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[image: ]Instructions
This form is to be used by occupational therapists to review home services in place to support a client manage day-to-day tasks in their home. 
Please ensure the TAC’s occupational therapy service requirements are followed, found at: tac.vic.gov.au/ot-dashboard and refer to the support at home policy

Section 1
TAC client details 
	First name
	                                  



	Last name
	                                  



	TAC claim number
	                                  
	Date of accident
	        /         /            



	Date of birth
	        /         /            
	                    Date of review 
	        /         /            


Section 2
Contributors to the review 
	Date of initial home services assessment and plan
	        /         /             
	



	Date of assessment
	        /         /             
	


List any people who contributed information to the review.
	Name
	Relationship to client 
(e.g., family member, support worker etc.)
	Contact phone/email
	Date of engagement 
	Type of engagement 
(e.g., review of report, phone, email, in person)

	                
	                                  
	                          
	     /      /        
	                          

	                
	                                  
	                          
	     /      /        
	                          

	                
	                                  
	                          
	     /      /        
	                          


                

Section 3
Review of home services 
Outline the client’s goals related to participating in household tasks.
	                                  



	Have there been any changes in the client’s social situation/accommodation since the Home Services Assessment and Plan was established?
	

	
	        

If yes, describe the change and the impact on the tasks affected, the reason (e.g., space, layout, access, caregiver availability) and resulting change in support required.
	                                  



	Have there been any changes to the client’s current functional capacity to perform household tasks (physical, cognitive, behavioural/emotional) and/or environmental barriers to participation? 
	

	
	        

Indicate below how this information has been sourced
(e.g. direct observation, assessment, client/family report)
	                                  


If yes, note how performance relates to injuries from the transport accident and the details of change since the initial assessment. How does this impact on level of support for home services or equipment required? Note any new activity restrictions recommended by any other service provider (e.g., physio, GP).
	                                  



	Have there been changes in the capacity of other household members to carry out duties?
	        

If yes, note current and pre-accident duties performed by other household members and provide reasons for 
these changes. 
	                                  


Are there cultural or other considerations to be considered in the provision of home services? Please outline.
	                                  


Section 4
funded support recommended 
Outline the funded support that the client still requires with household tasks and/or childcare.
	Task
	Frequency and hours of support required 
	Length of time support required and suggested review timeframe
	Clinical justification 

	                    
	            hrs per            
	                                  
	                                  

	                    
	            hrs per            
	                                  
	                                  

	                    
	            hrs per            
	                                  
	                                  


section 5
Assistive technology recommended 
Provide detail of any assistive technology or equipment recommended to support with household tasks. 
Where appropriate, please contact the TAC equipment contractors below to conduct trials of equipment.
Refer to the TAC aids/equipment provision policy. 
	Equipment Type 
(make and model, item code)
	Equipment supplier name
(include contact details if not a TAC contracted supplier) 
	Trial summary 
(date, location/s) 
	Clinical Justification 

	                                  
	                                  
	                                  
	                                  

	                                  
	                                  
	                                  
	                                  

	                                  
	                                  
	                                  
	                                  

	                                  
	                                  
	                                  
	                                  





section 6
QUOTATION 
Attach an itemised quote for any items that do not appear on the TAC equipment list or that require customisations.
If a quote is not required or not yet available, record N/A and provide an expected timeframe for submission.
	                                  


section 7
additional OT funding required 
Outline any OT funding required to follow up on areas identified in this assessment. Only include OT hours when a short-defined period of support is required (no longer than three months from date of this report). 
OT services beyond three months or goal-orientated intervention should be detailed in an OT service plan. 
	Area requiring follow up 
	Proposed intervention or assessment
	Clinical justification 
	Hours requested

	                                  
	                                  
	                                  
	            

	                                  
	                                  
	                                  
	            


section 8
Summary of plan 
Provide the length of time support is required and a suggested review time. For example, ‘Support required for six months with a review to be conducted by this time’. Note any comments about the plan from the client or their representative.
	                                  


section 9
further assessment, intervention or referrals [image: ]

Do you recommend any further assessments (e.g. review of support needs), interventions (e.g. ADL retraining) or referrals to other providers/services (e.g. physiotherapy) for the client?  
​​                                  ​  
​​       ​​                 
                 ​                            ​ 

Section 10
Provider details 
	Provider name, address, 
email and phone number
(Type details or insert image of 
practice stamp)

	



	Days/hours available
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	Signature
Insert image (jpg/png) of signature.
(Or print, sign and scan the form)

		



	Date
	        /         /             
	



[image: Icon
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Email your completed form to the TAC home modification specialist or to info@tac.vic.gov.au with the client’s TAC claim number in the subject line. Please also attach any supporting documentation.

Privacy
The TAC will retain the information provided and may use or disclose it to make further inquiries to 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 the 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
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