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NDIS Participant Intake Form
Participant Information: 
	Name:
	Melissa Tucci


	Date of Birth (Age): 
	31/07/1989


	Gender:

	☐ Male
☒ Female
☐ Non-binary
☐ Prefer not to disclose

	Address:
	 6/3-17 Queen Street
Campbelltown NSW 2560

	Best Telephone Contact:
	0422255193

	Email: 
	bellaitaly317@gmail.com

	Alternate/Emergency Contact:

	Name: Cathy
Phone: 0403 451 800
Relationship: Mother

	NDIS Plan Number
	431340689

	NDIS Plan Dates 
	22/5/22 – 25/5/23

	Accepted NDIS Diagnosis 
	Cerebral Palsy

	Are supporting reports available for above accepted NDIS diagnosis?
	☐ Yes        ☒ No
 If yes, please provide and attach to this form

	Goals of NDIS Plan - NDIS goals, as identified in your NDIS plan 
Relevant section of Plan can be sent as an attachment – but MUST be included
	I would like to increase and maintain my safety when mobilising.
I would like to confidently manage my daily routines safely and comfortably.
I would like to be supported to increase my overall capacity.





	How are the plan funds managed?




	
☐ NDIA-managed
☒ Plan-managed
☐ Self-managed

	The person who will be responsible for signing the service agreement
	☒ Participant
☐ Representative
Details of representative and relation to Participant:


	Plan management details (if relevant):
	Company name: Plan Partners

Contact name and details: 1300333700

Invoicing contact details (email?):
Invoice@planpartners.com.au


	Category for funds to be used (i.e. Improved Daily Living etc.)
	Improved Health and Wellbeing 

	Service(s) Required:
	☐ Occupational Therapy
☐ Speech Pathology
☐ Physiotherapy
☐ Exercise Physiology
☒ Hydrotherapy
☐ Dietetics
☐ Podiatry

	Nature of Enquiry
	
☒ Therapy
☐ Assessment
If assessment, what type of assessment (e.g. Functional, Assistive Technology, SIL/SDA, Swallowing)?


	Location of Service:
	☒ In Clinic
☐ In Home/Group Home
☐ At School
☐ Day Program
☐ Telehealth
☐ Other Location (please specify):

Address of Group Home, School, Day Program or other location:

	Education status (if applicable):
	☐Mainstream        ☐Support Unit        ☐Special School
☐Secondary Education          
Please specify name of institution:      


	Support Coordinator Details (if relevant): 
	Name: Tegan Hadic

Phone: 02 5602 5605

Email: Tegan.hadic@planpartners.com.au

Company: Plan Partners

	Additional Medical History – both physical and mental health (including year of diagnosis):

(If applicable) 
	
-






	Are supporting reports available for above additional medical conditions diagnosed?
	☐ Yes        ☒ No
 If yes, please provide and attach to this form





	Communication: Primary Language Used in everyday communication 
	☒ English 
☐ Non-English Speaking
If the individual or family is of non-English speaking background, do they require an interpreter?
☐ Yes     ☒ No

	Communication: Form of Communication (please choose most appropriate)
	☒ Verbal 
☐ Sign language
☐ Body gestures
☐ Communication devices

	Mobility Status Requirements (what mode does the Participant use)
	☒ Independent
☐ Dependant with Carer
☐ Walking Aid
☐ Assistive (i.e. wheelchair)
☐ Other (please state details below):


	Waitlist management: 
Flag urgency with relevant discipline. 
Intake not to review all options with the client. Role is to identify any urgency indicators throughout discussion.
These clients cannot be placed on waitlist.
	☐ Requires an assessment to access services.
☐ Major transition phase i.e. starting school, starting high school, transition to work, moving into supported accommodation. 
☐ Behaviours significantly impacting participation and learning.
☐ Placement at risk of breakdown i.e. school, home, accommodation, day program.
☐ Swallowing difficulties coughing and choking at meals.
☐ Risk of or current pressure injury.
☐ Risk of falls or history of recurrent falls. 
☐ Post-surgical review for rehabilitation intervention plan.
☐ Any vital signs incl. cardiac or respiratory issues placing client at immediate risk?
☒ None of the above applicable


	Regional-based Client Management (if applicable):
	Assessment clinic (held monthly): our therapists can provide comprehensive “one off” assessment with accompanying report, inclusive of recommendations. Quote as per price guide.

☐YES                                               ☒NO

Willing to engage telehealth sessions as appropriate?
☐YES                                               ☒NO



Health Screening Assessment:

	Have the Participant been admitted to hospital recently (in last 0-12 months)?

	☒Yes                   ☐No
If yes please state reason:
Gallbladder removed 


	Has the Participant seen or been assessed by any medical specialists (e.g. Cardiac Specialist, Paediatric Surgeon, Neurologist, Psychiatrist etc.)? 

	☐Yes                   ☒No
If yes then please provide details:

	Has the Participant got any known allergies?

	☐Yes                   ☒No
If yes then please provide details:


	Has the Participant suffered any recent serious illness or injury?

	☐Yes                   ☒No
If yes then please provide details:





Risk Assessment (Safety & Home Access Information) – if applicable: 

	Type of Dwelling? (House, facility, group home etc)
	

	Is parking available and what are the arrangements?
	☐ Yes        ☐ No
If yes, please provide details: parking in driveway and on street


	Any Occupational Health and Safety Issues on the Property to note?
	☐ Access to house
Please list details (i.e. stairs, path keeping, apartment access):


☐ Cluttered household
☐ Smokers in household
☐ Dangerous substances laying around
☐ Evidence of substance abuse
☐ Is the property isolated?
☐ Other potential OHS issues (please list below):



	Does Participant have a known history of verbal/physical abuse?
When was their last episode?
Are there triggers we should be aware of?
	☐ Yes        ☐ No
If yes, please provide details:




Is there a behavioural support plan in place?

☐ Yes        ☐ No


	Any external agencies indicating significant concerns with home/family environment?
	☐ Yes        ☐ No
If yes, please provide details:


	Any animals on property? 
	☐ Yes        ☐ No
If yes, please provide details and if there are restraints:


	Is there adequate mobile phone reception at property? 
	☐ Yes        ☐ No       ☐ Unknown


	Is the client happy that we are coming out?
	☐ Yes        ☐ No


	Is there a requirement for a Carer or Support Worker to be present at the time of the appointment?
	☐ Yes        ☐ No       ☐ Non applicable
If yes details of arrangement: 



	Is there any other information that you would like to make the therapist aware of before going out?
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