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	functional INDEPENDENCE assessment: aCCOMMODATION AND ALLIED HEALTH SERVICES RECOMMENDED



	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.

How TAC uses the information within this form

The TAC uses the information contained within the Functional Independence Assessment to assist with decision making for the provision of supports required in the initial transition from hospital to the community.   Where services are being recommended, the form should be used as a funding request for post discharge supports. The TAC will forward a copy of this form to attendant care agencies engaged to provide approved services.  The TAC will review the support needs of the client in the community to determine ongoing community supports. 
	
	Without this information, the TAC may be unable to determine entitlements or assess whether services are reasonable and may not be able to approve further benefits.

All fields must be completed for this form to be considered.  Incomplete forms will be returned.


Client details

	Client name
	
	Claim number

	     
	
	     


	Client address
	
	Date of birth
	
	Date of accident

	     
	
	     /     /     
	
	     /     /     

	     
Post code      
	
	
	
	


1. Discharge Destination

	Proposed address

	     

	     
Post code      


Where is the client being discharged?

Shared Supported Accommodation (SSA)
 FORMCHECKBOX 
 
Supported Residential Services (SRS)

 FORMCHECKBOX 

Residential Aged Care (Nursing Home)

 FORMCHECKBOX 

If Residential Aged Care, has an ACAS assessment been completed?
Yes  FORMCHECKBOX 
 
No FORMCHECKBOX 

Other




 FORMCHECKBOX 

If other, please specify

	     
	


2. Will this be ongoing or transitional accommodation?
Ongoing  FORMCHECKBOX 

Transitional  FORMCHECKBOX 

If transitional, please provide estimated length of stay and details of transitional plan i.e. is client aiming to transition to independent living, is client awaiting completion of home modifications
	     


3. Recommended future weekly planner

	
	Morning
	Afternoon
	Evening
	Total

	Example
	7.30am – 9.00am: Showering, dressing, prepare breakfast, make bed.

9.00am – 10.00am: Complete exercise/stretching program. 
	12.00pm – 1.00pm: Domestic services to complete vacuuming, mopping, cleaning bathroom
1.00pm – 4.00pm: Community access to complete grocery shopping, attend medical appointments, banking etc. 

	5.00pm – 6.00pm: Assistance with meal preparation
	

	Monday
	     
	     
	     
	     

	Tuesday
	     
	     
	     
	     

	Wednesday
	     
	     
	     
	     

	Thursday
	     
	     
	     
	     

	Friday
	     
	     
	     
	     

	Saturday
	     
	     
	     
	     

	Sunday
	     
	     
	     
	     

	                                                                                                                                                                                               Total hours
	


Please note activities of daily living where support is required and TAC funded supports
3. Goals

Please outline the client goals you anticipate they will achieve through the provision of the support services and the anticipated timelines for their achievement. 
	     


4. Clinical justification

Please provide clinical justification of support services defined in the weekly timetable
	     


5. What Allied health / therapy services will be used post discharge?
 FORMCHECKBOX 
 Outpatient Rehab
 FORMCHECKBOX 
 Community Allied Health
NB. Details below only required if client is to be linked to community based therapists 

	Discipline
	Has referral been made
	Contact name
	Practice location
	Telephone no.

	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	     
	     
	     

	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	     
	     
	     

	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	     
	     
	     

	     
	 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
	     
	     
	     


Please indicate when the accommodation should be reviewed 
 FORMCHECKBOX 
 3 months
 FORMCHECKBOX 
 4 - 6 months
 FORMCHECKBOX 
 6 - 12 months

 FORMCHECKBOX 
 Please tick to certify that you have assessed this client and that the information and opinions contained in this document are, to the best of your professional knowledge, true and correct.

 FORMCHECKBOX 
 Please tick to confirm you have discussed this Functional Independence Assessment with the client or the client’s representative and you have their consent to supply the TAC with the information collected
 FORMCHECKBOX 
 Please tick to confirm you have you involved the Early Support Coordinator (ESC) in the preparation of this FIA

Completed by:

	Provider name, address and phone number 
	
	Signature

	     
	
	

	     
	
	

	     
	
	Days/hours available

	
	
	     

	
	
	Date

	
	
	     /     /     
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HDF2 0311
	60 Brougham Street

GEELONG VIC 3220

GPO Box 2751
MELBOURNE VIC 3001
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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