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	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.
Please refer to the notes for assistance in completing this form


	Client details
	
	

	Client name
	
	Claim no.

	     
	
	     

	Client address
	
	Date of birth
	
	Date of accident

	     
	
	     /     /     
	
	     /     /     

	     
Post code       
	
	


Status at commencement of program
	Speech pathology clinical diagnosis

	     


	Pre existing speech, language or swallowing issues

	     


	Functional limitations

	     


Summary of service provision
	Duration of intervention
	
	Frequency of intervention

	     
months
	
	     


	Functional limitations targeted during intervention

	     


	Strategies used

	     


	Barriers

	     


	Measured change

	     


Revised intervention plan variations or additional treatment to this plan require prior approval by the TAC
Treatment requested for approval
	Total hours of individual speech pathology treatment
	      hours
	
Total hours of group speech pathology treatment
	      hours


	Allied health assistant (therapy support MP0087)
	      hours
	
Travel time if required
	     


	Commencement date
	     /     /     
	
Completion date

Max 6 months
	     /     /     


	Treatment goal
	Strategies
	Client activities
	Functional measured outcome

	1.      
	     
	     
	     

	2.      
	     
	     
	     

	3.      
	     
	     
	     

	4.      
	     
	     
	     

	5.      
	     
	     
	     


Note: When completing the functional measured outcome column, please make reference to the client’s level of performance at the beginning of the treatment program and their projected level of performance at the end of the treatment plan.

	Proposed measured therapy break commencement date
	
	Proposed review date

	     /     /     
	
	     /     /     


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

	     
	
	

	
	
	

	
	
	Days/hours available

	
	
	     

	
	
	Date

	
	
	     /     /     


Authorisation
	I,
	     
	of
	     


hereby authorise you to supply the TAC with information requested on this form and to discuss the contents of this form, and any ongoing issues of my treatment, with officers or representatives of the TAC.

	Signature of client, parent or guardian
	
	Print name
	
	Date

	
	
	     
	
	     /     /     

	
	
	
	
	


Please attach any information that may be relevant.
	Additional notes
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SPF17 0505
	60 Brougham Street

GEELONG VIC 3220

PO Box 742
GEELONG VIC 3220
Ausdoc DX 216079 Geelong
	Telephone 1300 654 329

STD Toll Free 1800 332 556

www.tac.vic.gov.au
ABN 22 033 947 623
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