arer's inflials

25
e
305 5 ¥l practit

| yeu have a printed form:
Use black or blue pen,
Prind In BLOCK LETTERS.

} Gndp 1 skipto the que

Where you see a box ke th
rumiber shivyn,

f.‘fl

(“W"»’

Patient's details (person who received the vaccine)

1 Medicare card number

12594
or
{ndividual Healtheare ldantifior

800360

wsl mMissL) ws i

Family name

2

FeAnc 1

First given name

REAECC 4

Sscond given narme

L LEIG-I1

3 Date of birth (DD 5% ‘m’\)

Posteade 2 € 90

3 Has the patient been known by any other names?

Yes L Give details below

C AN ECLC

Redece y LEIGH

& %"‘seﬁ did you first start freating ma patient (DD MM YYYY)

B D

aois

1 | phef

1088 2

H
¢

7 Provide detziis of the realmen! provid

o f | [
Sd%f; (S EINY)

“

3
. i

: :
ol ansthead e e
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Medical opinion of diagnosis and link to vaccination

| For tie purpeses of the Scheme a ¢ Qif‘ﬁaf'a may be diagnosed
- with a claimable medical condition (Ousstion 8) anor diagnosed
with an injury that was sustained during the adiministration of a

GOVID-18 vaccination {Question 8}, For more information refer to
[ the ce for Conditions Document and Guidance for Injurtes
 Dovurment on the Depariment of Health website,
8  The patient h&s i*: ibwing o Izimabie
medical condill ‘ai g} m z‘z relevant
ffgki of pracdse, 35 outlined in he Guidance for Conditions
Document on the Department of Health w&i}sﬁée,
In the case of a fate] outome, 3 forensic patiologist may b
consklered 3 relevant spesially for the clininal condifions
vovered by the Scheme.
Yick aH that apply
Eligible Clinical Condition / Applicable
COVID-19 Vaccine(s) / Diagnosed by
Anaphylactic Reaction
Astra Zensca/Plizes/Modera/Novavax
A medioal gf&szsﬁemrﬁ
Thrombosis with Thrombeoylopenia Syndrome. T
Astralenecn
Hasmatoingist
Piizexié&wavaxf%&dema
Cardiglogt
Pericarditis
Flizarffavathotane
Cardiglogist
Capiliary Leak Syndromz
AstraZeneca
intensive Care Medicine or Hazmalologist
Guillain Bare Synitkoms
AgtraZenens
Heurologist or Immunologist
Thrombocytopenia / fmmune Thrombocytopsnia [
Hasmatslo
AstraZenace
Heurologist or Immunoiogist
Cerabral Yenous Sinus Theombosis (DVST) without
Thiombocylopenia
Astralensea
Haemalologist or Hewrclogist
Eryihena Multforme Hajon
PhzeriNoderna
Darmatologist of Immuncionst
i
M
SALALR gt
i




e

Patfent’s name |

initiats |

Maodicat gractiionsss

9 Head this befors angwering the following question.

The injury sustalned during the adiministration of 2 COVID-19

+ varcination can not ba:

s contracting COVID-19

payochological and peycliainc conditions

secondary injuries fsuch as injury when fainting, or a
hasmatoma al the injection site that becomes infected)
headache

fatigue

injection sie resclion

muscle or joint pain

dizziness

diarrhoea

pain in extremity

fever

nsommia

nausea

vomiting

lathargy

hyperhidrosis

chilis

decreased appetite

malaise

tymphadenopathy

somnolence

abdominal pain

pruritis

urticaria/rash

influenza ke finess

angioedema, or

anxigty related reactions such as hyperventilation and
fainting.

LA A A IS T O L Y R I T T S O R

Has the patieni been diagnosed with:
an injury sustained during the physical act of administering
a COVID-19 vaccination, or

ather moderate to significant physical injury giving rise to
permanent impairment or the need for extended medical
treatment?

%
Hot !
Yes (X what s the injury?

.

pocicerdit s
F&«*«VQ - ;}ﬁ{‘yctrdfg .,\,»
S0 ‘é"ft’ {5)6'1'3

EENALSI L G TR et
pSeersbe ortieds

L BB 20411
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. 10 Date of symploms onsel (1 known} (DD MM YYYY

cac‘\L@z 3

osis (DD MM YYYY)
" tLUifé

12 s your opinion based on another Wreating practiioner's
assessment?
LY Gotora

13 Hame of reating practitioner

(D¢ Palict Div | Dr Gboroe lobun
Treating practitioner’s speclally or ?ie§d )
U cerdddlaag [
Medicare proa“sdsr}m:ﬁ?bar 0
R (/5’5’?« S 4T
Business phane number (i rfc%ud ng area code) o
0245623969 oLy 5754
Email {if known)
iabs @) Mo cordloC il con @ A
14 Explain how the diagnosis was reached. Refer {o the ‘Important
information for patients and medical practitioners’.
3} Symploms related fo the claimable condition and/for msmj )
chesk ool 6 ox ’sbfv‘ﬁ é’ il
5;‘ i{/ & ~4 ‘:}
b) Examination finding and how these demonsirate the
diagnasis of the claimable condition/injury
1 4
méil 2 wf«w Pt gtgz'é‘*?‘;’b
[y
¢} Investigations conducled as part of the diagnosis or
assassment of the claimable condition

T iy colres




i Medical practiioner's initials <.

d) Pesulls frem investigations and now the intarpretation ot

Hhess resulls led to the diagnosis of the daimabls condition

Eprvsche Indlznps

The tla;ms assessment consi de;s whether rsfofmaim has J}

i been submitted t explain the dlagnosis, The assessment
+ dogs not re-Giagnose the patient.

(& it you are not the tn;ating prar’;/ﬁﬁoner. provide a
copy ¢f the treating practitionsr repor,

15 In your medical opinion was the diagnosed medical condition
and/or injury most likely caused by the COVID-19 vaccine
received by the patient and less likely caused by any other
circumstance?

wo [

Yoz 54:} Explain why the most likely cause of the diagnosed
medical condition and/or injury is the COVID-19
vaceination. This may include use of recognised
causality assessment guidelines.

ﬂfz j){‘{’\ S - ;,{»drﬂ - (r‘f(“ fw@
(\g\ Y Ash ;.;CSLL/>
éém,}a;ﬂ(ﬁ "(f’\"\fé (}{d
5‘5«;! f»e@ ‘; 55 m’\ Q/@»tﬁ.)
7
GWY (o
n{‘{}f N W/\Q, gj{), O»véi' fr‘j B
i CCL«&(} b yece ke,

é

Explain how other potential causes of the diagnosed
medical condition and/or injury have been
considered, and appear less likely to have
contributed fo the claimant’s diagnosis than the
vaccination received by the claimant, This statement
must include a summary of results from examination
findings or investioations that led to the conclusion
that other causes are less likely than the vaccination
received by the claimant.

?a(' i‘\f

Detalls of loss suffered by patient

16 Did the patient die a5 a result of the Harm?
W et

s ) Cf Provide & copy of the death certificate.

17 I your medical opinion adviss the croumstances of the

oA Fpaljent’s dealh

18 In your medical opinian did the Harm sufiered by the patient
cause, or matenially contribute to their death?
Go to 54
e D Provide comments with regards to the cause(s) of
daath specified in the desth cerlificate o madicat
cause of death certificate,

bootose
18 Was the patient admitted to hospital as an inpatient for
trealment of the Harm suffered?
No LD gotozr
Yes A

éfifzf gcw%}
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7 )
L . Z . ///t

ed {o hospital as an inpatient

20 % the patient was adr
patient {o hospital a3 &
the Harm was sought and rece’

Fwiers restment inr
ed,

sifying ihe admission of the |

21 Head s before answaring the following question,
| Waiver to the Hospitalisation Requirement

f  Quastions 21-23 are required fo b srswered 1o support why

i e patient was not admitted fo hospital as an inpalient. i

aR
if niot covéred in the hospiisl document, give the following
detalls: Sea a o hvimanfs
Date of admisslon (0D BMYYYY ;

i " mj;@?(ﬁ

[ B N

CULLAAU TS MRS Y AR

Date discharged

P

Wy veis the patisnt rot sdmitied to hospital 85 an Inpatienl?
Due 1o the nature of the Hamm sufiered

L The patlent was o 2 rursl of remnle area &t the time the
Harm was sulfered, making i Gifficull for them to access a
Hospital

Provide evidence to suppoert the location of whers |
the patient was when they suffersd the Harmm,

i Patient died

Hame of hospital

H

| fate of death (DO MBI YYYY)

Adtress

iy

Postcode

f Provids death cortificats.

b Goioss

Reason for admission 55 an inpatient to hospital

ot

LI None of the above

This ¢laim s not eligible under the COVID-1 8

Vaccine Claims Scheme.
For more information on eligibiiity, go to

servicesaustralia.gov.au/covidiBvaccineciaims

22 Did the patient receive treatment mostly likely related fo the
Harm in an pulpatient care seiting under the supervizion of g

Treating Specialist or Consultant Physician?
No Y Gotozs

¥ Goto2s

Yos E}

23 Outpatient care

Oulpatient care means any reatment that is provided by of
under the supervision of a Treating Specialist or Consuftani
Physician in an outpatient care setling, outsids of Hospital
admission, but which does not include Emergency
Department Presentation,

Outpatient care may be provided in a hospital outpatient
clinic, private clinic or primary care centre,

Give detalls of the nature and duration of the outpatient care

Hame of the Treating Specialist or Consultant Physician wiho

. provided this carz

Business photie number fncluding area code)

i H
[
H LR . | L bk §

Ermail

g

L.
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Drive

ric - -
Pros, er\:o 4’35’\%

Ph 4950 g7;

18t F OO?’/JU
New Lambicy 230

kol Y Erie

o
FHW
3 Fan<orn o

oL

a Chd}””v\\;}h

(]

Road

5

24 Based on your medical opin
tars and severity of the

28 List the pering of tma tha patient was unabls o work dig o the

Harm

2

From (B0 MM YT

20,21

Yo~ (DD MM YYYY) :
# the patient has not been able 1o retur o work due o 1he
Harm, wiile the expected return o work date below. B
arknown, zsimale how long the symptoms wifl affect the
patient’s cagacity i vaork. To be able to assess this claim,
this nzeds to be complsted.

Expeciad iotumn b work dale {%'SE} AT

ti uﬁmﬁm ‘E’i‘é‘}ala m forg the symploms wif affect the

patient’s capacily b work

o

Less thian 3 months |
3-12months L] Mors than 24 months

Exgilain how this date or estimate was determined and if the
patient will refom to work on a reduced basis

13~24 aonihs

i

@ﬁ&é}m gasl formellar v

§Qt sc\"

R I

26 What period did the patient suffer the Harm?
Give dates or, if the patient is siill experiencing the symptoms

write ‘ongoing’ and give an indication of the estimated duration

cw"w j .

-

f}j;ia:.«ﬁr V*f?j lazen !f% > »e»”f

LY 7.0

mga )a-z:ta' M - v‘ e A

Explain why ihe patient was unabls o work during this pericd

30

dusang ed

Lo L’}G‘ \ﬁ\

27 13 the palisnt clalming for past and/or fulure fost eamings as a
resuit of the Harm?
o ¥ 6oto33
Yes O13
28 Has the pationt required time off work of caring dutics as a
resull of the Harm?
o) 6otos

Ves 79

L Zexicr i

504 r‘Cépé’
fﬁz‘i(‘ e
%3 ;’!{{)3 FoWei .

31 Has t?gﬁpaliem returned to work on 4 reduced bagis?

fo L.

Yes DY Give details
e e ik 2Ll ~3ip) )
44ein end e ek 278122
i/ Sire,
dow Jwerk Cor ek

oc,

':y}xafﬁe t{ )
#5@/““1&’3
ceosed wiork o 2379742
[ ,«,Gtﬁ)i\ﬂ, gﬁ ’“\i(f”{'{ ,;,;y\% R
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L.

DrWendy {?H

N f’) Pravider No. 3T591LwW
2 ( Ph 4850 97233 F*x q“Z 2703
it 1st Floor / 8¢ & Orchardtown

New

Lampten- 7’%09

33 Is the patient clalming Gratuitous Altendant Cara Services under
the Scheme?

o LY 6otoa

Yes ;-ff
34 Provide the nature and duration of the services
ikt el paedicallon
:\J‘*J%& Von [now Websrer ok
fri“&s {%f‘"}—éii&m’ 5513 }miL L
campenliny sHo - enoHana) Svépﬂf”‘
Repifin m(;r\f}—eM*/‘ !
ca-6rdhalba o covt

35 sased on your medical opinion, lo what extent were/are the
sarvices reasenably required as a result of the Harm?
Tick all that apply

There Is {or was) a reasonable need for the services @
i0 be provided

The need has arisen (or arose) most likely because of {iﬁ
the Harm suffered

The services were (or will be) provided to the patient g
mostly fike as a result of the Harm suffered

36 Washs the Gratuitous Attendant Care Services required for:
« B or more hours g week, and
= for a period of at least 6 conseculive months?

Ho

Yes N
37 s the patient claiming Paid Attendant Care Services?
¥ gotodo

Yas (240
38 Provige the nature and duration of the sai

rvices provided/

requirsd
g«é«;w{ﬁf} IS Ay 13 P
PR gjﬂf‘f} (10126 = gragh™
| L
cloodne M 572/ 2070
— 29105 2 e bolg Ngji"vyxi
e chsﬁfxz

VAOEE3 2EAT S gof 11

41 Based on your medical opinion, advise:

nend has arisen (of arusel most Bkely because of ¢

the Harm suffersd
wited fo the patient
the Harm suffered

The sarvices wars for will 83 ¢
y fike 45 a resull of

restic Services?

+  whether the COVID-19 vacsine recipient s unzbls to oy has
areduced capacily o prowids he Gralutous Domestic
Servicss they provided prior 19 suffering the Harm

»  the sxlont fo witich the COVID-19 vaccing recipient’s
capacity o provide the Gratuitous Domestic Servicas they
provided prioe 1o suffering the Harm has reduced

»  the liely duration of the COVID-18 vaccine recipisnt’s
reduced capacity to provide the Gratuitous Domestic
Services they providad prior to sulfering the Harm, and

«  that there is 3 reasonable expectation that the COVIB-1S
vacoing recipient would most ikely have provided the
sorvices to the care recipientis) for at least 8 hours per
week and for a period of af least 6 consecutive months.

Qe ond G lss o6 Cuncl

Belore (QUID Vecene pad v

ALk~ (V1D Yucelnt

QQ o NWL*QUD C;h%#»& Yo @N"&i@ >

—ien Vdum‘\c\ﬁﬁ o f‘/%ﬁiwf‘ﬁ(&«

- CENANGY on el i f;xﬁf!* CC"
KCy{“ & QJJ'_S )
~ ] Ao BT 1ok mf WZQ“ )

42 Based on your medical opinion, to what exzert warefare i v

services feasonably required as @ resoft of the Harm?
Tick alt that apply
There s {or was) a reasonable need for the sarvices
o be provided

The need has arisen (or arose} most fikely because o
the Harm suffered

e

The sarvices wiare {or will be) provided to the patient 3%
mostly Bke as g resull of the Harm suffered

L.




2305

Weaioal

A¥ Give detalls

{foacd

LU fun ¢ e Mo

70D Vel pakfivn el

g Provide a copy of any documents.

Additional claims for previously compensated cases

54 Has a claim under the Schems bisen lodged for the patient
already?
tio ¥ Gotos7
55 Further refated Harm
Has the Herm suffered by the patient gotten significantly
worse and requires additional treatment for a period of at least
& monins after the latest date for which Compensation wes
originally paid under {he Scheme in respect of treatment?
ol
Yes LV Outline how the Harm has gotien significantly worse,
vshat freatment is required and the period it s
required for

56 tnrelaled Harm
s i Harm for a different and Uvelated Harm to the previous

Harm that was nol known or foreseeable when the first claim
was lodged?

Yes :} Give details of the Harm

57 D
Family name

LB
First given name
vga 0

58 Practice address

_Posteods

58 Medicare provider nurmber

60 Quatification {including field of specially)
73 ead
e,

-t 7 & #
2 e

B1 Business phone number fincluing area code)
9S04 2239 . |
Email .

| wharoa @] T W lnstid e 1

7

Privacy notice

62 important information for the doctor or medical specialist
Your personal information is protected by law, ncluding the
Privacy Act 1988, and is collecled by Nedicare for the
assessment and administration of payments and sevices, Your
information may be used by us or given o other partiss for e
purposes of research, investigation or whers you have agresd or
itis required or authotised by law. You can get more information
about the way in which we will manage your personal
information, including our privacy policy, 1o
servicesaustralia.gov.au/privacy or by requesting a capy from
the agency.
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-
Patients name |
43 1z the patient claiming past out of pockel costs?
} Goto 45
Yo
44 For tuese costs provide: medical opinion do you bellevs the pationt suffered bom
«  endence 43 to he nature of the treatment receivad by the
patisnt for which a claiin for past out of pocket expenses s
made and, If available, the names, contard details, provider
mambers, und specialities or field of speciatiies (ff any) of et . . o VDY SN
the practiionsrs thal provided such treatment, and 49 Qui iné the nature of the pain and suffering  { papirG ;:”. .
+ inyour medicsl opinion as 1o whelhier, why and the extent ;ff"@f %}f’ ™ L &i% i
to wihich {he Yreatment was reasonably required as a result Q m*g ;;L&..,w{ &;) E ﬁ;\ ﬁ gd {:;QA)—‘
of the Harm suffered. w{){g\y
/ o
! Q,weft@-?} C}f&'a«év“‘:)
i
! ature of ;he impairment to the pguﬁrt 's ability to lead 4 nonmal
= -é i iaia including the impact on thelr pre-existing earning capacily
[T 4
g | BNt - G cz,ﬁﬂ‘““ &)
- 2 J
f N
%; %3":; i:&i"chzi»aﬁ C},(CU\
‘i:&j% _or}”’:.f)-u by i
= 5 ,ﬁkm%g@ﬁw\S ~ :
2% de s fubest
- plyede {on TY NI
3 i srati ¥ i i i sl
- i’\GSZ) f}‘ oA % 3 51 The likely ciuzataxm of the Harm, pain and suffering an
P{‘{’I& [*5) L e :)\,}tgsg \CMD pairment
45 lx the patient claiming for fulure out o pocket costs? i R {
o LY Gotos7” -
Yes (JSE
46 For these costs, provide:
= evidence as to the nafure and estimated duration {ior
example, quotes of any future treatment that is reasonably
required by this patient as a result of the Harm fikely caused

by the COVID-19 vaccine, and

s your medical opinion as to whether, why and the extent o
which the freatment is reasonably requxred as a resulf of
the Harm guffered,

LG5 dsg

52 15 there any other relevant information thal needs o be
considered In determining the patient's pain and suffering?
No f:%
Yes g:} Give detalls

{5;") Provide 2 copy of any documents.

[ moos3 2zt Sof 11 e o -




Beclaration

B3 1daclare that

»

ved reporis, case nioles from the fraating
practitioner and am qualifiss o reterere of iy
professional quatifications and expertise) fo complets this
regort on the patient's condilion a8 2 resuit of the Harm
suftered and the treatment the patient hias ranuived, o

«  bam the teating practitioner who has treated or axamined
the patient i refation to the Harm suffered, am quakfied
{oy reference of my professional qualifications and
sxpertiss) to provide:
~  the treatment given to the patient, and
= the opiniens contained in any repart facluding this

report) provided about the patient,

¢ the information t have provided in Whis form is complete and

corract,

understand that:

«  Services Australia, the Départment of Heallh (including the
Therapeutic Goods Adminisiration) and their contractors
{which includes members of the Independent Expert Panal,
as well as other medical and fzgal professionals) may
contast me to confirm and discuss this report and the
supperting information provided,

*+  gwving false or misleading information is a serfous cifence.

Reporting practitioner’s signature

o

Datz (0D MM YYYY) '
W R A g

Checklist

B4 Documents the patient will nead to supply that the doclor
might have,

Tick all that apply

A copy of the trealing practitioner report (Question 14} | ¥}

A capy of tha death certificate (Question 16) .
Evidenca of inpatient hospitalisation and cause of {gjf
inpatient hospitalisation (Question 20)

Any other evidence and/or report you belleve will assist . [ 7
in the assessment of determining eligibility of the claim
{Ouestions 52 and 53}

@ the compisted form and any supporting evidernice 1o your
- patlent, who can provide it To us when they submit thelr claim
under the COVID-19 Vacoine Claims Scheme.
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