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This plan is developed by the hospital occupational therapist in collaboration with the TAC, the client (or their representative), plus other treating therapists, in preparation for hospital discharge. The aim of the plan is to ensure a smooth transition from hospital to the community and support optimal independence and recovery outcomes. The assessment considers the allied health, other therapy and support services required for a transition period. 
Complete sections that are relevant to the client’s needs and discharge planning. Some sections may not be applicable (e.g. where attendant care or home services are not being recommended) so do not need to be completed. Where information is noted in other discharge documentation, this can be noted to avoid duplication. Refer to the relevant TAC policies and guidelines where applicable. 
The TAC will review the supports and services within 12 weeks of discharge.
Submit this report to the TAC as early as possible, ideally one month prior to discharge where practicable.

Section 1
TAC client details 
	First name
	                                  



	Last name
	                                  



	TAC claim number
	                                  
	Date of accident
	        /         /            



	Date of birth
	        /         /            
	Date of assessment
	        /         /            



	Key contact if not client
	                                  



	Key contact phone number
	                                  
	



	Relationship to client
	                                  


(e.g. parent, partner, guardian)
Section 2
Contributors to the plan 
List any people who contributed information to the plan.
	Name
	Relationship to client
(e.g. family member, support worker etc.)
	Contact phone/email
	Date of engagement 
	Type of engagement 
(e.g. review of report, phone, email, in person)

	                        
	                                  
	                          
	        /         /            
	                        

	                        
	                                  
	                          
	        /         /            
	                        

	                        
	                                  
	                          
	        /         /            
	                        


Section 3
Discharge destination 
	What is the client's estimated discharge date? 
	        /         /            
	



	What type of accommodation is the client being discharged to?
	

	
	                                       

What is the address of the accommodation?
	Address
	                                  



	Suburb/Town
	                                  
	Post code
	              



	Who will the client be living with?
	        


	Is this discharge destination ongoing or transitional?
	        

If the discharge destination is as a transition, provide the estimated length of stay and details of the transition plan.
(e.g. the client is waiting for completion of home modifications)
	                                  


Provide any other relevant details about the discharge destination including accessibility, need for modifications, or risks. 
	                                  


If the client is being discharged to private accommodation, who owns this accommodation (e.g. client, family, private rental)?
	                                  



	What is the status of the TAC home modification process?
	                     





	If the client is being discharged to a residential aged care, has an ACAS assessment been completed?
	
	

	
	               	



	Has an application been made to the NDIS?
	               	



	Has application for NDIS SDA been completed?
	               	


Section 4
Medical information 
Outline the client’s accident-related injuries.
	                                  


Outline any other injuries or conditions, including pre-existing injuries and/or conditions. 
	                                  


Section 5
Pre-accident function 
Outline the client’s pre-accident function in personal, domestic, work, and community activities. Clearly identify the client’s usual duties prior to the accident, how frequently these were completed and how tasks were managed including any assistance from others where relevant (e.g. family members, friends/neighbours). Document how any pre-existing injuries or conditions impacted function. 
	                                  



	Was the client receiving any supports or services prior to the accident?
	               	




If yes, please specify the type of support, frequency and funding source 
(e.g. privately funded, NDIS, WorkSafe, TAC or other insurer).
	                                  


Section 6
Current function 
Physical, sensory, mobility and transfers 
Describe the client’s indoor/outdoor mobility, upper and lower limb function, balance, strength/endurance, transfer capacity and pressure care needs. Include details of any aids or assistive technology used (e.g. hoists, powered wheelchair, pressure care mattress).
	                                  


Cognitive and behavioural 
Describe the client’s attention, concentration, memory, planning and problem-solving abilities, speed of information processing and any behavioural concerns. Include observations or reports from others, as well as the client’s insight and awareness of any limitations. 
	                                  


Psychological and emotional 
Provide any feedback from the client, their carers or other providers regarding emotional wellbeing, relationships, coping strategies and ability to manage life stressors. 
	                                  




Communication, hearing, vision, tactile and swallowing
Describe any communication, sensory or swallowing difficulties, along with any supports, adaptions or special requirements in these areas. 
	                                  


Rest, sleep and sleep hygiene
Outline the client or carer’s report on the client’s sleep routines, duration and quality of sleep/rest and any difficulties or concerns related to their sleep or sleep hygiene. 
	                                  


Cultural and personal considerations 
Identify any cultural, personal, or linguistic considerations, preferences, or values relevant to assessment, service planning, or provision of support. Include any factors that may influence the client’s engagement, communication or decision-making.
	                                  


Section 7
Current functional status 
Summarise how the client’s current function may impact their ability to participate in daily activities post-discharge. Note any anticipated change in the first 12 weeks post-discharge.  
Personal care
Outline the client’s functional performance in personal care activities such as grooming, bathing, dressing, toileting, eating, nutrition and medication management. 
	                                  


Domestic/household tasks 
Outline the client’s anticipated functional performance in domestic activities such as laundry, cleaning and meal preparation.
	                                  


Community, work and education participation 
Outline the client’s pre-accident valued economic roles (work or study), community roles, hobbies, interests and social activities. Note any barriers to participating at their desired level upon discharge (e.g. employer relationship, nature of pre-accident role, transport, managing money/finances or social engagement). Provide any information about the client’s potential ability to return to work now or in the future. 
	                                  


Section 8
Client’s goals 
Outline ongoing rehabilitation goals you have identified with the client that are to be progressed 
post-discharge. 
☐ N/A – Information to be provided in the Outpatient Rehabilitation Plan 
	Goal
	Related life area 
(e.g. study, driving, recreation)
	Relevant injury currently preventing goal achievement

	                                  
	                                  
	                                  

	                                  
	                                  
	                                  

	                                  
	                                  
	                                  




Section 9
Allied health/therapy services required post-discharge 
Complete the details below only if the client is to be linked to community-based therapists. Attendant care and home services providers are detailed later in the report. 
☐ N/A – Information to be provided in the Outpatient Rehabilitation Plan 
	Discipline
	Referral status 
	Provider 
(name, organisation and contact)
	Initial recommended frequency/ duration

	                                  
	        	                                  
	                                  

	                                  
	        	                                  
	                                  

	                                  
	        	                                  
	                                  

	                                  
	        	                                  
	                                  


☐ The client has been involved in the selection of providers and agrees to the referrals.
If required referrals have not been made or accepted, or services are not available locally or immediately following discharge, outline the follow up plan and any interim arrangements.
	                                  


Section 10
Other supports 
Gratuitous support
Describe the client’s natural and informal supports such as family and friends. Detail the support available, frequency, suitability and whether the supports are available to the client on discharge.
	                                  




Non-TAC funded support 
Detail any non-TAC funded supports which have been considered, including supports that were in place prior to the accident, supports explored but not suitable and barriers to accessing these supports.
	                                  


Section 11
Proposed weekly support plan 
Indicate where TAC-funded supports are required during a typical week: personal care (PC), community access (CA), therapy support (TS), nursing, overnight support (OS) etc. 
If further details are required for complex needs, you may attach additional daily or weekly planners.
Where relevant, please also indicate any supports funded by other agencies (e.g. NDIS, My Aged Care).
	
	Morning
	Afternoon
	Evening
	Overnight
	Total hours of support type 
per day

	Example
	7-9 am PC
(bowel care, showering, dressing): 2 hours
9-10 am TS (stretching): 
1 hour
	1-3 pm PC (support with cooking, household tasks): 2 hours 
3- 4 pm CA (transport, shopping): 1 hour
	6-7 pm PC (dinner preparation): 1 hour
	Inactive overnight
	PC:  5 hours
CA:  1 hour 
TS: 1 hour
Inactive overnight

	Monday
	                                  
	                                  
	                                  
	                
	                

	Tuesday
	                                  
	                                  
	                                  
	                
	                

	Wednesday
	                                  
	                                  
	                                  
	                
	                

	Thursday
	                                  
	                                  
	                                  
	                
	                

	Friday
	                                  
	                                  
	                                  
	                
	                

	Saturday
	                                  
	                                  
	                                  
	                
	                

	Sunday
	                                  
	                                  
	                                  
	                
	                

	Total weekly hours
	


If some supports are not to be provided every week, they vary or are ad-hoc, please provide further details about the average frequency of these services over a 28-day period.
	                                  


Section 12
Recommended day time support 
Using the weekly planner above, please provide your recommendations for support required in the initial 12 weeks post-discharge only.
All recommendations must align to the TAC’s occupational therapy service expectations and attendant care policy and guidelines. 
In addition: 
Recommended hours must reflect the client’s current functional and support needs, independent of care agency shift structures or potential future changes. 
The TAC approves attendant care hours for a 28-day period, so total hours should reflect this where possible. 
Other supports, services or strategies must be considered before recommending attendant care (e.g. Supported employment services, community group programs, equipment or environmental modifications and mainstream non-TAC funded community supports).
For clients with a spinal cord injury, refer to the NSW iCare SCI guidelines to support your recommendations. 
TAC-funded disability service providers, including attendant care providers, are now regulated by the Social Services Regulator. When making referrals, please consider a provider’s registration status, as this may affect hospital discharge timelines.

	Activity
	Type of support
	Recommended hours
	Is the support type likely to change in the next 12 months? 
If yes, please detail

	Personal care
(including support 
with domestic/ household tasks in downtime, meal preparation)
	                   
	      hours per month (28 days)
	                                  

	Community access 
(e.g. support to travel to rehabilitation appointments, shopping) 
	                   
	      hours per month (28 days)
	                                  

	Therapy support
(support to participate in goal directed home or community-based rehab activities – not the actual therapy)
	                   
	      hours per month (28 days)
	                                  

	Total hours per month (excluding overnight support)
	                                  


If the recommended attendant care program is complex (e.g. 2:1 support, variation in support from week to week), please use the attendant care calculator and attach a copy of the calculations. 
☐  Copy of calculations attached
Supporting information and clinical rationale 
Detail the clinical rationale for the recommended attendant care, describing how the recommendations are required as a result of the accident-related injuries and are reasonable, clinically justified and 
outcome-focused. 
Provide any additional information regarding:
what other supports, services or strategies were considered before recommending attendant care. 
support worker activities and responsibilities (e.g. the ability for a worker to combine duties). 
clinical justification when recommended hours differ from the NSW iCare SCI guidelines recommendations (where relevant).
	                                  




If therapy support is recommended, outline the specific goals or Activities of Daily Living (ADL) that therapy support are recommended to target.
	                                  


Section 13
Overnight support 
	Are you recommending any level of overnight support?
	        	


Note: an 8-hour inactive (sleepover) shift is inclusive of 1 hour of support, not necessarily provided consecutively. 
If the client requires overnight support, detail their identified overnight care needs. Include the type and frequency of specific tasks required overnight, indicate who currently completes these tasks, e.g. paid support, family, and any risks if this support is not provided.
	                                  


Provide clinical justification for any recommended overnight supports or services.
	                                  


If 1:1 sleepover support is being recommended, outline any alternatives that were considered. For example, gratuitous care, equipment, or adjustments to the client’s routine (e.g. bladder/bowel care or medication administration).
	                                  



	Number of sleepover nights required per week 
	       
	Active hours per night
	       



	Inactive hours per night 
	       
	 



	Will the support worker have access to a private room for them to sleep in?
	               	


Section 14
2:1 support 
	Is 2:1 support being recommended at any time across the day and/or night? 
	        	



	If yes, has a manual handing assessment been completed by a clinician with appropriate training and experience in manual handling? 
	
	

	
	        	


If yes, please attach the manual handling report. 
If no, and a manual handling assessment is required but has not been completed, outline your recommendation for assessment in section 21.
Summarise the 2:1 support recommended, including when 2:1 is required and for which tasks, approximate the time required to complete each relevant task with two support workers, the role of the second support worker, and any equipment that impact the time and need for a second support worker. 
	                                  


Identify any opportunities to reduce reliance on 2:1 support and outline how these could be reviewed or monitored over time (include the suitability of drop-in or on-call support).
	                                  


Section 15
Behaviour support 
Outline any issues related to the client's behaviours of concern or the use of restrictive practice. Detail any actions you have taken to address these and/or any recommendations for the TAC to action. See restrictive practice policy.
	                                  



	If behaviours contribute to the need for 2:1 support, has a behaviour support plan been implemented or trialled?
	

	
	        

If a behaviour support plan has not been trialled or implemented, outline your recommendation for assessment in section 21.
Section 16
Attendant care program 
	Is the client or their representative agreeable to the proposed attendant care program?
	        

If no, please provide further information.
	                                  


Outline how dignity of risk been considered in the attendant care program recommendations? 
	                                  



	Has the client been informed that their level of attendant care may change (increase, decrease or cease) in line with their capacity following the initial 12-week post discharge and following home modifications where applicable? 
	

	
	        


	Has a family member been identified to be a paid support worker on the client’s attendant care program?
	        


	☐
	If yes, the TAC’s policy regarding family as paid support workers has been explained to the family members.


Is client-specific support worker training with inpatient allied health staff required prior to discharge?  If yes, provide details of the required disciplines, estimated hours of training and if known the number of support workers requiring training. 
	                                  




If an attendant care agency has been engaged, provide company name, contact details and confirmation of provider acceptance.
	                                  


If relevant, provide any relevant information about the care agency’s requirements, such as minimum shift lengths or scheduling constraints.
	                                  


Section 17
Recommended Home services 
Outline any recommended home services, noting that these are tasks carried out independently by the home services provider, with no client involvement. This is not provided as attendant care.
Please provide your recommendations for the initial 12 weeks post discharge only.
All recommendations must align to the TAC’s occupational therapy service expectations and support at home policy. This includes limitations on what the TAC can pay for depending on the client’s pre-accident responsibilities and roles.
	Domestic task
	Relevant injury currently preventing independent task completion
	Was the client solely, partially or not responsible for this task pre-accident?
	Time required for provider to complete task
Choose the most appropriate timeframe for each service (e.g. 3 hours per week)

	                                  
	                                  
	                                  
	        hours per        

	                                  
	                                  
	                                  
	        hours per        

	                                  
	                                  
	                                  
	        hours per        

	                                  
	                                  
	                                  
	        hours per        



	Is the client aware that their level of domestic support may change (increase, decrease or 
cease) in line with their capacity following the initial 12 weeks post-discharge?
	

	
	        



Has assistive technology been considered to increase the client’s independence instead of the need for formal supports? Please detail.
	                                  


Please provide name, contact details and confirmation of provider acceptance for the client’s choice of provider:
	                                  


Section 18
Assistive technology/equipment 
	Is any assistive technology being provided for discharge? 
	        	


If assistive technology is recommended, please complete the hospital direct equipment order form or an assistive technology assessment and recommendations form. Hire of equipment should be considered where practicable. 
If a further assistive technology assessment is required post-discharge, please outline this in section 21.  
Section 19
Transport needs on discharge 
	Does the client have a medical clearance to return to driving?
	        	



	If yes, does the client need to participate in an OT driving assessment?
	        	



	Is a vehicle modification assessment required?
	                 



	If yes, what is the status of the TAC vehicle modification process?
	                  



	Does the client have family or friends who are able and willing to support the client with transport if required? 
	

	
	        



If yes, please detail.
	                                  



	Does the client have capacity to independently use public transport if required?
	                  



	Will the client require TAC-funded taxi transport to get to their accident-related medical and rehabilitation appointments?
	

	
	        

Section 20
Fire, emergency and safety management 
	Are there any physical, cognitive or environmental factors that you are aware of that impact on this person’s ability to respond appropriately in an emergency?
	

	
	        

If relevant, please provide further details.
	                                  


Does the client pose a risk to themselves? If yes, please provide further detail including actions taken to ensure a safe discharge.
	                                  


Does the client pose a risk to others? If yes, please provide further detail including actions taken to ensure a safe discharge.
	                                  



	Are there any other known risks to the client or others at the person’s discharge destination?
(e.g. family members).
	
	

	
	        	




If yes, please provide further detail including actions taken to ensure a safe discharge.
	                                  



	Have these risks been communicated to all community providers referred to?
	        	


Section 21
Recommendations for further assessment 
	Do you recommend further assessments or interventions for this client? 
(e.g. assistive technology, manual handling assessment, home and/or vehicle modifications, driving assessment) 
	

	
	        

If yes, please complete the following table.
	Area requiring further assessment 
	Explanation / further details

	                                  
	                                  

	                                  
	                                  


Section 22
Confirmation and provider details 
	I confirm that I have discussed this Transition Allied Health and Support Plan with the client or their representative. 
	

	
	        


	I confirm that I have discussed the timeframe for review of these recommendations with the client or their representative.
	

	
	        


	I confirm that I have involved the TAC claims manager in the preparation of this plan. 
	        


	Provider name, address, 
email and phone number
(Type details or insert image of practice stamp)
	



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



	Date
	        /         /            
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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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