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[image: ]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.
Please refer to the notes for assistance in completing this form

Section 1
Client details 
	First name
	                                  



	Last name
	                                  



	Street name and number
	                                  



	Suburb/Town
	                                  
	Post code
	              



	TAC claim number
	                                  
	
	



	Date of birth
	        /         /             
	Date of accident
	        /         /             


Section 2
Current status 
Speech pathology clinical diagnosis:
	                                  


Functional limitations:
	                                  


Pre existing speech, language or swallowing issues:
	                                  


Section 3
Summary of service provision 
	Duration of intervention
	              
	months
	Frequency of intervention
	              


Functional limitations targeted during intervention:
	                                  


Strategies used:
	                                  


Barriers:
	                                  


Measured change:
	                                  


Section 4
Treatment request 
Revised intervention plan variations or additional treatment to this plan require prior approval by the TAC.
Treatment requested for approval
	Total hours of individual speech pathology treatment
	       
	



	Total hours of group speech pathology treatment
	       
	



	Are you recommending Allied Health Assistance for this person? 
	☐  Yes
	☐  No



	Are you recommending a Grade 1, 2, or 3 Allied Health Assistant?
	Tick AHA Grade
	☐  1
	☐  2
	☐  3


If so, please outline the Allied Health Assistant's name, grade, and any specialisations. Please outline the number of hours recommended and why this service delegation is recommended.
	                                  



	Commencement date
	        /         /             
	Completion date Max 6 months
	        /         /             


Please attach a program of activity/treatment plan for the Grade 2 or 3 Allied Health Assistant, outlining their duties and how they will support the client to achieve their TAC-approved goal. 
	☐	As the delegating and supervising Allied Health Professional, I can confirm that the Allied Health Assistant has the appropriate qualifications and experience to deliver Allied Health Services at the grade I have indicated on the previous page. I have confirmed that the Allied Health Assistant is covered under my insurance and/or holds the appropriate insurance independently. I understand that I or the Allied Health Assistance provider can only bill for Allied Health Assistance hours under the Allied Health Assistance fee schedule, at the Grade the TAC client requires.



	Treatment goal
	Strategies
	Client activities
	Functional measured outcome

	                                   
	                                  
	                                  
	                                  

	                                   
	                                   
	                                  
	                                  

	                                   
	                                   
	                                  
	                                  

	                                   
	                                   
	                                  
	                                  

	                                   
	                                   
	                                  
	                                  



	Proposed measured therapy break commencement date
	        /         /             
	



	Proposed review date
	        /         /             
	


Section 5
Provider details 
	Provider name, address and phone no. 
(Use practice stamp 
where possible)
	
	



	Provider signature 
(Insert jpg/png of signature or print and sign by hand)
		



	Days/hours available
	                                  
	



	Date
	        /         /             
	




Section 6
Authorisation 
	I,
	
	of
	


hereby authorise you to supply the TAC with information requested on this form and to discuss the contents of this form, and any ongoing issues of my treatment, with officers or representatives of the TAC.
	Signature of client, parent or guardian
	
	Print name
	
	Date

		
	                                  
	
	    /    /       

	
	
	
	
	


Please attach any information that may be relevant. 
Additional notes:
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