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PREVENTION. CARE. RECOVERY.

Te Kaporeihana Awhina Hunga Whara




HOME AND COMMUNITY SUPPORT SERVICES - Transitional Process

Exception / Need for Review Report
The provider completes this form if the client’s needs are not being met. Once you have completed the form, please return it to the ACC Client Service staff member.
	PROVIDER DETAILS
	

	Provider/Agency name:      
	Provider number (if known):      

	Phone & Fax number      
	Email address :      

	

	CLIENT DETAILS
	

	Client name:      
	Claim number:      

	Date of birth:      
	Client Service staff member:      

	

	REPORT DETAILS
	

	Care start date:
	Care end date:
	Allocated hours:

	Support currently provided (tick all that apply)
	Support client / family are doing in full or in part (tick all that apply)

	Attendant care
	Attendant Care

	 FORMCHECKBOX 
 Bathing/showering

 FORMCHECKBOX 
 Dressing/undressing
	 FORMCHECKBOX 
 Grooming


	
	 FORMCHECKBOX 
 Bathing/showering

 FORMCHECKBOX 
 Dressing/undressing
	 FORMCHECKBOX 
 Grooming
	

	 FORMCHECKBOX 
 Special needs (eg assistance with cognitive skills & safety)
	 FORMCHECKBOX 
 Special needs (eg assistance with cognitive skills & safety)

	Comments:      

	Comments:      

	Home help
	Home help

	 FORMCHECKBOX 
 Vacuuming/sweeping
	 FORMCHECKBOX 
 Dusting
	 FORMCHECKBOX 
 Rubbish
	 FORMCHECKBOX 
 Vacuuming/sweeping
	 FORMCHECKBOX 
 Dusting
	 FORMCHECKBOX 
 Rubbish

	 FORMCHECKBOX 
 Bathroom/toilet
	 FORMCHECKBOX 
 Bed making
	 FORMCHECKBOX 
 Laundry- washing
	 FORMCHECKBOX 
 Bathroom/toilet
	 FORMCHECKBOX 
 Bed making
	 FORMCHECKBOX 
 Laundry- washing

	 FORMCHECKBOX 
 Kitchen & dishes
	 FORMCHECKBOX 
 Drying
	 FORMCHECKBOX 
 Ironing
	 FORMCHECKBOX 
 Kitchen & dishes
	 FORMCHECKBOX 
 Drying
	 FORMCHECKBOX 
 Ironing

	 FORMCHECKBOX 
 Meal preparation
	 FORMCHECKBOX 
 Shopping (meals/hygiene)
	 FORMCHECKBOX 
 Meal preparation
	 FORMCHECKBOX 
 Shopping (meals/hygiene)

	Comments:      
	Comments:      

	If the allocation of hours is inadequate to meet the client’s needs, please state the reasons why below.

	     


	Please state what actions are required to address the client’s cultural needs, where applicable.

	     

	

	SIGNATURES
	

	Client signature:
	Provider /Agency signature:
	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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