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This form is to be completed by medical practitioners to provide relevant pharmacy and medical information to the TAC. This helps us to make decisions about treatments and services we can help pay for. 
If required, the medical practitioner can contact the TAC to obtain any relevant missing or additional information.
Please refer to Information for General Practitioners on our website: tac.vic.gov.au/providers/type/general-practitioners

Section 1
TAC client details 
	First name
	                                  



	Last name
	                                  



	TAC claim number
	                                  
	Date of accident
	        /         /            



	Date of birth
	        /         /            
	
	



	Client address
	                                  



	Suburb/Town
	                                  
	Post code
	              


Key contact (if not client)
	First name
	                                  



	Last name
	                                  



	Relationship
	                                  
	Phone number
	                                  



	Key contact address
	                                  



	Suburb/Town
	                                  
	Post code
	              





Section 2
INJURIES, CONDITIONS AND TREATMENT 
	Date
	Accident related injuries identified by practitioner
	Date
	Accepted accident-related injuries 
(Provided by the TAC)

	     /     /       
	                                  
	     /     /       
	                                  

	     /     /       
	                                  
	     /     /       
	                                  

	     /     /       
	                                  
	     /     /       
	                                  

	     /     /       
	                                  
	     /     /       
	                                  

	     /     /       
	                                  
	     /     /       
	                                  


Details of current symptoms and diagnosis related to the transport accident injuries or conditions 
Attach additional notes if required
	                                  



	Has the accident aggravated a pre-existing condition? (Yes or No)
	        	


Please provide details of injury, original cause and extent of aggravation and treating practitioner
	                                  


Details of other active conditions impacting recovery other than the accepted transport accident related injuries
Attach additional notes if required
	                                  



	How long have you been treating this client?
	                                  



	Is the client improving? (Yes or No)
	        	



	Can the TAC help by arranging a review of the client? (Yes or No)
	        	


If no for either of the above questions, please give further clarification
	                                  


Section 3
Medication 
Medication 1
Client’s current regular medication for all relevant conditions
	                                  



	Dosages and frequency
	                                  



	Prescribed by
	                                  



	Was this prescribed pre accident? (Yes or No)
	        	If so what dosage and frequency
	                  


How and why does the medication relate to the transport accident injuries.
	                                  


Medication 2
Client’s current regular medication for all relevant conditions
	                                  



	Dosages and frequency
	                                  



	Prescribed by
	                                  



	Was this prescribed pre accident? (Yes or No)
	        	If so what dosage and frequency
	                  


How and why does the medication relate to the transport accident injuries.
	                                  


Medication 3
Client’s current regular medication for all relevant conditions
	                                  



	Dosages and frequency
	                                  



	Prescribed by
	                                  



	Was this prescribed pre accident? (Yes or No)
	        	If so what dosage and frequency
	                  


How and why does the medication relate to the transport accident injuries.
	                                  


Medication 4
Client’s current regular medication for all relevant conditions
	                                  



	Dosages and frequency
	                                  



	Prescribed by
	                                  



	Was this prescribed pre accident? (Yes or No)
	        	If so what dosage and frequency
	                  


How and why does the medication relate to the transport accident injuries.
	                                  


Medication 5
Client’s current regular medication for all relevant conditions
	                                  



	Dosages and frequency
	                                  



	Prescribed by
	                                  



	Was this prescribed pre accident? (Yes or No)
	        	If so what dosage and frequency
	                  


How and why does the medication relate to the transport accident injuries.
	                                  


Medication 6
Client’s current regular medication for all relevant conditions
	                                  



	Dosages and frequency
	                                  



	Prescribed by
	                                  



	Was this prescribed pre accident? (Yes or No)
	        	If so what dosage and frequency
	                  


How and why does the medication relate to the transport accident injuries.
	                                  




Medication 7
Client’s current regular medication for all relevant conditions
	                                  



	Dosages and frequency
	                                  



	Prescribed by
	                                  



	Was this prescribed pre accident? (Yes or No)
	        	If so what dosage and frequency
	                  


How and why does the medication relate to the transport accident injuries.
	                                  


Medication 8
Client’s current regular medication for all relevant conditions
	                                  



	Dosages and frequency
	                                  



	Prescribed by
	                                  



	Was this prescribed pre accident? (Yes or No)
	        	If so what dosage and frequency
	                  


How and why does the medication relate to the transport accident injuries.
	                                  


Medication 9
Client’s current regular medication for all relevant conditions
	                                  



	Dosages and frequency
	                                  



	Prescribed by
	                                  



	Was this prescribed pre accident? (Yes or No)
	        	If so what dosage and frequency
	                  


How and why does the medication relate to the transport accident injuries.
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Medication 10
Client’s current regular medication for all relevant conditions
	                                  



	Dosages and frequency
	                                  



	Prescribed by
	                                  



	Was this prescribed pre accident? (Yes or No)
	        	If so what dosage and frequency
	                  


How and why does the medication relate to the transport accident injuries.
	                                  



	Does the client require or currently use opiate and/or benzodiazepine medication?? (Yes or No)
	        	


Please provide details of the opiate/benzodiazepine medications and provide rational for the ongoing recommendations.
	                                  


Have there been any or are there any planned attempts to wean and cease opiates/benzodiazepines? Please indicate if you recommend referral to an addiction specialist.
	                                  


Section 4
Clinical panel contacting you 
	Would you be open to a member of the clinical panel calling you to discuss the pharmacy requirements of this client? (Yes or No)
	

	
	        


	If so, what days/times are suitable for you to take their call?
	                                  




SECTION 4
PROVIDER DETAILS 
	Provider name
	                                  



	Practice name
	                                  



	Practice address
	                                  



	Suburb/Town
	                                  
	Post code
	              



	Email address
	                                  
	Phone number
	                                  



	Days/hours available
	                                  


Or add your practice stamp below
	(Insert image of practice stamp)
	



	[image: Icon

Description automatically generated]Signature
Insert image (jpg/png) of signature.
(Or print, sign and scan the form)
		



	HIC provider no.
	                                  



	Qualifications
	                                  



	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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