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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.

Please refer to the notes page for assistance in completing this form



	Client name
	
	Claim number

	     
	
	     

	Client address
	
	Date of birth
	
	Date of accident

	     
	
	     
	
	     

	     
	
	Hospital name

	     
Post code      
	
	     


	Rehabilitation plan no. i.e. initial plan, 2nd plan, 3rd plan
	
	Proposed start date 12 weeks max
	
	Proposed end date

	     
	
	     
	
	     


1. Injuries sustained in the transport accident
	     
	     
	     
	     

	     
	     
	     
	     


2. Current status

	Current activity level and functional limitations being treated by hospital in this plan

	     



3. Expected long term optimal functional outcomes

e.g. return to school/work, return to hobbies, independence with ADLs, participation in carer program, etc. 
	1.      

	2.      

	3.      

	4.      

	5.      


4. Functional objectives List goals related to current activity / functional limitations for this rehabilitation plan ONLY
	Measurable goals 

e.g. attend local shops by increasing walking endurance
	Measurable tool

e.g. six minute walk
	Current measurable score and date

e.g. 100 metres recorded on 1 July 2007
	Discipline addressing each goal 

i.e. OT, physio, psych

	1.      
	     
	     
	     

	2.      
	     
	     
	     

	3.      
	     
	     
	     

	4.      
	     
	     
	     

	5.      
	     
	     
	     

	6.      
	     
	     
	     

	7.      
	     
	     
	     

	8.      
	     
	     
	     

	9.      
	     
	     
	     

	10.      
	     
	     
	     


5. Subsequent plans
If this is a subsequent plan, please list the measurable goals which have not been achieved within the previous outpatient rehabilitation plan and reasons  

Please refer to previous rehabilitation plan
	     


6. Rehabilitation program

Please note: The TAC will only pay for services in accordance with the current TAC fee schedule

	Therapy
	½ hour sessions 
per day
	Number of days per week
	Number of  weeks
	Total sessions
	TAC Officer: 

Mark number of services approved

	Physiotherapy
	     
	     
	     
	     
	     

	Physiotherapy group
	     
	     
	     
	     
	     

	Physiotherapy home/worksite visit
	     
	     
	     
	     
	     

	Hydrotherapy
	     
	     
	     
	     
	     

	Hydrotherapy group
	     
	     
	     
	     
	     

	Occupational therapy
	     
	     
	     
	     
	     

	Occupational therapy group
	     
	     
	     
	     
	     

	Occupational therapy home/worksite visit
	     
	     
	     
	     
	     

	Physical education
	     
	     
	     
	     
	     

	Physical education group
	     
	     
	     
	     
	     

	Special education
	     
	     
	     
	     
	     

	Special education group
	     
	     
	     
	     
	     

	Speech pathology
	     
	     
	     
	     
	     

	Speech pathology group
	     
	     
	     
	     
	     

	Speech pathology home/worksite visit
	     
	     
	     
	     
	     

	Psychology
	     
	     
	     
	     
	     

	Psychology group
	     
	     
	     
	     
	     

	Neuropsychology
	     
	     
	     
	     
	     

	Social work
	     
	     
	     
	     
	     

	Social work group
	     
	     
	     
	     
	     

	Social work home/worksite visit
	     
	     
	     
	     
	     

	Driving (O/T)
	     
	     
	     
	     
	     

	Driving instructor
	     
	     
	     
	     
	     

	Dietician
	     
	     
	     
	     
	     

	Dietician home/worksite visit
	     
	     
	     
	     
	     

	Allied Health Assistant 
	     
	     
	     
	     
	     

	Assessment fee 
	     
	     
	     
	     
	     

	Interpreter
	     
	     
	     
	     
	     

	Home therapy – list discipline(s)
	     
	     
	     
	     
	     

	Other      
	     
	     
	     
	     
	     


Public Hospital facilities only are able to bill the following items in addition to the above

	Therapy
	½ hr sessions per day
	Number of days per week
	Number of  weeks
	Total sessions
	TAC Officer: 

Mark number of services approved

	Nursing
	     
	     
	     
	     
	     

	Nursing home/worksite visit
	     
	     
	     
	     
	     

	Nursing travel time *
	     
	     
	     
	     
	     

	Allied Health Assistant home/worksite visit
	     
	     
	     
	     
	     

	Allied Health Assistant travel time *
	     
	     
	     
	     
	     


* Travel time: 
Requests for travel require prior approval. Travel can be billed in either 30 minute, 45 minute or 60 minute blocks. 

Travel time is for a round trip. 
7. Ongoing management
Is referral to community providers indicated for this client at the completion of this plan?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
If no, please provide reasons

	     


If yes, please provide details regarding the referral

	     


8. Transportation

Does the client have medical clearance to drive?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    FORMCHECKBOX 
 Not a driver

Is the client able to use public transport?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 
If no, please state reasons

	     


Does the client have access to other household members/family/friends that can drive client to the facility?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Does the client require taxi transportation due to transport accident injuries?
 FORMCHECKBOX 
 Yes  (attach medical certificate)     FORMCHECKBOX 
 No

If yes, who will arrange the taxi transportation?


 FORMCHECKBOX 
 TAC    FORMCHECKBOX 
 Hospital

9. Further comments

Please provide any additional information regarding the client’s rehabilitation plan.  Please include any barriers for completion of the functional goals that may not be related to the transport accident, e.g. physical, social, cultural, legal, etc. 
	     


10. Client authorisation

Have you discussed this Outpatient Rehabilitation Plan with the client or the client’s representative?


 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Has the client or the client’s representative consented to supply the TAC with the personal and health information collected?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Signature of hospital coordinator
	
	Signature of TAC officer if program approved

	
	
	

	
	
	

	
	
	

	Print name
	
	Print name

	     
	
	     

	Date
	
	Telephone number
	
	Fax number
	
	Date
	
	Telephone number
	
	Fax number

	     
	
	     
	
	     
	
	     
	
	     
	
	     


You should submit the initial and subsequent Outpatient Rehabilitation Plans at least five working days before the program commences.  The plan must be approved by a TAC Officer.  The client and provider will be notified of the decision in writing.

Please note that all fields must be completed for this plan to be considered.  If you are unable to complete any section, you should indicate the reason, as incomplete forms may be returned to you.
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ORF1 0911
	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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