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	Initial occupational therapy assessment
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[image: ]Instructions
This form is to be used by occupational therapists to document the initial assessment of a client, establish an initial occupational therapy plan and request funded services for a TAC client. Multiple assessment sessions may be required to gather sufficient information to complete this report. 
For any subsequent funding requests, the Occupational Therapy Service Plan (OTSP) should be completed.
The TAC may request further assessments or reports are completed, such as a Review of Capabilities. 
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
	        /         /            


Key contact if not client
	First name
	                                  



	Last name
	                                  



	Relationship
	                                  
	Phone number
	                                  


Section 2
CURRENT MEDICAL STATUS 
Outline the client’s accident-related injuries (where a formal injury liability has been made).
	                                  




Outline the client’s other injuries or conditions, including pre-existing injuries and/or conditions.
	                                  


Section 3
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. whether the client’s current function is consistent with what would typically be expected for a person of their age or developmental stage).
Current function 
Outline the client’s function in the following areas: physical, cognitive, sensory, communication and behavioural/emotional. Include key information about how these impact day to day function. Consider factors  such as mobility, transfers, upper limb function, memory, attention, pain and fatigue. 
	                                  


Current home, living and social situation
Outline where the client lives, the stability/permanency of accommodation, who they live with, any other formal or informal supports, important people in the client’s life. Note any anticipated changes that may impact their home or social environment and if anyone else in the house has specific care needs or receives their own supports.
	                                  


Home environment
Briefly describe the physical home setup (e.g. single vs double-storey, number of bedrooms, access, any relevant barriers or safety concerns). 
	                                  



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 4
CURRENT FUNCTIONAL STATUS 
Summarise how the client’s current function impacts their ability to participate in daily activities. Note any anticipated changes with 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 tasks 
Outline the client’s functional performance in domestic activities including 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.
	                                  


Safety
Are there any other concerns about the client’s safety, or the safety of others? E.g. child safety. If so, please provide further detail including actions taken or recommended. 
	                                  


Section 5
Tools used in the assessment 
Please note any assessments, outcome measures or clinical guidelines used to prepare the intervention plan as relevant to the client and selected according to the OTs clinical judgement. e.g., Spinal Cord Injury Guidelines, Care and Needs Scale (CANS). Note any important information sourced from these tools.
	                                  




SECTION 6
GOALS for ot intervention 
The goals documented in this section should reflect client identified priorities and be realistically achievable within the duration of the OT intervention. There is no specific number of goals required. 
Add additional rows if needed.
Ensure the goals are specific, measurable, activity based, achievable, realistic and timely (SMART goals) and are linked to the client’s accident-related injuries. For each documented goal the GAS Light (Goal Attainment Scale-Light) must be completed. 
Each goal is rated as:
	+2 
	= much more than expected  

	+1 
	= somewhat more than expected

	0 
	= client achieves the expected level

	-1 
	= somewhat less than expected

	-2 
	= much less than expected



	SMART goal
(Score of 0 on GAS-Light)
	GAS-Light scale
Complete below or attach a copy to this report
	Proposed strategies 
(Note who will be involved, e.g., 
OT, family members, other support people) 
	Clinical justification 
	OT funding requested 

	Example: The client will plan and prepare a simple evening meal (stir fry, pasta) for her family 3 x p/w using energy conservation and safety strategies, within 6 weeks. 
	+2: Cooking every night
+1: Cooking 4-5 nights p/w
0: Cooking 3 nights p/w
-1: Cooking less than 3 nights p/w
-2: Is not cooking any evening meals
	Provision of adaptive equipment (OT)
Practice graded cooking tasks 
(with client and support worker)
Education in safe techniques 
(with client and family)
Energy conservation education (OT)
	The client is wheelchair dependent and experiences physical and endurance limitations for meal preparation tasks (reaching, pushing/pulling equipment, prolonged upper limb activity). 
A graded OT program focusing on wheelchair-based techniques, equipment and task/environment set-up will increase independence and reduce reliance on paid supports while maintaining safety and physical sustainability.
	5 hours

	                      
	                      
	                      
	                      
	         

	                      
	                      
	                      
	                      
	         

	                      
	                      
	                      
	                      
	         

	Total hours requested
	         





SECTION 7
Other OT intervention OR ASSESSMENT required 
Complete this section to indicate where OT hours are required that are not directly linked to the client identified goals documented in section 6. Examples may include:
Support the client with ad hoc or maintenance activities through OT intervention
Complete further OT assessment, such as an assistive technology assessment 
Determine the need for allied health assistance or therapy support to support goal achievement. 
	Area requiring follow up 
	Proposed intervention or assessment
	Clinical justification 
	OT funding requested 

	Example: assist to develop a stable care program.
	Monitor adherence to attendant care guidelines, provide support and training to family and support workers. 
	Training of support workers will reduce manual handling, improve consistency of care and support safe goal progression.
	3 hours

	                      
	                      
	                      
	         

	                      
	                      
	                      
	         

	                      
	                      
	                      
	         

	Total hours requested
	         


section 8
Other NON-OT SUPPORTS recommended, if any 
	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, or other discipline specific assessments).
	

	
	        

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

	                                  
	                                  

	                                  
	                                  

	                                  
	                                  





section 9
Summary of hours and duration for OT intervention 
	Total therapy hours for goals identified (as per section 5)
	        
	



	Total therapy hours for other OT intervention (as per section 6)
	        
	



	Total hours of OT travel time
	        
	



	Proposed commencement date
	        /         /             
	



	Proposed funding period end date
	        /         /             
	



If intervention significantly changes or is required beyond the end date of this plan, another OT Plan Review is required to be submitted.
☐ The information in this report has been discussed with 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 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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