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Complete this form:
As part of or following a Review of Capability (ROC) assessment, where manual handling risks have been identified (e.g., when two-to-one support is being considered), or
As a standalone assessment, when the TAC or a provider has requested targeted advice on safe manual handling practices and support needs. 
This form can be completed by an occupational therapist and/or a physiotherapist. 
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 most recent Review of Capabilities
	        /         /             
	



	Has a previous manual handling assessment been completed? 
If so, provide date of report
	
	

	
	         /         /             
	


Section 2
details of THE ASSESSMENT 
	Date of manual handling assessment
	        /         /             
	


Primary reason TAC has requested a manual handling assessment:
☐ 2:1 support requested     ☐ Change in function/needs     ☐ Provider request due to safety concerns  
☐ Recent incident or injury 
Who was present during the assessment?
	                                  



List any people who contributed information to the assessment 
	Name
	Relationship to client 
(e.g., family member, support worker etc)
	Contact phone/email/ present at assessment
	Date of engagement 

	                                  
	                                  
	                          
	        /         /             

	                                  
	                                  
	                          
	        /         /             

	                                  
	                                  
	                          
	        /         /             


Section 3
Current medical status 
Briefly detail how the client’s TAC-accepted injuries influence their attendant care support and manual handling needs.
	                                  


Briefly detail any non-accident related injuries that influence the client’s manual handling needs. 
	                                  


SECTION 4
CURRENT SUPPORTS 
Briefly detail the current TAC-funded services and supports in place for the client.
	                                  





Section 5
CURRENT risk factors 
Client risk factors
	Height
	           cm
	Weight
	           kg
	



	Description of body shape
	                                  



	Risk factor 
	Present?
	Comments

	Recent change in weight
	        	                                  

	Pain
	        	                                  

	Contractures or muscle tone
	        	                                  

	Fatigue
	        	                                  

	Pressure sores
	        	                                  

	Impaired mobility 
	        	                                  

	Impaired balance
	        	                                  

	Impaired sensation 
	        	                                  

	Impaired communication 
	        	                                  

	Impaired cognition 
	        	                                  

	Issues with mood, behaviour, cooperation   
	        	                                  

	Continence issues
	        	                                  

	Medications that impact safety
	        	                                  

	Other (please specify)
                                  
	        	                                  


Environmental risk factors
Environment(s) assessed
(please explain the environments assessed)
	Risk factor
	Present?
	Comments

	Access issues 
	        	                                  

	Clutter
	        	                                  

	Limited space
	        	                                  

	Inappropriate furniture or equipment
	        	                                  

	Unsafe flooring 
	        	                                  

	Poor cleanliness, inappropriate temperature 
	        	                                  

	Other (please specify):
                                  
	        	                                  


Section 6
OTHER CURRENT CONSIDERATIONS 
For each item marked “yes”, outline the clinical factors and why this is relevant to current manual handling needs. Include the impact on safety, support needs, support worker requirements, equipment and actions/review needed.
	Consideration
	Present?
	Clinical factors, implications and reasoning 

	Religious/cultural considerations 
	        	                                  

	Deteriorating or fluctuating conditions 
	        	                                  

	History of falls
	        	                                  

	Upcoming surgery
	        	                                  

	24/7 attendant care in place
	        	                                  

	2:1 support required
	        	                                  

	Specialised equipment in use
	        	                                  

	Specialised care - worker training required
	        	                                  

	Specific worker skill/requirements
	        	                                  

	Current agency requirements e.g. minimum shifts
	        	                                  

	Other (please specify)
                                  
	        	                                  


Section 7
EQUIPMENT FOR MANUAL HANDLING 
Provide details of the client’s current equipment used for manual handling or
	☐
	Refer to Review of Capabilities Report dated
	        /         /             
	



	Equipment type 
	Brand/model 
	Current status
	Any actions required

	                                  
	                                  
	                    	                                  

	                                  
	                                  
	                    	                                  

	                                  
	                                  
	                    	                                  

	                                  
	                                  
	                    	                                  





Please provide any photos as relevant
	Photo description 
	Photo description

		
	Photo description
	Photo description

		

Section 8
Assessment of manual handling tasks 
Add or remove the number of task sections as required:
	Task
e.g., Hoist transfer
	                                  

	Time task taken to complete
	                                  

	Assessment notes
(include photos where suitable)
	                                  

	Risks and issues identified
	                                  

	Recommendation(s)

	                                  

	Clinical justification for recommendations above (include why required and risks if not provided)
	

	Timeframe for review of recommendations (e.g. after equipment provision, strength improvement, environmental modifications)
	


                                  

If 2:1 care is being recommended for this task complete the table below.


	Item
	Support worker 1
	Support worker 2

	Role/actions during task
	
	

	Time actively required (mins)
	
	

	Risk managed by this support worker
	
	





	Task
e.g., Car transfer
	                                  

	Time task taken to complete
	                                  

	Assessment notes
(include photos where suitable)
	                                  

	Risks and issues identified
	                                  

	Recommendation(s)
	                                  

	Clinical justification for recommendations above (include why required and risks if not provided)
	

	Timeframe for review of recommendations (e.g. after equipment provision, strength improvement, environmental modifications)
	


                                  

If 2:1 care is being recommended for this task complete the table below.

	Item
	Support worker 1
	Support worker 2

	Role/actions during task
	
	

	Time actively required (mins)
	
	

	Risk managed by this support worker
	
	







	Task
e.g., Repositioning in bed
	                                  

	Time task taken to complete
	                                  

	Assessment notes
(include photos where suitable)
	                                  

	Risks and issues identified
	                                  

	Recommendation(s)
	                                  

	Clinical justification for recommendations above (include why required and risks if not provided)
	

	Timeframe for review of recommendations (e.g. after equipment provision, strength improvement, environmental modifications)
	



If 2:1 care is being recommended for this task complete the table below.

	Item
	Support worker 1
	Support worker 2

	Role/actions during task
	
	

	Time actively required (mins)
	
	

	Risk managed by this support worker
	
	


Section 9
TRIALS OF ALTERNATIVE APPROACHES OR EQUIPMENT 
Requests for basic equipment can be made using the basic equipment request form <insert link>.
For specialised equipment, such as ceiling hoists, an assistive technology assessment and recommendations report must also be submitted. See <insert link>.
Add or remove task boxes, as required:
	Task
e.g., Transfer from bed to wheelchair
	                                  

	Detail of trial
(include photos where suitable, note any barriers to implementing the manual handling change and strategies to address them (e.g. client preference, staff practices, organisational policies)
	                                  

	Outcome 
(e.g. impact of trials on safety, assistance level, task performance and/or independence, such as reduction from 2:1 to 1:1 with use of trialled hoist, improved safety/efficiency for carers or client able to complete transfer independently with adaptive equipment).
	                                  

	Recommendation(s), including training
	                                  



	Task
	                                  

	Detail of trial
Include photos where suitable, note any barriers to implementing the manual handling change and strategies to address them (e.g. client preference, staff practices, organisational policies)
	                                  

	Outcome 
e.g. impact of trials on safety, assistance level, task performance and/or independence, such as reduction from 2:1 to 1:1 with use of trialled hoist, improved safety/efficiency for carers or client able to complete transfer independently with adaptive equipment).
	                                  

	Recommendation(s), including training
	                                  





Section 10
summaRY OF RECOMMENDATIONS 
Please summarise the key recommendations, including whether these recommendations are short-term and when a review is recommended. 
	                                  


Section 11
further assessment, intervention or referrals 
Do you recommend any further assessments, interventions or referrals to other providers for the client?
 (e.g. vehicle/home modification assessment, behaviour support plan, assistive technology assessment, specialist medical reviews, or other discipline specific assessments) 
	☐
	No

	☐
	Yes, refer to Review of Capabilities Report dated
	        /         /             
	

	☐
	Yes, complete the following table



	Support or assessment recommended
	Explanation / further details

	                                  
	                                  

	                                  
	                                  

	                                  
	                                  





SECTION 12
additional OT funding required 
Outline any OT funding requested to follow up on areas identified in this assessment. If the approval of these hours is urgent due to manual handling risks, you can contact the TAC to follow-up on approval. 
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 13
PROVIDER DETAILS 
	Provider name, address, 
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
	        /         /             
	



[image: Icon

Description automatically generated]Submitting this form
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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