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	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


	Client details
	
	

	Client name
	
	Claim no.
	
	Telephone no.

	     
	
	     
	
	     

	Client address
	
	Date of birth
	
	Date of accident

	     
	
	      /       /      
	
	      /       /      

	     
Post code       
	
	


	Provider details
	
	

	Provider name
	
	Telephone no.
	
	Fax no.

	     
	
	     
	
	     

	Provider address
	
	Referred by
	
	

	     
	
	     
	
	

	     
Post code       
	
	


Team section - to be completed at team meeting

a. Is your patient ready for a pain management service
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

b. Does your client understand that they are expected to change the way they do things in the future to better manage their pain?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

c. Are you aware of any factors that may adversely affect the service, e.g. family support, litigation / legal issues, motivation, medical problems etc. 

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If yes, please provide details

	     


d. Anticipated referrals or recommendations for treatment after the pain management service is completed.

	     


e. Additional comments
	     


FUNCTIONAL SECTION
Client details

	Client name
	
	Claim no.

	     
	
	     


1. Assessment

a. Please list all the current functional problems your patient is experiencing.  Indicate which problems are directly related to the transport accident and which are not.  Provide explanations if required.

	     


b. Please provide a baseline objective measure of function, as used by your pain management service.

	     


2. Treatment / services

a. Please provide a summary of past functional treatment / services

	     


b. List all current treatment or services your patient is receiving, e.g. occupational therapy, childcare, attendant care, taxi travel, home services, gardening etc.  Please include number of hours per week and expected duration.
	Treatment / services

individual / group
	Provider name and ph no. if known
	Total hours approved
	Duration (weeks)
	TAC funded 

(Y/N)
	Comments

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


3. Functional goals

a. List the specific functional goals the client expects to achieve at the completion of the pain management service.  Outline objective measures of success.

	     


b. Please detail your patient’s current occupation, including the average hours worked per week, both pre and post accident.
	Occupation
	Hours worked per week
	Goals or anticipated change following service
If applicable

	
	Pre accident
	Current status
	

	     
	     
	     
	     


c. Expected functional change with respect to problems identified in question 1.a.

	     


d. Expected changes to current treatment or service use as listed in question 2.b.

	     


e. Is occupational therapy to be included as part of this pain management service.
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If no, please provide reasons why
	     


Practitioner details

	Signature of person completing this form
	
	Print name
	
	Date

	
	
	     
	
	     /     /     

	
	
	Position title
	
	Telephone no.

	
	
	     
	
	     


PHYSICAL SECTION
Client details

	Client name
	
	Claim no.

	     
	
	     


1. Assessment

a. Please list physical problems and restrictions.  Indicate which problems are directly related to the transport accident and which are not.  Provide explanations if required.

	     


b. Please provide a baseline objective measure of function, as used by your pain management service.

	     


2. Treatment / services

a. Please provide a summary of past physical treatment / services

	     


b. List all current treatment or services your patient is receiving, e.g. physiotherapy, osteopathy, hydrotherapy, chiropractic, gym/swim service etc.  Please include number of hours per week and expected duration.

	Treatment / services

individual / group
	Provider name and ph no. if known
	Total hours approved
	Duration (weeks)
	TAC funded 

(Y/N)
	Comments

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


3. Physical goals

a. List the specific physical goals the client expects to achieve at the completion of the pain management service.  Outline objective measures of success.

	     


b. Expected physical change with respect to problems identified in question 1.a.

	     


c. Expected changes to current treatment or service use as listed in question 2.b.

	     


d. Is physiotherapy to be included as part of this pain management service.
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If no, please provide reasons why
	     


Practitioner details

	Signature of person completing this form
	
	Print name
	
	Date

	
	
	     
	
	     /     /     

	
	
	Position title
	
	Telephone no.

	
	
	     
	
	     


PSYCHOLOGICAL SECTION
Client details

	Client name
	
	Claim no.

	     
	
	     


1. Assessment

a. Please list all the current psychological problems your patient is experiencing.  Indicate which problems are directly related to the transport accident and which are not.  Provide explanations if required.

	     


b. List all previous psychological issues, if relevant and their to the transport accident.

	     


2. Treatment / services

a. Please provide a summary of past psychological treatment / services

	     


b. List all current psychological or psychiatric treatment your patient is receiving, including number of hours per week and expected duration.

	Treatment / services

individual / group
	Provider name and ph no. if known
	Total hours approved
	Duration (weeks)
	TAC funded

(Y/N)
	Comments

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


3. Psychological goals

a. List the specific psychological goals the client expects to achieve at the completion of the pain management service.  Outline objective measures of success.

	     


b. Expected psychological changes with respect to problems identified in question 1.a.

	     


c. Expected changes to current treatment or service use as listed in question 2.b.

	     


d. Is psychology to be included as part of this pain management service.
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If no, please provide reasons why
	     


Practitioner details

	Signature of person completing this form
	
	Print name
	
	Date

	
	
	     
	
	     /     /     

	
	
	Position title
	
	Telephone no.

	
	
	     
	
	     


Introduction
The TAC defines Pain Management Services as ‘multidisciplinary interventions designed to assist clients to manage their condition and reduce the disability associated with pain, where no cure is expected’.

The TAC does not consider single discipline providers to be Pain Management Services and therefore single disciplines wishing to treat a client should complete the relevant discipline’s treatment notification plan.

The treating Pain Physician should have already completed the Pain Management Service: Medical Request for Inpatient Service and approval for this admission should have been obtained from the TAC prior to undertaking the inpatient assessments required for completing this form.

The TAC does not instruct Pain Management Service providers on which outcome measures to use, however in accordance with published reviews on core outcome measures for chronic pain trials, it is suggested that the following outcome measures are collected:

· Pain

· Physical functioning

· Emotional functioning

· Participant ratings of global improvement and satisfaction with treatment

· symptoms and adverse events

· Participant disposition
What the TAC will do

The completed form will be reviewed by the TAC within ten working days of receipt.  There should be a clear link between the client’s current transport accident restrictions and specific goals.

Payment of approved inpatient services will be in accordance with arrangements made between the TAC and the admitting hospital.
What you need to do

This form is to be completed within seven working days of admission for an Inpatient Pain Management Service.

All questions in all the sections must be completed by the multi-disciplinary team.  The concept of disability reduction in a Pain Management Service assumes that all aspects of the client’s condition are being assessed and managed within the Pain Management Service. 

Please complete electronically when possible as fields will expand to contain all information provided

The TAC requests that the Pain Management Service: Discharge Evaluation form is completed and returned at the end of the service
Where to send the completed forms

Completed forms can be sent to:


Transport Accident Commission 


PO Box 742


Geelong Vic 3220

Incomplete forms will be returned to you for completion.
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PMSF13  1207
	60 Brougham Street

GEELONG VIC 3220

PO Box 742

GEELONG VIC 3220

Ausdoc DX 216079 Geelong
	Telephone 1300 654 329

STD Toll Free 1800 332 556

www.tac.vic.gov.au
ABN 22 033 947 623
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