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ACC7993 Referral to Behaviour Support Service
This form is completed by ACC staff to refer a client to the Behaviour Support Service.
	1. Referral

	Referral Status – over the last 3 years:
	Date of Referral:

	☐ 1st Referral – The client has not previously been referred to the Service
	DD/MM/YYYY

	☐ Subsequent Referral to the same supplier  
	DD/MM/YYYY

	☐ Subsequent Referral to a different supplier  
	DD/MM/YYYY



	2. Supplier details

	[bookmark: Text16][bookmark: Text23]Supplier name: [Vendor first name auto] [Vendor last name auto]
	[bookmark: Text8]Supplier number: [Vendor number auto] 

	Phone number: [Vendor phone auto]
	Email: [Vendor email auto]



	3. Reason for referral

	One of the following assessments indicated that Behaviour Support is required:
☐ ACC4501 Support Needs Assessment: Child & Youth (attached)
☐ ACC4502 Support Needs Assessment: Adult (attached)
☐ Neuropsychological Assessment Report (attached)
☐ Other 
Describe current circumstances: 
     



	4. Background

	For more information about the client refer to:
☐ Support Needs Assessment (SNA) (attached) dated DD/MM/YYYY, this SNA is the most up to date information,
and/or
☐ for updated information in the relevant Sections below see Sections 5 to 11 below.



	5. Client contact

	Client name: [Client full name auto]
	Preferred name: [Preferred name auto] 

	
Date of birth: [Date of birth auto]
	Age: [Age auto] 
	Gender: [Client gender auto]

	[bookmark: Text3]Claim number: [Claim number auto]
	[bookmark: Text216]Ethnicity: [Client ethnicity auto]

	Is an interpreter required?   ☐ Yes   ☐ No
	If yes, which language      

	Residential Address: [Home Address Line 1 Auto], [Home Address Line 2 Auto], [Suburb Auto], [Town Or City Auto], [Post Code Auto]

	Preferred method of communication (List all the contact details available but check the preferred)

	☐ Personal mobile phone
	[Client mobile phone auto]
	☐ Home landline phone
	[bookmark: CLAIMANT_PHONE_NO][Client home phone auto]

	☐ Personal email
	[Client Email Auto]

	☐ Work mobile phone
	     
	☐ Work landline phone
	[Client work phone auto]

	☐ Work email
	     
	☐ Other

	The client uses the following specific complex communication aids, if listed.
[AugmentativeAidsRequired auto]
If yes, please describe: [Augmentative Aids auto]

	
Representative or alternative contact

	Name:      

	Mobile phone:      
	Home landline phone:      

	Email:      
	Relationship to client:
☐ Parent if client is a child
☐ Lawyer / Advocate
	
☐ Authority to Act
☐ EPOA / PPPR

	Postal address:      
	
	



	6. Client injury

	Date of injury: [Date of injury auto]

	Brief accident description: [Injury – Accident auto]

	Brief injuries description: [Injuries description auto]

	Complete for traumatic brain injury: 
	Glasgow Coma Score:      
	Post Trauma Amnesia (PTA):      

	Complete for spinal cord injury:
	Level of lesion:      
	ASIA scale:      



	7. Client wellbeing

	Describe any significant issues that may impact the delivery of the service, eg diabetes, obesity, drug & alcohol use, risk of homelessness etc:
      


	Describe any strengths that could support the client’s participation in this service: 
Examples: Regular gym user, past involvement in tramping, sociable with a wide circle of friends, independent approach to life.
     




	8. Client education

	What level of schooling is the client currently attending, if any?
☐ Early Childhood   ☐ Primary School   ☐ Secondary   ☐ Tertiary   ☐ Other   ☐ Not applicable 

	Describe any post-secondary school study:       

	Name of educational facility attending now:      

	Contact person:      
	Phone:      
	Email:      

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


	Educational History

	Name of Educational facility at time of injury:      

	What, if any, qualifications does the client hold?  
☐ NCEA Level:      
☐ Post school certificate (including NZQA):      
	☐ No formal qualification
☐ Trade qualification:      
☐ Tertiary (Diploma, degree etc):      



	9. Employment

	Work status time of injury:
☐ Not in paid employment
☐ Part-time paid employment
☐ Full-time paid employment
Occupation prior to injury (if applicable):      

	Current work status: 
☐ Not in paid employment
☐ Part-time paid employment
☐ Full-time paid employment 
Current occupation:           

	Complete the following if the client is currently in paid employment:

	Current employer:      
	Phone:      

	Contact person:      
	Role:      



	10. Living situation

	Current living arrangements

	☐ Lives alone
	☐ Lives with people other than family/whānau

	☐ Lives with family/whānau

Other relevant details:      

	Describe who the client lives with, if not listed above:      

	Housing arrangements

	What is the client’s housing arrangements? The client is living in…

	☐ Private home – owned
	☐  Private home – rented public housing

	☐ Private home – rented from private landlord
	☐ Shared residence – describe:      

	Describe the house the client lives in, eg two storey house, sloping section, etc.
     



	11. Current ACC funded services

	☐ The services detailed in the attached Support Needs Assessment are correct.
☐ The services detailed below are correct.

	Service
	Hours
	Frequency
	Supplier
	Contact details

	Nursing
	
	
	
	

	Attendant Care
	
	
	
	

	Intermittent night support
	
	
	
	

	Sleepover
	
	
	
	

	Active Nights
	
	
	
	

	Home Help
	
	
	
	

	Childcare
	
	
	
	

	Education Support
	
	
	
	

	Disability Supports
☐ Transition
☐ Employment
☐ Activity
☐ Living
	
	
	
	

	Community Rehabilitation
	
	
	
	

	Other services – describe
     



	12. General Practitioner details

	Name:      
	Practice:      

	Practice phone:      
	Email:      



	13. Other relevant information

	     



	14. Provider safety

	The client and their home environment 
☐ the risks are unknown
☐ do not pose any known risks
☐ have the following risks:
     
	I or another ACC staff member previously
☐ have not had a face-to-face meeting with the client
☐ have had a face-to-face meeting with the client
☐ in their home or 
☐ at a location other than their home



	15. ACC details

	[bookmark: Text109]ACC contact person:      

	Contact phone number:      
	Email:      

	Signature:      
	[bookmark: Text108]Date:      


In the collection, use, disclosure, and storage of information, ACC will at all times comply with the obligations of the Privacy Act 2020, the Health Information Privacy Code 2020 and the Official Information Act 1982.
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