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	Your client’s 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.
	
	Without this information, the TAC may be unable to determine entitlements or assess whether 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

Please refer to the notes for assistance in completing this form.  A copy of this form will be provided to your client upon completion.


	1. Client details
	
	

	Client name
	
	Claim number

	     
	
	     

	Client address
	
	Date of birth
	
	Date of accident

	     
	
	     /     /     
	
	     /     /     

	     
	
	Telephone number

	     
Post code       
	
	     


Functional Independence Review completed by

	Name
	
	Telephone number
	
	Fax number

	     

	
	     
	
	     


Qualification

	     



	TAC Support Coordinator
	
	
	
	

	Name
	
	Telephone number
	
	Fax number

	     
	
	     
	
	     


	Date of last functional assessment
	
	Date functional independence review submitted

	     
	
	
	
	     /     /     
	
	



Reason for referral

	     



1(A). Current services

	
Name of client’s current primary medical provider (e.g. GP, Dr. John Smith)
	
	      


	Services
	Funding source
	Current hours of funded services

	Attendant care
	
	

	
Personal care
	 FORMCHECKBOX 
 TAC  FORMCHECKBOX 
 Other  FORMCHECKBOX 
 N/A
	     

	
Therapy support
	 FORMCHECKBOX 
 TAC  FORMCHECKBOX 
 Other  FORMCHECKBOX 
 N/A
	     

	
Community access
	 FORMCHECKBOX 
 TAC  FORMCHECKBOX 
 Other  FORMCHECKBOX 
 N/A
	     

	
Inactive sleepovers
	 FORMCHECKBOX 
 TAC  FORMCHECKBOX 
 Other  FORMCHECKBOX 
 N/A
	     

	
Active sleepovers
	 FORMCHECKBOX 
 TAC  FORMCHECKBOX 
 Other  FORMCHECKBOX 
 N/A
	     

	
Daily support
	 FORMCHECKBOX 
 TAC  FORMCHECKBOX 
 Other  FORMCHECKBOX 
 N/A
	     

	Allied health assistant
	 FORMCHECKBOX 
 TAC  FORMCHECKBOX 
 Other  FORMCHECKBOX 
 N/A
	     

	Community based rec/leisure supports (e.g. neighbourhood house)
	 FORMCHECKBOX 
 TAC  FORMCHECKBOX 
 Other  FORMCHECKBOX 
 N/A
	     

	Community group programs
	 FORMCHECKBOX 
 TAC  FORMCHECKBOX 
 Other  FORMCHECKBOX 
 N/A
	     

	Childcare
	 FORMCHECKBOX 
 TAC  FORMCHECKBOX 
 Other  FORMCHECKBOX 
 N/A
	     

	Home services
	 FORMCHECKBOX 
 TAC  FORMCHECKBOX 
 Other  FORMCHECKBOX 
 N/A
	     

	Gardening
	 FORMCHECKBOX 
 TAC  FORMCHECKBOX 
 Other  FORMCHECKBOX 
 N/A
	     

	Residential care
	 FORMCHECKBOX 
 TAC  FORMCHECKBOX 
 Other  FORMCHECKBOX 
 N/A
	     

	On-call services   

Day  FORMCHECKBOX 
   and/or Night  FORMCHECKBOX 

	 FORMCHECKBOX 
 TAC  FORMCHECKBOX 
 Other  FORMCHECKBOX 
 N/A
	     

	Other please specify
	 FORMCHECKBOX 
 TAC  FORMCHECKBOX 
 Other  FORMCHECKBOX 
 N/A
	     


Comments about other funding

	     


1(B). Participants and information used in the Functional Independence Review

	Name
	Relationship to client
	Contact telephone number
	Means of information provision (report, verbal contact, present home visit)

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


2. Client participation

2(A). Comment on the client’s ability to engage in this review process

	     


2(B). If appropriate, provide an outline of the client’s level of satisfaction with their current TAC funded program, plus a summary of what activities they would like to focus on in the future 

	     


3. Background information


3(A). Injuries sustained in the transport accident (include any complications from injuries e.g. epilepsy)
	     


3(B). Pre-accident injuries and illnesses

	     


3(C). Current non-accident related injuries or illnesses

	     


4. Current status

4(A). Home, living and social situation (outline any anticipated changes or changes being considered for the future)

	     


4(B). Vocational / education

	     


4(C). Physical / mobility / transfers (include indoor / outdoor mobility, upper and lower limb function, balance, splinting, equipment required, i.e. hoists, powered wheelchairs)
	     



4(D). Cognitive / behavioural, e.g. memory, insight, distractibility

	     


4(E). Psychological / emotional

	     


4(F). Communication / swallowing

	     


5. Summary of activities

These tables are designed to identify the amount of support time required for either maintenance or rehabilitation-focused activities. Only complete each table if the client requires assistance in the specified area of activity

5(A). Personal care activities

	Activity
	Functional level
	Type of assistance required
	Support type
	Is client status likely to change
	Current hours
	Recommended hours

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	
	
	
	
	Total
	     
	     


Can any or all of the above activities be met using the On-call service?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If ‘yes’, would the identified support need be met using:

Monitoring service              FORMCHECKBOX 

Day on-call 
             FORMCHECKBOX 


Night on-call                   FORMCHECKBOX 

Day and night on-call     FORMCHECKBOX 

If a monitoring or on-call service is appropriate, provide clinical reasoning for how the client’s needs will be met

	      



Comments about personal care status

	     


5(B). Domestic activities (including household tasks and gardening)

	Activity
	Functional level
	Type of assistance required
	Support type
	Is client status likely to change
	Current hours
	Recommended hours

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	
	
	
	
	Total
	     
	     


Comments about domestic activities

	     


5(C). Capacity of attendant carer to overlap / combine duties (comment on potential overlapping of tasks, such as the ability to make bed / tidy bathroom while client is toileting)
	     


5(D). Does the client use or need home services?
	
 FORMCHECKBOX 
 Yes
	
 FORMCHECKBOX 
 No


Size of the house and/or garden

	     


Does client own the appropriate equipment / tools? e.g. lawn mower, vacuum cleaner, etc.
	     


	Household member
	Usual duties
	Reasons for inability to undertake ADL tasks

	      
	      
	      

	      
	      
	      

	      
	      
	      


	Home services review date
	
	      /       /      


5(E). Community activities (include recreation, leisure and community access)

	Activity
	Functional level
	Type of assistance required
	Support type
	Is client status likely to change
	Current hours
	Recommended hours

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	
	
	
	
	Total
	     
	     


Comments about community status

	     


5(F). Other activities, e.g. vocational, education, therapy support, self-management, organisation 

	Activity
	Functional level
	Type of assistance required
	Support type
	Is client status likely to change
	Current hours
	Recommended hours

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	
	
	
	
	Total
	     
	     


Comments about vocational, education, therapy support, self-management, organisation status

	     



5(G). Overnight care and daily welfare check


Are you recommending any level of overnight support?       FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Provide details of the client’s identified overnight care needs

	      



	Can the client’s overnight care needs be met with a personal alarm/monitoring service?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If ‘yes’, does the client also require a daily welfare check?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Can the client’s overnight care needs be met with the overnight on-call service?     FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	    


Please provide the clinical reasoning to support your recommendation for the on-call monitoring service and detail the support required
	     


5(H). Are you requesting sleepovers?

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Provide clinical justification for sleepovers and why the client‘s support need cannot be met by using the overnight on-call monitoring service
	     


	Number of sleepover nights required/ week
	
	     
	
	

	Active hours per night
	
	     
	
	Inactive hours per night
	
	     


Provide details of alternatives to 1:1 sleepovers that you have considered (e.g. gratuitous care, equipment, etc.)
	     


6. Supervision and safety
Where the objective of support for a task or activity is to provide supervision only, please provide further information

	Activity
	Perceived harm / risk
	Has an alternative to supervision been considered?
	Describe the alternative considered
	Describe why supervision is more appropriate

	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     

	     
	     
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	     
	     


Where supervision being recommended IS NOT directly related to an activity or a task

	Purpose of supervision and the potential harm or risk the supervision is preventing
	Factors that indicate the potential of risk /harm
	Alternatives to supervision that have been considered
	Reasons why supervision is more appropriate

	     
	     
	     
	     

	     
	     
	     
	     

	
	
	
	

	Total hours of supervision being requested
	      hours


7. Proposed weekly planner (example of identifying hours breakdown)

Please indicate where TAC funded supports are used during the week, including attendant care, therapy support, community group programs, etc.
	
	Morning
	Afternoon
	Evening
	Total hours per support type per day

	Example
	 7 – 9 am PC (bowel care, showering dressing): 2 hours  

 9 – 10 am Therapy Support: (stretching) 1 hour 


	1 – 3 pm domestic services: 2 hours 

3 – 4 pm Transport, shopping: CA - 1 hour


	6 – 7 pm personal care (dinner preparation): 1 hour
	 PC:  3 hours

 CA:  1 hour 

TS: 1 hour

 DS: 2 hours

	Monday
	     
	     
	     
	     

	Tuesday
	     
	     
	     
	     

	Wednesday
	     
	     
	     
	     

	Thursday
	     
	     
	     
	     

	Friday
	     
	     
	     
	     

	Saturday
	     
	     
	     
	     

	Sunday
	     
	     
	     
	     

	
	Total hours for week
	      


8. Comments, summary and/or recommendations

	      


9. If you are requesting further OT services, please complete both tables (9a and 9b). 9a does not need to be completed if this is an initial request for OT services.  

9(A). Review service plan

	Functional goal, including measurable outcome  
	Achieved / not achieved
	Progress (including barriers to goal achievement)

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


9(B). Initial service plan

	Functional goal, including measurable outcome)
	Strategies
	Total OT hours requested

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


Proposed services plan

	Total hours of individual OT services
	
	     
	
	Current plan start
	
	      /       /      


	Frequency of services
	
	     
	
	Current plan end 
	
	      /       /      


	Total hours of OT travel time (if required)
	
	     
	
	Anticipated OT discharge
	
	      /       /      


Are you recommending equipment for this client      FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
If ‘yes’, please attach appropriate request.

 FORMCHECKBOX 
 Have you discussed this Functional Independence Review with the client or the client’s representative and have their consent to supply the TAC with the information collected?

Provider details

	Provider name, address and phone no. Use practice stamp where possible
	
	Signature

	     
	
	

	     
	
	

	     
	
	Days/hours available

	     
	
	      

	     
	
	Date

	
	
	      /       /      
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