[image: image1.png]icare



[image: image2.png]


[image: image1.png]

Once completed please e-mail this form to: requests.lifetimecare@icare.nsw.gov.au (for lifetime care) or requests.workers-care@icare.nsw.gov.au (for workers care) and include the following in the subject header: Service Request [Person’s name and number] [Coordinator name]

	1.1 PERSON’S details


	Name
	
	Participant No. or Claim No.
	

	

	Address
	

	
	
	

	Contact name
	     
	Contact Ph 
	

	

	Date of injury
	
	Age 
	

	

	Injury 
	 FORMCHECKBOX 
  TBI    
	 FORMCHECKBOX 
  SCI Level       ASIA score      
	 FORMCHECKBOX 
Other(specify)       


	1.2 Service requested BY

	Name
	     

	

	Qualification
	     

	

	Organisation
	

	

	Work days / hrs 
	
	Ph
	     

	

	E-mail
	     


	1.3 Service provided by

	Name
	     

	

	Qualification
	     

	

	Organisation
	

	

	Work days / hrs 
	
	Ph
	     

	

	E-mail
	     


1.4 STATUS

	 FORMCHECKBOX 
 Interim
	Date of end of interim participation period:      

	 FORMCHECKBOX 
 Lifetime


For interim status, services cannot extend beyond the interim participation period

1.5 SERVICE DATES

	Does the person have a current My Plan?
	 FORMCHECKBOX 
 Yes – what is the expiry date?      
 FORMCHECKBOX 
 No 


	Dates for requested service 
(Should not extend beyond plan expiry date)
	From      
	To      
	

	

	1.6 ATTACHMENTS

	Reports/documents attached: (please list any reports or documents such as quotes included with this request)  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No        


2. WHAT IS THE PERSON’S CURRENT STATUS?

2.1 Current health conditions, impairments, activity limitations or participation restrictions relevant to this request (include any non-injury related health conditions or impairments)

	


2.2 Pre-injury information relevant to this request

	


3. REQUESTED SERVICE
3.1 What are the person’s goals that relate to this requested service?

	


	No.
	Step description (WHAT)
	Action Plan (HOW) & Supports/people responsible (WHO)

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


3.2 How is this service consistent with the goals and services in the person’s My Plan?

	


3.3 What alternatives to the proposed service have been considered and discounted?

	


3.4 How will the effectiveness of the proposed service be evaluated?

	


4. SERVICE PROVIDER DECLARATION
The person has been involved as much as possible in the development of this request in collaboration with their family member or nominated person if necessary. The person (and family member or nominated person) agrees with this request.
	Name
	
	Date
	


5. REQUEST FOR APPROVAL
List the requested services, service providers, payment codes, hours and costs (including GST) including non-direct services such as provider travel.
	Service
	Provider name

Organisation (Billing as) 

Address & Phone

SIRA/HIC Approval No. (where applicable)
	Code
	Hours
	Cost (incl. GST)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Total cost:
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