
Training for Independence referral
TBIRR Service Provider (ABI) uses this form to refer a client for Training for Independence service AS A PART OF THE Whole of Pathways TBI pilot. Referrer completes Part A and sends the form to the vendor. 
To accept the referral, the Training for Independence vendor completes Part B and emails the completed form to the referrer. 

PART A: REFERRAL TO VENDOR
	1. REFERRAL DETAILS
	This form was completed on: 

	Vendor name:  
	Date of referral: 

	Profile:
	 FORMCHECKBOX 
 Traumatic brain injury (TBI)
	 FORMCHECKBOX 
 Serious/complex injury
	 FORMCHECKBOX 
 Sensitive claim
	 FORMCHECKBOX 
 Other injury

	Who is aware of this referral? 
	 FORMCHECKBOX 
 Client
	 FORMCHECKBOX 
 General Practitioner
	 FORMCHECKBOX 
 Family/whanau                    FORMCHECKBOX 
 ACC  

	Client’s objectives

	Home and living, eg have a relationship, live somewhere else, be with family, have new friends
	

	Vocational and educational, eg get a job, look at new work opportunities, do further study or training
	

	Recreation and leisure, eg participate in hobbies, interests, voluntary activities, sports, clubs
	

	Community participation, eg catch public transport, make their own appointments, do their own banking or shopping, make decisions
	

	

	2. CLIENT DETAILS
	

	Client’s full name:


	Preferred name:

	Date of birth:


	Home address:
 

	Postal address (if different from home address):


	Home phone:

	Mobile phone:


	Email address:

	Ethnicity:
European NZ

	Client’s first language
	
	Interpreter required?  

	Does the client use specific complex communication aids, eg augmentative or alternative communication systems?
	
	If yes describe: 

	

	3. CLIENT REPRESENTATIVE’S DETAILS
	IF APPLICABLE

	Name of client’s representative
                               Phone number:
  

	Relationship to client:


	Email address:
                                                                                           Postal address:      

	

	4. DOCTOR’S DETAILS
	

	Doctor’s name:  
	Practice fax number:


	Practice phone number:

	Practice email address:


	

	5. INJURYDETAILS DETAILS
	

	Claim number or ACC45 number:

	Date of injury:  

	Brief description of accident:
 

	Brief description of injuries:
. 

	Glasgow Coma Score: out of a  core of 15
	Post Trauma Amnesia (PTA): days

	

	6. WELLBEING DETAILS
	

	Significant health, social and psychological issues, eg diabetes, obesity, drug and alcohol use, risk of homelessness: 

	Strengths, eg regular gym user, past involvement in tramping, sociable, wide circle of friends, independent approach to life: 

	

	7. EDUCATIONAL DETAILS
	

	Completed three years of secondary school? (ie to 5th form or Year 11)
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Qualifications:
	 FORMCHECKBOX 
 No formal qualifications

 FORMCHECKBOX 
 Post-school Certificate (including NZQA)
 FORMCHECKBOX 
 Tertiary (Diploma, Degree etc)
	 FORMCHECKBOX 
 School Certificate/NCEA Level 1

 FORMCHECKBOX 
 Trade qualification

	Complete the following questions if the client is a student 

	Educational facility attended at date of injury:
     

	Current educational facility:
     

	Contact person’s name:
     
	Contact person’s phone number:
     

	If tertiary, describe their current study programme:
     

	If client receives educational support, describe the need and assistance provided, and include both ACC-funded and other educational support:      

	

	8. EMPLOYMENT DETAILS
	

	Work status at time of injury:
	 FORMCHECKBOX 
 Not employed
	 FORMCHECKBOX 
 Part-time employment
	 FORMCHECKBOX 
 Full-time employment

	Occupation prior to injury (if applicable):


	Complete the following questions if the client is currently in full-time or part-time employment

	Current occupation:
     
	Name of organisation:
     

	Contact person:
     
	Contact phone number:
     

	

	9. LIVING SITUATION
	

	What is the client’s housing arrangement?
	

	If living in a private home, does the client:
	 FORMCHECKBOX 
 Own their home?
 FORMCHECKBOX 
 Rent their home from Housing NZ ?

 FORMCHECKBOX 
 Rent their home from a private landlord? Give details:
      

	Describe the physical features of the house the client lives in, eg two storey house, sloping section: 

	Complete the following information if the client lives with other people

	Who do they mainly live with? 
	 FORMCHECKBOX 
 Whānau/family
	 FORMCHECKBOX 
 People other than whānau/family

	Describe the household, eg adults, children etc:  

	

	Describe how the client and other members of the household contribute to housework:  Used to do their shopping and share household chores with his wife

	Other relevant details, eg childcare: 

	

	10. KEY TRAINING FOR INDEPENDENCE SERVICE REQUIREMENTS
	

	Services
	Description
	Suggested Quantity/Frequency

	Nursing
	
	

	Occupational Therapy
	
	

	Physiotherapy
	
	

	Speech Language Therapy
	
	

	Social Work
	
	

	Psychology
	
	

	Other
	
	

	

	11. OTHER RELEVANT INFORMATION
	

	


PART B: VENDOR RESPONSE TO ACC
	1. REFERRAL RESPONSE
	

	Indicate your response to the referral, and email or fax the competed form to the relevant ACC case manager.

	 FORMCHECKBOX 
  Accept referral. This means that you have both the capacity and information you need to provide the service.

	Key worker or attending rehabilitation professional, if applicable:      

	 FORMCHECKBOX 
 Decline. Give reasons:      

	 FORMCHECKBOX 
 Need more information. Give details:      

	Vendor representative’s name:       

	Vendor’s contact details:       
	Date:       


The information collected on this form will only be used to fulfil the requirements of the Accident Compensation Act 2001. In the collection, use and storage of information, ACC will at all times comply with the obligations of the Privacy Act 1993 and the Health Information Privacy Code 1994.
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