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[image: ]                   Allied Health Management Plan – PSYCHOLOGICAL [bookmark: _Hlk192587266][bookmark: _Hlk192587267]This management plan will be considered by SA CTP Insurers when deciding whether to fund services. Interventions should be aimed at functional recovery with achievable and measurable goals, consistent with available research evidence and clinical guidelines, and encouraging the patient’s self-management - refer to the SA CTP Framework For Injury Recovery and Early Intervention. 
To be confident of payment for services, pre-approval should be obtained from the CTP insurer. CTP insurers are required to respond to funding request within seven business days of receipt of the request. 
Ensure all information is included in this plan. Providers may charge for completion in accordance with the fee schedule on the CTP website.  





	Patient details		

	Full name:
	[bookmark: Text1]                                                                       
	[bookmark: Check1]|_| AAMI
	|_| Allianz
	|_| NRMA
	|_| QBE
	|_| Youi

	Claim number:
	                                                                       
	Total sessions to date:
	[bookmark: Text7]                                                                       
	Treatment Plan no. 
	[bookmark: Text8]                                                                               

	Date of accident:
	[bookmark: Text3]                                                                       
	Date of initial consult:
	[bookmark: Text9]                                                                                                                                              

	Referrer:
	[bookmark: Text4]                                                                       
	Referrer telephone:
	[bookmark: Text10]                                                                                                                                              

	Reason for referral:
	[bookmark: Text124]                                                                                                                                                                                                                                                               

	Have you, or someone else at the clinic, treated the patient prior to the accident?
	[bookmark: Check2][bookmark: Check3]|_| Yes        |_| No   If yes, please provide further details e.g. when and what they were being treated for:

[bookmark: Text6]                                                                                                                                                                                                                                                                



	Injury details

	Provider’s diagnoses:
	[bookmark: Text12]                                                                                                                                                                                                                                                               

	Pre-existing mental health conditions/ symptoms:
	[bookmark: Text13]                                                                                                                                                                                                                                                               

	Relevant psycho-social factors impacting recovery:
	[bookmark: Text14]                                                                                                                                                                                                                                                               

	Actions taken for the above psycho-social factors:
	[bookmark: Text15]                                                                                                                                                                                                                                    

	Other treatment being undertaken:
(if known include type, duration and provider names)
	[bookmark: Text16]                                                                                                                                                                                                                                                               



	Clinical examination findings 

	Date of most recent examination:
	                                             

	Most recent clinical findings/ observations:
e.g. nature/onset of symptoms, frequency of occurrence, effect on function
	[bookmark: Text154]                                                                                                                                                                                                                                       



	Outcome measures

	Psychometric measures
recommend >2
	[bookmark: Check20]Previous (|_| tick if first plan)
	Current
	Improved from previous plan

	
	Date
	Score
	Date
	Score
	

	[bookmark: Text132]1.                                                                                                                                                                                                                                                                
	[bookmark: Text135]                                                                                                                                                                                                                                                               
	[bookmark: Text138]                                                                                                                                                                                                                                                               
	[bookmark: Text141]                                                                                                                                                                                                                                                               
	[bookmark: Text144]                                                                                                                                                                                                                                                               
	[bookmark: Check18][bookmark: Check19]|_| Yes	|_| No

	[bookmark: Text133]2.                                                                                                                                                                                                                                                                
	[bookmark: Text136]                                                                                                                                                                                                                                                               
	[bookmark: Text139]                                                                                                                                                                                                                                                               
	[bookmark: Text142]                                                                                                                                                                                                                                                               
	[bookmark: Text145]                                                                                                                                                                                                                                                               
	|_| Yes	|_| No

	[bookmark: Text134]3.                                                                                                                                                                                                                                                                
	[bookmark: Text137]                                                                                                                                                                                                                                                               
	[bookmark: Text140]                                                                                                                                                                                                                                                               
	[bookmark: Text143]                                                                                                                                                                                                                                                               
	[bookmark: Text146]                                                                                                                                                                                                                                                               
	|_| Yes	|_| No



	Capacity for activities 

	
	Pre-Injury capacity/status
Describe what the person did prior to the injuries caused by the accident

	Current capacity/status
Describe what the person is doing now, with any limitations

	Employment: (if applicable)
Occupation, tasks, days/hours

	[bookmark: Text34]                                                                                                                                                                                                                                                               
	                                                                                                                                                                                                                                                               

	Usual activities:
Activities of daily living, leisure activities, hobbies, etc.

	                                                                                                                                                                                                                                                               
	                                                                                                                                                                                                                                                               



	Functional ability assessment

	Mental health
	Other comments:
                                                                                                                                                                                                                                                               
                                                                                                                                                                                                                                                               

	Attention/Concentration:
	[bookmark: Text46]     
	Scale:
0 - No difficulties

1 - Minor difficulties

2 - Moderate difficulties

3 - Severe difficulties
	

	Memory (short term and/or long term):
	[bookmark: Text47]     
	
	

	Judgement (ability to make decision):
	[bookmark: Text48]     
	
	

	Other: Specify        
	     
	
	

	
[bookmark: Check5][bookmark: Check6][bookmark: Check7]Has the patient improved their functional ability from the last treatment plan?	 |_| Yes  |_| No  |_| Not applicable (first plan)

If no, outline reasons: 
[bookmark: Text121]                                                                                                                                                                                                                                                               
                                                                                                                                                                                                                                                               



	Goals 

	
Has the patient achieved the goals from the last treatment plan?   |_|   All goals achieved  |_|  Some goals achieved   |_|  No goals achieved
                                                                                                                     |_|  Not applicable (first plan)
[bookmark: Text122]
If Some or No goals achieved, outline reasons:                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                

	SMART Goals 
Include functional employment and/or usual activity goals
	Estimated date of achievement
	Specific in clinic treatment type 

	[bookmark: Text50]1.                                                                                                                                                                                                                                                                
	[bookmark: Text53]                                                                                                                                                                                                                                                               
	[bookmark: Text56]                                                                                                                                                                                                                                                               

	[bookmark: Text51]2.                                                                                                                                                                                                                                                                
	[bookmark: Text54]                                                                                                                                                                                                                                                               
	[bookmark: Text57]                                                                                                                                                                                                                                                               

	[bookmark: Text52]3.                                                                                                                                                                                                                                                                
	[bookmark: Text55]                                                                                                                                                                                                                                                               
	[bookmark: Text58]                                                                                                                                                                                                                                                               

	Self-management strategies provided to the patient e.g. home exercises/ activities, ADL management, return to work recommendations etc.: 
[bookmark: Text59]                                                                                                                                                                                                                                                               

	Estimated discharge date:
	                                                                                                                                                                                                                                                               





	Injury recovery interventions funding request

	Service type
e.g. standard consult 60mins, 90mins etc. 
	Number of sessions
	Timeframe (estimate)
	RTWSA fee schedule item no

	[bookmark: Text61]                                                                                                                                                                                                                                    
	[bookmark: Text64]                                                                                                                                                                                                                                    
	Start date:                                             

End date:                                               
	[bookmark: Text73]                                                                                                                                                                                                                                    

	[bookmark: Text62]                                                                                                                                                                                                                                    
	[bookmark: Text65]                                                                                                                                                                                                                                    
	Start date:                                             
 
End date:                                               
	[bookmark: Text74]                                                                                                                                                                                                                                    

	[bookmark: Text63]                                                                                                                                                                                                                                    
	[bookmark: Text66]                                                                                                                                                                                                                                    
	Start date:                                             

End date:                                               
	[bookmark: Text75]                                                                                                                                                                                                                                    



	Other recommendations/comments
(if applicable, include detailed recommendations on treatment, assessments, investigations not included in above funding request or offered at your clinic) 

	                                                                                                                                                                                                                                                               
                                                                                                                                                                                                                                                               



	Allied health provider details 	

	Provider name:
	[bookmark: Text94]                                                                                                                                                                                                                                                               

	Practice name & address:
	[bookmark: Text95]                                                                                                                                                                                                                                                               

	Profession of provider(s):
	[bookmark: Text96]                                                                                                                                                                                                                                                               

	Registration number 
(if applicable):
	[bookmark: Text97]                                                                                                                                                                                                                                                               

	Contact details
	[bookmark: Text98]Phone:                                                                                                                                                                                                                                                                
	[bookmark: Text99]Fax:                                                                                                                                                                                                                                                                
	[bookmark: Text100]Email:                                                                                                                                                                                                                                                                

	The patient has been involved in the development of this management plan
	[bookmark: Check13]|_| Yes

	A copy of this plan has been provided to the patient
	[bookmark: Check14]|_| Yes

	[bookmark: Check21][bookmark: Check22]|_| I declare that I am a registered health practitioner and that the information provided here is true and correct to the best of my knowledge. 
|_| I agree that CTP Insurers may contact me should any of the above information require clarification.


[bookmark: Text101]Date:                                                        



Please forward the completed plan, copies of medical referrals/correspondence and outcome measures directly to the relevant CTP Insurer below and ensure the patient name and claim number are included in the subject line:
	[bookmark: _Hlk184640442]Insurer:
	AAMI
	Allianz
	NRMA
	QBE
	Youi

	Email:
	sactpclaims@aami.com.au
	claimssactp@allianz.com.au
	piclaims@iag.com.au
	myctpclaim@qbe.com
	ctpclaims@sa.ctp.youi.com




	Injury recovery interventions funding decision

	CTP insurers must support injury recovery through early, reasonable and necessary rehabilitation, treatment, care and support for injured people in accordance with Regulator guidelines or directions.

The CTP insurer response must either:
· approve the funding request, or
· if declined/partially approved, include reasons for the decision

The following is the written response to your requested service(s) as outlined in this management plan:

	Funding decision:
	
|_| Approved                         |_| Declined 


|_| Partially Approved 
If partially approved, detail the number of sessions, applicable RTWSA item no., and timeframes approved below. 
                                                                                                                                                                                                                                                               CTP INSURER USE ONLY


	
If request is partially approved or declined, the reasons are as follows:

Ensure the reasons provided are clear, easy to understand and supported by reasonable and necessary considerations.
	                                                                                                                                                                                                                                                               

	Insurer officer’s name:                                                                                                                                                                                                                                                                 

Officer’s signature:                                                                                                                                                                                                                                                                        
[bookmark: Text118]
Date:                                                                                                                                                                                                                                                                                                 
[bookmark: Text115]
Contact details:                                                                                                                                                                                                                                                                              
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