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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
All questions must be answered for the TAC to consider this form. 



	Client name
	
	Claim number
	
	Date of birth
	
	Date of accident

	      
	
	      
	
	      /     /     
	
	      /     /     


1. Program details

	Program type
	
	Dates of program

	Gym   FORMCHECKBOX 
          Swim   FORMCHECKBOX 
          Pilates   FORMCHECKBOX 

	
	      /     /       until      /     /     


2. Original goals of program and subsequent progress

	Goals
	Please comment on progress and current status

	1.      
	      

	2.      
	      

	3.      
	      

	4.      
	      

	5.      
	      


3. Functional changes/outcome measures
	Outcome measure / Functional activity
	Date of administration and assessment score

	
	     /     /     
	     /     /     
	     /     /     
	     /     /     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     



4. Rehabilitation/maintenance
	Do your outcome measures suggest the client is in:
	 FORMCHECKBOX 

	Maintenance
	 FORMCHECKBOX 

	Rehabilitation
	 FORMCHECKBOX 

	Unsure


Can the client be discharged to a home exercise program?  Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If ‘No’, what self-management strategies are currently being undertaken by the client?

	      



Are you recommending a subsequent program? Yes  FORMCHECKBOX 

No  FORMCHECKBOX 
 Skip to section 5

If ‘Yes’, what is the duration of the program? Please attach a quote from the gym/pool
	 



What are the rehabilitation goals of the subsequent program?

	      



How are these rehabilitation goals aligned to the client’s independence goals? 
	      



5. Provider details

	Provider name, address and phone number. Use practice stamp where possible
	
	
Signature

	
	
	

	
	
	

	
	
	Days/hours available

	
	
	      

	
	
	Date

	
	
	      /     /     



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 regarding my treatment, with officers or representatives of the TAC.

	
Signature of client, parent or guardian
	
	

Print name
	
	

Date

	
	
	      
	
	     /     /     
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