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Care Needs Assessment Form
Attendant care and support services enable a participant to achieve and maintain their health and wellbeing, enhance their quality of life and provide opportunities to contribute to social and economic life, respecting the abilities and capabilities of the individual.  

The Lifetime Support Authority (LSA) funds necessary and reasonable treatment, care and support including attendant care and domestic services as per the Lifetime Support Scheme Rules. 

Instructions for Occupational Therapist to Complete
Please complete this form when the LSA requests an assessment of a participant’s care needs and capabilities. Identify the supports required to enhance the participant’s participation in their personal, home and community activities. The activities listed in each domain are examples and this list is not exhaustive.
Is the participant requiring domestic support ONLY (cleaning, gardening, cyclical tasks)? 

 

       ☐ Yes (If yes, please complete sections 1, 2, 3, 5 & 10 only)
☐  No   

· Gratuitous care is the unpaid time given to an injured person by relatives, friends, or co-residents to help with activities of daily living. Note: fair and reasonable contributions of household members and co-parents is considered in household, domestic and parenting tasks, i.e. if the non-injured parent is providing their share of parenting roles, this is not considered gratuitous care, unless it is more than a fair contribution (eg >50%). 
· When considering whether status is likely to change, please note areas such as stage of recovery, functional prognosis, gratuitous care, living arrangements, Assistive Technology, age, and any other relevant factors. 
 
· If a section is not relevant for the participant, enter ‘N/A’ in those fields to indicate that you have considered each of the sections of the form. 
Please consider the following and provide details, if relevant: 

· If other treatment, care and support may reduce the level of attendant care and support services required by the participant e.g. assistive technology, home modifications. 

· If the attendant care and support services assist the participant to increase their independence and participation in valued roles and facilitates the development of functional skills and engagement in the community. 

· If the attendant care and support services will reduce the risk of harm and promote the safety of the participant, family members and attendant care workers. 

· If the attendant care and support services provided by a provider are appropriate to the participant, including consideration of the participant’s location, age, culture, ethnicity. 

· If the attendant care and support services balances participant safety, dignity of risk, independence and learning. 

· If the attendant care and support services are the least restrictive option for meeting the participant’s injury related needs. 
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1. Care Needs Assessor Details

	Name of Assessor
	

	Organisation:
	

	Email:
	

	Phone Number:
	

	Date of Assessment: (dd/mm/yyyy)
	

	Date of Previous Care Needs Assessment (if known): (dd/mm/yyyy)
	

	Assessor Signature:
	Based on my clinical review and judgement, this report documents the person’s care needs related to the motor accident injury. 

[Insert signature] 




2. Contributors to the Assessment 

The following people have contributed to this assessment.  
	Name 

 

 

 
	Profession or Relationship 

e.g. Physiotherapy, Psychologist, Speech Therapist, family, friend etc 

 
	Contact Details 

 

 

 
	Provision and Date of Information Supplied Report Extract 

Present During the Assessment 

Date of Verbal Contact 

	
	
	
	

	
	
	
	

	
	
	
	


Comment on the participant’s ability to engage in the assessment.
Outline any communication barriers or any strategies used to support the participant to communicate.

	


 
  
3. Participant Details
	First Name:
	

	Last Name:
	

	Date of Birth:
	

	Address:
	

	Authorised Representative Name (if not the participant):
	

	Relationship to the Participant:
	

	Participant Motor Vehicle Injuries and Ongoing Impact:
	

	Non motor vehicle injury (MVI) related health conditions impacting on function and care:
	


Pre-Motor Vehicle Accident (MVA) Function and Living Arrangements:
What was the participant’s pre-MVA responsibilities, including who else was living in the participant’s home and the division of the household domestic responsibilities. Outline the relationship with other people living at the residence, any recent or anticipated changes.
	


Detail the Participant’s Pre-MVA Services and Attendant Care and Domestic Supports

Please consider if they were receiving any funded formal or informal supports.
	


Regional and or Cultural Needs or Preferences

Outline if there is a remote location or cultural considerations, including religious beliefs and/or other factors that may impact on the delivery of supports.
	


Has the LSA requested completion of Accommodation Request form?

Yes
☐
No
☐
4. Attendant Care Recommendations per Week
Please complete the table below to identify the participant’s current care needs, level of support and time taken for each task, in line with current clinical practice for the injury type and severity.
Provide details of any non-MVI related support needs.
	Personal Care
	Current Function &Type of Support Needed
	Number of Support Workers Required
	Attendant Care Hours Required per Week
	Gratuitous Hours Provided per Week
	Recommended Funded Hours per Week

	
	e.g. independent, supervision, prompting, physical assistance required, assistive technology required
	e.g.1 SW to 1 participant 1:1

      2 SW to 1 participant 2:1
      Shared care 1:2 or 1:3
	What are the participant’s assessed care and support needs   (inclusive of gratuitous care)
	Detail any care and supports provided by other services e.g. My Aged Care
	Detail the care and support requirements requested to be funded in relation to the participants MVI.

	Eating
	
	
	
	
	

	Grooming
	
	
	
	
	

	Bathing
	
	
	
	
	

	Dressing, Upper Body
	
	
	
	
	

	Dressing, Lower Body
	
	
	
	
	

	Toileting
	
	
	
	
	

	Bladder Management
	
	
	
	
	

	Bowel Management
	
	
	
	
	

	Transfers: Bed / Chair / Wheelchair
	
	
	
	
	

	Transfers: Toilet
	
	
	
	
	

	Transfers: 
Bath / Shower
	
	
	
	
	

	Locomotion: Walk / Wheelchair / Stairs
	
	
	
	
	

	Medication Management
	
	
	
	
	

	Pressure Care Management
	
	
	
	
	

	Healthcare Management: Respiratory, Seizures and Spasms
	
	
	
	
	

	Sleep Hygiene: Fatigue Management
	
	
	
	
	

	Pain Management
	
	
	
	
	

	Total
	
	
	


Outline the clinical rationale for the recommended funded hours
	


	Cognitive/ Psychosocial Behavioural Support
	Type of Support
	Number of Support Workers Required
	Attendant Care Hours Required per Week
	Gratuitous Care Hours Provided per Week
	Recommended Funded Hours per Week

	Social Interaction and Emotional Regulation
	
	
	
	
	

	Safety Awareness
	
	
	
	
	

	Scheduling Activities/ Appointments
	
	
	
	
	

	Setting up IT Devices
	
	
	
	
	

	Financial Management
	
	
	
	
	

	Ability to respond to an Emergency
	
	
	
	
	

	Behaviours of Concern
	
	
	
	
	

	Other
	
	
	
	
	

	Total
	
	
	


Outline the clinical rationale for the recommended funded hours

	


	Community Participation and Leisure
	Type of Support
	Number of Support Workers Required
	Attendant Care Hours Required per Week
	Gratuitous Care Hours Provided per Week
	Recommended Funded Hours per Week

	Car Transfers and Driving
	
	
	
	
	

	Public Transport
	
	
	
	
	

	Leisure & Recreation
	
	
	
	
	

	Other
	
	
	
	
	

	Total
	
	
	


Outline the clinical rationale for the recommended funded hours

	


Support for Participants who have caring responsibilities. 
Detail the support required for a participant to undertake their role as parents/care giver. 
Note: exclude services that replaces parental responsibilities e.g. childcare
	Support for Participant’s Who Have Caring Responsibilities
	Type of Support
	Number of Support Workers Required
	Attendant Care  Hours Required per Week
	Gratuitous Care Hours Provided per Week
	Recommended Funded Hours per Week

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Total
	
	
	


Outline the shared care arrangements

	


Outline the clinical rationale for the recommended funded hours

	


Therapy Support
	Therapy Support
	Type of Support
	Number of Support Workers Required
	Attendant Care Hours Required per Week
	Gratuitous Care Hours Provided per Week
	Recommended Funded Hours per Week

	Home Exercise Program
	
	
	
	
	

	Gym Exercise Program
	
	
	
	
	

	Speech Therapy Program
	
	
	
	
	

	Hydrotherapy Program
	
	
	
	
	

	OT Capacity Building Program
	
	
	
	
	

	Other
	
	
	
	
	

	Total
	
	
	


Outline the clinical rationale for the recommended funded hours

	


Overnight Support 
May be required to support a participant with sleep hygiene, pressure care, continence management and other needs during the night. 

 

Is overnight support required? 
Yes
​☐​
No
​☐​ 

 

Passive overnight shifts are rostered in 8-hour blocks and include up to 2 hours total of active care. If overnight care exceeds 4 hours of active care, this should be recommended as active overnight support. 

	Overnight Support
	Type of Support
	Number of Support Workers Required
	Attendant Care  Hours Required per Week
	Gratuitous Care Hours Provided per Week
	Recommended Funded Hours per Week

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Total active hours / week
	
	
	

	Total passive overnight (8 hours per shift) / week
	
	
	


Provide rationale for the recommended funded hours (e.g. sleep routine, hours of sleep and rest)
What alternatives to care have been considered?

	


Nursing Support 

Is nursing support required? 
Yes
​☐​
No
​☐​ 

Detail if the participant has complex care needs that require specialist support (e.g. ventilator support). 

 

Please consider and advise, regarding Nursing tasks that could be transitioned to Support Work including training requirements and expected timeframe.  

 

Please consider and advise if additional Nursing Support training is required specific to the participant’s needs in “Support Worker Training Recommendations” in Section 7). 
	Nursing Support 
	Current Function & Type of Support Needed  
	Recommended Funded Hours per Week 
	 

	
	
	
	

	 
	 
	 
	 

	 
	 
	 
	 

	Total
	 


Outline the clinical rationale for the recommended funded hours

	


5. Domestic Services Recommendations per Week
Provide a summary of the participant’s home environment
Number of bedrooms, bathrooms, living space, size of garden and the general access to the home.
	


Describe the day-to-day activities of other household members, any shared responsibilities, and shared spaces
Do any household members receive funded supports?
	


Can the participant’s domestic supports be delivered by an alternative provider, e.g. cleaner, gardener?
Yes
☐
No
☐
Attendant care providers can work with participants to build their capacity to return to completing some domestic tasks, whereas domestic service providers (generally cleaners and gardeners complete these tasks for participants). Consider the participant’s capacity to return to these tasks with attendant care support/supervision in determining provider.
	Household and Domestic Tasks
	Type of Support
	Number of Support Workers Required
	Attendant Care Hours Required per Week
	Gratuitous Care Hours Provided per Week
	Recommended Funded Hours per Week

	Meal Preparation
	
	
	
	
	

	Laundry
	
	
	
	
	

	Shopping
	
	
	
	
	

	Cleaning
	
	
	
	
	

	Gardening
	
	
	
	
	

	Other
	
	
	
	
	

	Total 
	
	
	


Provide rationale for the recommended funded hours (e.g. sleep routine, hours of sleep and rest)
	


6. Support Worker Travel Recommendations per Week
Detail the participant’s pre-MVA and current capacity to drive and access public transport
Please note, if a participants can drive the LSA would generally not fund Support Worker’s travel costs.
	


Outline if the Support Worker will be required to use their personal vehicle to transport the participant
Below detail travel required within the participant’s local area, to attend Motor Vehicle Injury (MVI) treatment and support appointments, vocational or community access, and to meet daily living needs and/or positive behaviours support recommendations.
	Origin Address
	Return Address
	Gratuitous Kilometres Provided per Week
	Support Worker Kilometres Provided per Week
	Recommended Funded Support Worker Kilometres per Week

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Total Support Worker km per week
	
	
	


Outline the clinical rationale for the recommended funded hours
	


7. Support Worker Training Recommendations
Do you identify a training need for Support Workers?
Training must not be general in nature but specific to the participant’s complex care needs. Familiarisation with the client’s care plan or meet and greet meetings not included.
	Health Professional to Deliver Training to SW
	Detail the care plan goal to be completed within the training
	Number of Support Workers to be Included in Training
	Delivery Mode of Training
	Detail the Support Worker training that has occurred within the previous 12 months
	Recommended Support Worker Training Hours
	Recommend Frequency of Funded Training Hours

	· Physiotherapist
· Occupational Therapist (OT)
· Registered Nurse (RN)
· Behavioural Support Plan Specialist
	No additional explanation
	No additional explanation
	· In person face to face

· Video

· Manual
	No additional explanation
	No additional explanation
	· Monthly

· 6 Monthly

· Annually

	
	
	
	
	
	
	

	Total hours
	
	
	
	


Outline the clinical rationale for the recommended funded hours
	


8. Example of Proposed Weekly Planner
Indicate where your recommendations for funded support would be used during the week.
	
	Morning Tasks and Support Type
Commences at 6am

Outline care ratio: 

1:1
2:1

Shared care
	Afternoon Tasks
Concludes at 8pm

Outline care ratio:
1:1

2:1

Shared care
	Evening Tasks
Commences at 8pm and concludes 12am

Outline care ratio:

1:1

2:1

Shared care
	Tasks for Passive Overnight Care
Calculate in 8-hour shifts, this can include up to 2 hours of active care
	Tasks for Active Overnight Care
Detail any scheduled tasks and the estimated length in time to complete the task

Between 12am and 6am
	Total Hours and Support Type and Hours per Day
Personal Care (PC), Shared Care (SC), Community Access (CA), Therapy Support (TS), Domestic services (DS) as part of the attendant care program

	
	Personal care:

1:1 
3 hours (8am – 11am)
	Community Access: 

1:1 

3 hours (2pm – 5pm)
	Therapy Support:
1:1 

2 hours (8pm – 10pm)

Domestic Support:

1 hour (10pm – 11pm)
	Passive overnight:
1:1

8-hour shift

(11pm -7am)
	
	

	Mon
	Transfer assistance.

Bowel routine.

Personal grooming: assistance with grooming and dressing.

Setting up breakfast and support with feeding.

Medication support plan delivery.
	Transport and support to and from Men Shed

Prompting and supervision whilst at Men’s Shed.

Support with promoting and time management.

Support with personal care tasks when in the community.
	Transfer to and from the Motomed for 1 hour of supervised exercise (as directed by the Physiotherapist).

Domestic Support: 
1 hr

Changing bed linen, and support with food prep, light kitchen clean, wiping down benches and setting the table for dinner meal.
	May include, as required: unscheduled support with repositioning or accessing a drink or support going to the bathroom.
	
	Personal Care: 3 hours
Community Access: 3 hours

Therapy Support: 2 hours

Domestic Support: 1 hour

	
	
	
	
	Total Passive Hours: 8 hours
	Total Active Overnight Hours: 0 hours
	Total Daytime Hours: 9 hours


9. Proposed Weekly Planner
	
	Morning Tasks and Support Type
	Afternoon Tasks
	Evening Tasks 
Concludes at 12am
	Tasks for Passive Overnight Care
	Tasks for Active Overnight Care
	Total Hours and Support Type and Hours per Day

	Mon
	
	
	
	
	
	

	Tues
	
	
	
	
	
	

	Wed
	
	
	
	
	
	

	Thurs
	
	
	
	
	
	

	Fri
	
	
	
	
	
	

	Sat
	
	
	
	
	
	

	Sun
	
	
	
	
	
	

	
	
	
	
	Total Passive Hours (8 hour shifts): 


	Total Active Overnight Hours: 


	Total funded attendant care hours per week:



10. Recommendations for Further Assessment
Detail below if you recommend further assessments or interventions for the participant. e.g. Assistive Technology, therapy intervention, medical assessment etc.
	Proposed Assessment or Intervention
	Provider Type

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


11. Summary
	Total 1:1 hours recommended, per day
	

	Total 2:1 hours recommended, per day
	

	Total shared hours per day (please specify ratio)
	

	Total active overnight hours recommended, per night
	

	Total passive overnight shifts recommended, per week (8-hour shifts)
	

	Total gratuitous hours provided, per day
	

	Additional attendant care hours per week (e.g. community access)
	

	Total attendance care need (assessed) hours per week
	

	Total Funded Support Worker hours recommended, per week
	

	Have these care needs changed since the last assessment? (if known)
	

	Are these care needs stable or do you anticipate that they are likely to change?
	

	Recommended timeframe for care needs review
	


Provide a brief summary of the functional performance issues related to the Motor Vehicle Injuries and the clinical justification for the recommended Support Worker hours
	


Summarise how the recommended hours align with a capacity building approach (consider participant goals)
	


Privacy

Without this information, the LSA may be unable to assess necessary and reasonable treatment, care and support and may not be able to approve further services.

If you require further information about our privacy policy, please contact the LSA.
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