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OCCUPATIONAL THERAPY REFERRAL FORM
PARTICIPANT DETAILS                                               DATE . . . . . . . . . . . . . . . . . . . . . . . . . 
	Surname:  
	Given name/s:

	Date of Birth:
	NDIS No:

	Address:
	Plan Duration (from –to)


	Phone/Mobile:
	Email:

	Language spoken:
	Interpreter:      Yes          No

	Occupation:
	Living:  [image: image1.png]


 Alone  [image: image2.png]


 Partner/ family  [image: image3.png]


Other

	Primary Contact (Representative/Carer):
Phone/Email:

	NDIA, Self or Plan Managed? If self or plan-managed, please specify:
Name of Plan Manager:

Email (for billing):

Address:

Phone:


DISABILITY DETAILS

	Type of Disability/Injury/Illness:


	Date of onset:

	Service provider/s in place (who provides support & what type, i.e., allied health, personal cares, home care, community)?



REFERRER DETAILS

	Name:
	Address:


	Phone:
	Email:


Participant consent to referral:       [image: image4.png]


 Yes       [image: image5.png]


  No

TREATER DETAILS 
	Name:
	Specialty (GP, Neurologist, Physio):

	Phone:
	Email:

	Address: 


	


REASON FOR REFERRAL
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 Functional Capacity Assessment/Report
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 Personal Mobility Equipment

	[image: image8.png]


 Therapeutic Support/s
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 Assistive Technology:  Comm., Cognition
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 Home Modifications (minor or major)
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 Daily Adaptive Equipment
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 Assistive Products for Household Tasks
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 Assistive Technology - Recreation
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 Assistive Products for Personal Care and    

     Safety
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 Others:  Please indicate


HEALTH AND SAFETY 
Are there any safety considerations to be aware of when visiting this participant? Circle one:
	Is anyone at the property known to be aggressive or violent?
	 Y / N

	If yes, please specify (for staff to better manage behaviour):


	

	Are you aware of any firearms present in the property?


	 Y / N

	Are you aware of the participant or other HH members having any infectious disease (i.e., COVID-19, chicken pox/ shingles/gastro, viral disease of any kind)?
	 Y / N

	If yes, please specify:


	 Y/ N

	Is the participant or any HH member/s vaccinated from COVID-19? 


	 Y / N

	Are you aware of any uncontrolled pets or animals on the premises?
	 Y / N

	To prioritise assessment, does participant’s present condition likely to result in significant deterioration in functional independence which necessitates escalation of care (i.e. admission to hospital)? 
	 Y / N


	COPY OF REPORT TO BE PROVIDED TO:
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 Participant           [image: image17.png]


 Referrer          [image: image18.png]


 GP            [image: image19.png]


 Other ………………………………….


*Please return form by email to acareot@gmail.com
The referral will be processed to determine appropriateness to ACare-OT service/s.  Once accepted, an assessment visit will be scheduled. An invoice will be sent after each assessment, visit or therapeutic support & should be settled within 3- 5 business days. Full amount of OT services should be settled before a final report is provided. Reports remain the intellectual property of ACare-OT and should not be used other than its intended purpose. Once signed, you agree to abide by ACare-OT payment policy.
Below are the estimated OT hours for Assessment and Report. Regular/routine therapeutic support & applications for Assistive Technology & Home Modification will incur a different cost based on the budget in the NDIS Plan.  A more detailed description of support can be provided on request.

	 Total Approximate Cost of FCA & Report
16 Hours for Standard Functional Capacity Assessment & Report 

20 Hours for Complex Functional Capacity Assessment & Report 
	Rate/hour as per current NDIS Price Catalogue
         16 hours
         20 hours

	Routine/Regular Therapeutic Support & Applications  
(Face-2-face, Direct & Indirect follow-up)             
	  NDIA Price Catalogue

	Provider Travel (for site visits) cap at 30 mins one way 

using NDIA-MMM 1-3:  60/60 
	As per NDIS Guideline 

	Non-Labour Cost
	As per NDIS Guideline


Signature __________________________                       Date _______________________
Full Name__________________________ Business Name _________________________

                                                                       (As applicable)
                                             THANK YOU FOR YOUR REFERRAL
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