[image: ]

	Occupational therapy review of capabilities (ROC)
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This form is to be used by occupational therapists to document a full review of a client’s capabilities and the supports required to enhance their participation in their personal, home and community activities, as requested by the TAC. This may include making recommendations for attendant care or post-acute support services.
If required, the occupational therapist can contact the TAC prior to the assessment to obtain any missing or additional information relevant to the referral. 
Please ensure the TAC’s occupational therapy service requirements are followed, found at: tac.vic.gov.au/ot-dashboard.


Section 1
TAC client details 
	First name
	                                  



	Last name
	                                  



	TAC claim number
	                                  
	Date of accident
	        /         /            



	Date of birth
	        /         /            
	Date of assessment
	        /         /            



	Date of previous review of capabilities report
	        /         /            
	



	Primary reason the TAC has requested the assessment:
	                            


Any further details
	                                  


Risks identified during assessment
(Provider to complete their own pre-visit risk assessment. Please attach it if appropriate.)
	                                  


Section 2
Contributors to the review 
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)

	                        
	                                  
	                          
	        /         /            
	                        

	                        
	                                  
	                          
	        /         /            
	                        

	                        
	                                  
	                          
	        /         /            
	                        


Comment on the client’s ability to engage in the review and any strategies used to support any communication, behavioural or cognitive barriers (e.g. use of interpreter, communication device, supportive Power of Attorney).
	                                  


Section 3
Pre-accident function 
Outline the client’s pre-accident function in personal, domestic and community activities. Clearly identify the client’s usual duties prior to the accident, how frequently these were completed and how tasks were managed including any assistance from others where relevant (e.g. family members, friends/neighbours). 
	                                  


Section 4
feedback on TAC-funded program 
Comment on the client’s (and their family’s) satisfaction with their current TAC-funded program, including any specific feedback from the client or family members about what is working well, any concerns or issues, and whether the program is meeting their needs.
	                                  


Section 5
Current medical status 
Provide any new or relevant information relating to the client’s TAC-accepted injuries including recent changes and treatment updates. Where relevant, describe any current medical factors that may influence the client’s need for support (e.g. wound care, UTIs, infection risk, fatigue or other health conditions affecting independence or safety).
	                                  


Outline any new or relevant information about the client’s non-accident-related or pre-existing medical conditions including changes in diagnosis, treatment or how these conditions may influence their functioning or recovery. 
	                                  


section 6
current CLIENT STATUS 
Document the client’s current status in the different areas below. Note factors such as age-related ability or developmental stage (e.g. younger clients who would typically require support with certain tasks or older adults whose function may be impacted by aging).
Home, living and social situation
Outline where the client lives, the stability/permanency of accommodation, who they live with (age, relationships, and if they share household tasks), any other formal or informal support and important people in the client’s life. Note any anticipated changes that may impact their home or social environment. 
	                                  




Physical, sensory, mobility and transfers 
Describe the client’s indoor/outdoor mobility, upper and lower limb function, balance, strength/endurance and transfer capacity. Include details of any aids, splints or assistive technology used (e.g. hoists, powered wheelchair). 
	                                  


Cognitive and behavioural 
Describe the client’s attention, concentration, memory, planning and problem-solving abilities, speed of information processing and any behavioural concerns. Include observations or reports from others as well as insight and awareness of limitations. 
	                                  


Psychological and emotional 
Provide any feedback from the client, their carers or other providers regarding emotional wellbeing, relationships, coping strategies and ability to manage life stressors. 
	                                  


Communication, hearing, vision, tactile and swallowing
Describe any communication, sensory or swallowing difficulties, along with any supports, adaptions or special requirements in these areas. 
	                                  


Rest, sleep and sleep hygiene
Outline the client or carer’s report on sleep routines, duration and quality of sleep/rest and any difficulties or concerns related to their sleep or sleep hygiene. 
	                                  


Cultural and personal considerations 
Identify any cultural, personal, or linguistic considerations, preferences, or values relevant to assessment, service planning, or provision of support. Include any factors that may influence engagement, communication or decision making.
	                                  


Section 7
current functional status 
Summarise how the client’s current function impacts their ability to participate in daily activities. Note any anticipated change with recommended OT intervention. For each activity, indicate the source of information (e.g. client/family reports, carer input, direct observation, or assessment).
Personal care 
Outline the client’s functional performance in personal care activities such as grooming, bathing, dressing, toileting, eating, nutrition, and medication management. 
	                                  


Domestic/household tasks 
Outline the client’s functional performance in domestic activities such as laundry, cleaning, and meal preparation.
	                                  


Community participation 
Outline the client’s valued community roles, hobbies, interests, and social activities (including any community group programs or structured programs). Note their current level of participation and any barriers to participating at their desired level (e.g. transport, managing money/finances or social engagement). 
	                                  


Work and education
Outline any work or study roles the client is involved in and a brief outline of the functional demands of this role. If the client is not currently participating, comment on whether the client has interest in exploring this in the future. Note any barriers impacting their capacity to participate. If relevant, note how this relates to their pre-accident function.
	                                  


section 8
Current TAC-FUNDED supports 
Outline the client’s current TAC-funded support. 
	Service
	Who provides this service?
(provider name)
	Current approved hours
Choose the most appropriate timeframe for each service (e.g. 10 hours per week)

	Personal care
	                                  
	      hours per                 

	Therapy support
	                                  
	      hours per                 

	Community access
	                                  
	      hours per                 

	Inactive sleepover shifts
	                                  
	      shifts per                 

	Active overnight support
	                                  
	      hours per                 

	Nursing (regular/reoccurring)
	
	      hours per                 

	Allied health assistance
	                                  
	      hours per                 

	Community group program
	                                  
	      hours per                 

	Taxi/transport services
	                                  
	      trips per 

	Childcare 
	                                  
	      hours per                 

	House cleaning 
	                                  
	      hours per                 

	Gardening
	                                  
	      hours per                 

	On-call services:                     
	                                  
	      hours per                 

	Other (please specify):                                  
	                                  
	                


Are there any funded hours that are not consistently being used? If so, provide an explanation (e.g. unfilled shifts, client choosing not to engage, difficulty recruiting appropriate workers) and what strategies are in place to improve consistency of service use. 
	                                  


NDIS and/or other funded supports
List any supports funded through the NDIS or other agencies (e.g. WorkSafe, My Aged Care):
	Service
	Who provides this service?
(provider name)
	Current approved hours
Choose the most appropriate timeframe for each service (e.g. 10 hours per week)

	                                  
	                                  
	      hours per                 

	                                  
	                                  
	      hours per                 

	                                  
	                                  
	      hours per                 


Gratuitous supports
Describe any unpaid support the client receives from family, friends, or others. 
	Support provided
(personal care, meal preparation, driving etc)
	Who provides the support?
(name/relationship)
	Estimated hours and frequency
	Is this support ongoing or temporary?

	                                  
	                                  
	      hours per                 
	               
	                                  
	                                  
	      hours per                 
	               
	                                  
	                                  
	      hours per                 
	               


Outline any further relevant details about non-TAC funded services and support listed above (e.g. risk of losing support due to family burn out, ageing). 


                                  


Section 9
Home environment 
Outline the client’s home environment in the table below, noting any factors relevant to their functional performance, access, and safety.
	
	Comments

	Details of pre-injury home 
(where relevant)
	                                  

	Current home type 
(e.g. single-story house, unit, townhouse)
	                                  

	Number of bedrooms
	                                  

	Number of bathrooms
	                                  

	Number of living areas
	                                  

	Type of flooring (carpet/tiles)
	                                  

	Access to home 
(external/internal, steps, ramps, gradients)
	                                  

	Outdoor area (size, layout, and functional implications)
	                                  

	General presentation of the property
(overall condition of internal and external areas)
	                                  

	Does the client own standard and safe domestic/garden appliances/equipment? 
If no, how were these tasks managed pre-injury? 
	                                  

	Other relevant info about the home environment 
(e.g. environmental barriers, home modifications 
completed/in progress)
	                                  


Please provide photos as relevant. Add additional rows if more photos if required. 
	Photo description: 
	
	Photo description:

		
	
	Photo description:
	
	Photo description:

		
	

Section 10
Assistive technology 
Provide details of the client’s current assistive technology and any maintenance or repair requirements. The TAC will coordinate any repairs or retrieval for any items listed under these categories. 
	Equipment type 
	Brand/model/supplier 
	Current status
	Comments 

	                                  
	                                  
	                          	                                  

	                                  
	                                  
	                          	                                  

	                                  
	                                  
	                          	                                  

	                                  
	                                  
	                          	                                  


Please provide any further details and relevant photos (e.g. items that require repair or replacement)
	                                  


Section 11
Proposed weekly support planner 
Indicate where TAC-funded supports are required during a typical week: personal care (PC), community access (CA), therapy support (TS), nursing, community group programs (CGP), overnight support (OS) etc. 
If further details are required for complex needs, OTs may attach their own daily or weekly planner.
Where relevant, please also indicate any supports funded by other agencies (e.g. NDIS, My Aged Care) and note their funding source.
	
	Morning
	Afternoon
	Evening
	Total hours of support type 
per day


	Example
	7-9 am PC
(bowel care, showering, dressing): 2 hours
9-10am TS (stretching): 
1 hour
10am-2pm CGP: 4 hours 
	2-3 pm CA (transport, shopping): 1 hour 
3- 5 pm PC (support with cooking, household tasks) 2 hours 

	6-7 pm PC (dinner preparation): 1 hour
	PC: 5 hours
CA: 1 hour 
TS: 1 hour
CGP: 4 hours

	Monday
	                                  
	                                  
	                                  
	                

	Tuesday
	                                  
	                                  
	                                  
	                

	Wednesday
	                                  
	                                  
	                                  
	                

	Thursday
	                                  
	                                  
	                                  
	                

	Friday
	                                  
	                                  
	                                  
	                

	Saturday
	                                  
	                                  
	                                  
	                

	Sunday
	                                  
	                                  
	                                  
	                

	
	Total hours per week
	


If some support is not provided every week, support varies or is ad-hoc, please provide further details about the average frequency of these services over a 28-day period.
	                                  


SECTION 12
RECOMMENDED TAC-FUNDED SUPPORTS 
All recommendations must align to the TAC’s occupational therapy service expectations and attendant care policy and guidelines. In addition: 
Recommended hours must reflect the client’s current functional and support needs, independent of care agency shift structures or potential future changes. 
The TAC approves attendant care hours for a 28-day period, so total hours should reflect this where possible. 
Other supports, services or strategies must be considered before recommending attendant care 
(e.g. supported employment services, community group programs, mainstream non-TAC funded community supports).
For clients with a spinal cord injury, refer to the NSW iCare SCI guidelines to support your recommendations.
Recommended attendant care support
	Overall, is your recommendation for the attendant care/post-acute support services program hours to be
	                       



	Activity
	Type of support
	Recommended hours
	Is the support type likely to change in the next 12 months? 
If yes, please detail

	Personal care
(including support 
with domestic/ household tasks)
	                   
	      hours per month (28 days)
	                                  

	Community access 
	                   
	      hours per month (28 days)
	                                  

	Therapy support
	                   
	      hours per month (28 days)
	                                  

	Total hours per month (not including overnight support)
	                                  
	


If the recommended attendant care program is complex (e.g. 2:1 support, variation in support from week to week), please use the attendant care calculator and attach a copy of the calculations. 
☐  Copy of calculations attached
Supporting information and clinical rationale 
Detail the clinical rationale for the recommendations, describing how the recommendations are required as a result of the accident-related injuries and are reasonable, clinically justified and outcome-focused. 
Provide any additional information regarding:
What other supports, services or strategies were considered before recommending attendant care (e.g. family supports, assistive technology, supported employment services, community group programs, other community supports)
Support worker activities and responsibilities (e.g. the ability for a worker to combine duties) 
Clinical justification when recommended hours differ from the NSW iCare SCI guidelines recommendations where relevant.
	                                  


Provide any relevant information about the care agency’s requirements, such as minimum shift lengths or scheduling constraints.
	                                  


If therapy support is recommended, outline the specific goals or Activities of Daily Living (ADL) that therapy support will target. Consider if an allied health assistant could deliver some or all of this support instead 
(see section 17).
	                                  


Section 13
Overnight support
	Are you recommending any level of overnight support?
	        	


Note: an 8-hour inactive (sleepover) shift is inclusive of 1 hour of support, not necessarily provided consecutively. 
If the client requires overnight support detail their identified overnight care needs. Include the type and frequency of specific tasks required overnight, indicate who currently completes these tasks, e.g. paid support, family and any risks if this support is not provided.
	                                  



Provide clinical justification for any recommended overnight supports or services.
	                                  



If 1:1 sleepover support is being recommended, outline any alternatives that were considered. For example, gratuitous care, equipment, or adjustments to the client’s routine (e.g. bladder/bowel care or medication administration). 
	                                  



	Number of sleepover nights required per week 
	​​          ​ 
	        Active hours per night 
	​​          ​ 

	Inactive hours per night 
	​​          ​ 
	 



If the client is already receiving TAC-funded overnight support and an increase in support is being recommended, please request a copy of the overnight shift notes from the attendant care provider and attach to this report.
Section 14
2:1 support
	Is 2:1 support being recommended at any time across the day and/or night? 
	        	



	If yes, has a manual handing assessment been completed by a clinician with appropriate training and experience in manual handling? 
	
	

	
	        	


If yes, please attach the manual handling report. 
If no, and a manual handling assessment is required but has not been completed, outline your recommendation for assessment in section 21.
Summarise the 2:1 support recommended, including when 2:1 is required and for which tasks, approximate the time required to complete each relevant task with two carers, the role of the second carer and any equipment that impact the time and need for a second carer. 
	                                  


Identify any opportunities to reduce reliance on 2:1 support and outline how these could be reviewed or monitored over time (include the suitability of drop in or on call support).
	                                  


Section 15
Behaviour support
Outline any issues related to the client's behaviours of concern or the use of restrictive practice. Detail any actions you have taken to address these with the provider and/or any recommendations for the TAC to action. See restrictive practice policy.
	                                  



	If behaviours contribute to the need for 2:1 support, has a behaviour support plan been implemented or trialled?
	

	
	        

If a behaviour support plan has not been trialled or implemented, outline your recommendation for assessment in section 21.
Section 16
CARE AND Needs Scale (CANS) 
Please complete the Care and Needs Scale (CANS) for any client over the age of 15 yrs old.
	CANS level
	                         


Does the CANS level align with the attendant care support hours being recommended?
	                                        
	


If no (i.e. if your recommendations are more than the CANS level guidance), please provide further detail:
	                                  



Review of attendant care support
	What is the suggested review period for the recommended attendant care supports? 
	                  


If other, please specify timeframe with reasoning.
	                                  


Section 17
Allied health assistance
You may recommend an allied health assistant (AHA) to deliver therapy support, as an alternative to attendant care or to complement occupational therapy intervention. See the allied health assistance policy for further detail.
	Are you recommending referral to an AHA for this program?
	        
	
	
	


If so, please outline the components of the program that an AHA could assist with and rationale. 
	                                  


section 18
Recommended home services 
Outline the recommended home services, noting that these are tasks carried out independently by the home services provider, with no client involvement. This is not provided as attendant care.
	Activity 
	Type of required support 
	Recommended hours
Choose the most appropriate timeframe for each service (e.g. 3 hours per week)

	                          	                                  
	      hours per                 

	                          	                                  
	      hours per                 

	                          	                                  
	      hours per                 



	Suggested review period for recommended home services
	                                  



	If other, please specify:
	                                  


Section 19
Other relevant information to support recommendations 
Include any relevant discussions or information from other providers that may impact your recommendations including any concerns about current care arrangements or the way support is being delivered 
(e.g. potential conflicts of interest, quality of care concerns, safeguarding considerations such as when a family member provides paid care). 
	                                  


Section 20
Fire, emergency and safety management 
	Are there any physical, cognitive or environmental factors that you are aware of that impact on the client’s ability to respond appropriately in an emergency?
	

	
	        

If relevant, please provide further details.
	                                  



	Would you recommend a referral to Fire Risk Victoria for a more detailed assessment and action plan based on your observations during this assessment?
	

	
	        

Safety
	Are there any other concerns about the client’s safety, or the safety of others (e.g. child safety)? 
	        


If yes, please provide further details including actions taken or recommended.
	                                  


Section 21
further NON-OT assessment, intervention or referrals 
	Do you recommend any further non-OT assessments, interventions or referrals to other providers/services for the client? 
(e.g. behaviour support plan, community group programs, case management services, a supported employment service, specialist medical reviews, respite, or other discipline specific assessments).
	

	
	        

If yes, complete the following table.
	Support or assessment recommended
	Explanation / further details

	                                  
	                                  

	                                  
	                                  

	                                  
	                                  


SECTION 22
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

	                                  
	                                  
	                                  
	       

	                                  
	                                  
	                                  
	       

	                                  
	                                  
	                                  
	       

	Total hours requested for period
	       

	Time period 
	        /         /            
to
        /         /            



	☐	The information in this report and any recommended changes to the clients’ support needs have been discussed with the client.


SECTION 23
PROVIDER DETAILS 
	Provider name email and phone number
(Type details or insert image of 
practice stamp)
	



	Days/hours available
	                                                  	



	Signature
Insert image (jpg/png) of signature.
(Or print, sign and scan the form)
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	Date
	        /         /            
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Email your completed form to your TAC claims manager 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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