
	     
	     
	     

	Wednesday
	     
	     
	     
	     

	Thursday
	     
	     
	     
	     


	Friday
	     
	     
	     
	     

	Saturday
	     
	     
	     
	     

	Sunday
	     
	     
	     
	     

	
	Total hours for week
	1:1

 other

	
	Total hours away from residential care facility
	     


8. Comments, summary and/or recommendations

	


9. If you are requesting further OT services, please complete both tables (9a and 9b).  9b does not need to be completed if this is an initial request for OT services.  

9a. Review service plan

	Functional goal including measurable outcome  
	Achieved / not achieved
	Progress (including barriers to goal achievement)

	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     


	     
	     
	     



9b. Initial service plan

	Functional goal (including measurable outcome)
	Strategies
	Total OT hours requested

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


Proposed services plan

	Total hours of individual OT services
	
	     
	
	Current plan start
	
	      /       /      


	Frequency of services
	
	     
	
	Current plan end 
	
	      /       /      


	Total hours of OT travel time (if required)
	
	     
	
	Anticipated OT discharge
	
	      /       /      


 FORMCHECKBOX 
 Have you discussed this Supported Accommodation Functional Independence Review with the client or the client’s representative and have their consent to supply the TAC with the information collected?

Provider details

	Provider name, address and phone no. Use practice stamp where possible
	
	Signature

	     
	
	

	     
	
	

	     
	
	Days/hours available

	     
	
	     

	     
	
	Date

	
	
	     /     /     
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