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	Your 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


	Client details
	
	

	Client name
	
	Claim number

	     
	
	     

	Client address
	
	Date of birth
	
	Date of accident

	     
	
	     /     /     
	
	     /     /     

	     
	
	Client occupation

	     
Post code       
	
	     



Transport accident injures
	     


	
Date of assessment
	
	
Date of TAC referral

	     
	
	     


1. Pre-accident function
Did the client receive community supports or has the client been assessed in regard to the need for these services prior to the transport accident? eg. home help, family assistance
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If ‘Yes’, please provide reasons why these were required and details of service level recommended
	     


Have these pre-accident support services recommenced?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No       FORMCHECKBOX 
 N/A

If ‘No’ please state reason(s)

	     


Was the client in receipt of a pension or benefits prior to the accident e.g. Centrelink Disability Support Pension? If yes, please complete the following table
	Details of disability
	Supporting GP

	     
	     


Does the client have any pre-existing or non-accident related injuries or illness ?
	     



What is the impact of pre-existing and non-accident related impairments on client’s functioning?
	     



2. Pre-accident functional independence

Client’s pre-accident functional independence and usual duties, as reported by the client

	     


Current and pre-accident duties performed by other household members
	Household member
	Usual duties
	Reasons for inability to undertake ADL tasks now

	Spouse/partner
	     
	     

	Children
	     
	     

	Others
	     
	     


3. Post-accident function

Current social situation – does the client live alone or with others? Provide details

	     


Current functional status (physical, cognitive, behavioural) including barriers to independence

	     


Size of the house and/or garden
	     


Does the client own appropriate equipment/tools, e.g. lawn mower, vacuum cleaner, etc. 
	     


Other relevant information, e.g. Child/partner/extended family with a disability or special needs living in the same house
	     


4. Mandatory treater contact

Please provide a summary of information received from any treater contacted.
	Treaters contacted 
	Comments/functional restrictions obtained from treaters

	     

	     



5. Findings from home assessment

Please provide a task analysis and evaluation of the client’s functional capacity.  How do the client’s current physical limitations relate to the client’s transport accident Injuries?
	Task assessed by direct observation 
(If not directly observed please detail why not)
	Independent Yes/No 

If ‘No’ explain why
	Recommended strategies/equipment to increase independence
	Details of assistance required

(list who and time required per week)

	     

	     
	     
	     

	     

	     
	     
	     

	     

	     
	     
	     


Summary of services
	Current support services
	Hours/Frequency
	Proposed support services
	Recommended hours/Frequency

	     
	     
	     
	     

	Total
	     
	Total
	     


6. Equipment and/or modifications required

Include clinical justification/options considered as well as equipment details.  Refer to the TAC aids/equipment provision policy for further information

Include details of all equipment trialled, including the specific item you are recommending

	Equipment/ Supplier Details
	Length and location of trial
	Findings including impact of equipment  on services levels

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


Recommendations for review of services
	     


Provider details
	Provider name, address and phone number. Use practice stamp where possible
	
	
Signature of provider

	     
	
	

	     
	
	

	     
	
	Print name

	     
	
	     

	     
	
	Qualifications
	
	Date

	     
	
	     
	
	     /     /     
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	Telephone 1300 654 329
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