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Neuropsychological Assessment Services
Named Service Provider Application Form

	Instructions for completing this Form:
Only complete this application form if you are applying as a FULL NAMED SERVICE PROVIDER (minimum of 24 months experience as per clause 7.5.1 of the Neuropsychological Assessment Services Service Schedule).
Please complete all relevant Sections below:

	Please email your completed application and supporting documents to: acchealthtenders@acc.co.nz



	APPLICATION DETAILS
Please choose from one of the following options:

	NEW Service Provider Application for Neuropsychological Assessment Services (complete all Sections of this Form)
	☐

	Service Provider currently provides Neuropsychological Assessment Services to ACC under the Neuropsychological Assessment Services contract (complete only Sections 1 and 3)
	☐



Section 1 – General Information (all Suppliers to complete this section)

	SUPPLIER DETAILS

	Supplier Legal Name (as on contract)
	

	HW Number (as on contract)
	HW

	Neuropsychological Assessment Services Contract Number (as on contract)
	NASA



	SERVICE PROVIDER DETAILS
	Check box to confirm

	1. Full Name (as on APC)
	

	2. NZ Psychologist Board Number
	

	3. ACC Provider Number (if they have one)
	

	Providers not currently registered with ACC must complete the ACC24 Form embedded below, so the Service Provider can be issued with an ACC Provider ID.


NOTE: Once approved the Service Provider will be issued with an ACC Provider ID which must be included on all invoices.

	4. Confirm that you have attached a copy of the Service Provider’s current Annual Practising Certificate with the NZ Psychologists Board.
	☐

	5. Confirm that you have attached a copy of the certificate confirming that the Named Service Provider is a Registered Psychologist in New Zealand with a Clinical or Neuropsychology Scope of Practice.
	☐

	6. Confirm that you have attached proof of the Service Provider’s current membership of at least one of the following:
· New Zealand Psychological Society
· NZ College of Clinical Psychologists
· An international neuropsychological professional body acceptable to ACC
	☐

	7. Confirm that the Service Provider uses an email address that is specific to work and is password protected so that family members and other unauthorised people cannot access the information.
	☐



	[bookmark: _Hlk171514587]ADVERSE FINDINGS
	CONFIRMATION

	1. Complaints – has the Service Provider currently or at any time in the last five (5) years, as an individual or as part of a practice, been the subject of a complaint made to the Health and Disability Commissioner, the Police or a Professional Body or a fraud investigation in New Zealand, Australia, or the Pacific Islands?
	☐YES
☐NO
If yes complete section below

	Date of Complaint:
	

	Details of Complaint:
	

	Outcome of Complaint:
(please state if the outcome (decision) is pending and the expected due date)
	

	2. Performance Improvement Plan – has the Service Provider ever been required to participate in a performance improvement plan (PIP) with ACC or their professional body/registration board?
	☐YES
☐NO
If yes complete section below

	Details of PIP:
	

	Outcome of PIP:
(please state if the outcome (decision) is pending and the expected due date)
	

	3. De-registration / Termination – has the Service Provider ever been de-registered as a Service Provider or terminated from a contract with ACC or any other government agency as a result of a complaint or adverse findings as either a Supplier/Vendor or Service Provider?
	☐YES
☐NO
If yes complete section below

	Date of Complaint:
	

	Details of Complaint:
	

	Outcome of Complaint:
(please state if the outcome (decision) is pending and the expected due date)
	

	4. Adverse Findings – are there any Adverse Findings for this Service Provider?
	☐YES
☐NO
If yes complete section below

	Date of Adverse Finding(s):
	

	Details of Adverse Finding(s):
	

	Outcome of Adverse Finding(s):
(please state if the outcome (decision) is pending and the expected due date)
	



	SUPERVISION REQUIREMENTS
	Check box to confirm

	1. Confirm that you will ensure that all Supervisors providing clinical supervision to any Named Service Provider will meet and maintain the following criteria as specified in Clause 7.5.4. of the Neuropsychological Assessment Services Service Schedule.
	☐

	Supervisor’s Name:
	

	Supervisor’s clinical professional body:
	

	Supervisor’s qualifications and length of experience:
	

	Frequency of supervision:
	

	Confirm that you have attached the Supervisors letter of support
	☐





Section 2 – Qualifications and Experience
(Complete this Section for NEW Service Providers)

	QUALIFICATIONS & SERVICE SCHEDULE REQUIREMENTS (Supplier to complete)
	Check box to confirm

	1. Confirm that you have attached a copy of the Service Provider’s CV which demonstrates:
- An equivalent of at least 24 months’ fulltime experience in neuropsychological assessments and rehabilitation.
- Knowledge of, and competency to use and interpret neuropsychological tests and have an appropriate knowledge of the relevant neuroscientific foundations of neuropsychological assessment
- The Service Provider’s relevant Professional Development which has been undertaken.
- The Service Providers relevant work experience.
	☐

	2. Confirm that you have included a copy of the Service Provider’s Academic Transcript or Certificate of Course evidencing successful completion of a university-based graduate or post graduate course or papers in Clinical Neuropsychology.
	☐

	3. Service Providers scope of practice.

	Clinical Psychologist
	☐

	
	Neuropsychologist
	☐

	4. Confirm that the Service Provider meets and will maintain all the criteria stated in Clause 7.5 of the Neuropsychological Assessment Services Service Schedule.
	☐






Section 3 – Declaration (Service Provider and Supplier to complete this section)

	SERVICE PROVIDER DECLARATION
	Choose one

	I declare that the information given to ACC is true and correct in all aspects
	☐  Agree
☐  Disagree

	I declare that I will follow the processes documented in the Neuropsychological Assessment Services Service Schedule.
	☐  Agree
☐  Disagree

	I have no actual, potential, or perceived Conflict of Interest in submitting this Application. If a Conflict of Interest arises, I will report this immediately to acchealthtenders@acc.co.nz
	☐  Agree
☐  Disagree

	I confirm that I meet my professional association requirements for current membership, and I comply with its codes and procedures, and I have not, in the last five years:
•	had my employment or affiliation terminated for disciplinary reasons.
•	been detained in a penal institution.
•	been disbarred for proven disciplinary reasons from membership of an organisation or body.
	☐  Agree
☐  Disagree

	Service Provider Signature
	
	Date
	



	SUPPLIER DECLARATION
	Choose one

	I confirm that the information provided above is correct, I have sighted all relevant certificate/s of qualification and endorse this application.
	☐  Agree
☐  Disagree

	Supplier Signature
	
	Date
	



NOTE: Applications need to be signed by both the Supplier and the Service Provider (if you are both the Service Provider and the Supplier, please sign both declarations).
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Application for ACC health provider registration


ACC24 Application for ACC health provider registration



Please complete this application to register an ACC health provider. 

When you’ve finished, please either return the application by email to registrations@acc.co.nz or post your application to ACC Provider Vendor Registrations, PO Box 30823, Lower Hutt 5040.

If you’re self-employed or setting up a new practice, you’ll also need an ACC Vendor ID to enable ACC to pay your business for services provided. This can be obtained by completing the ACC111 Vendor Registration form. This can be downloaded from our website www.acc.co.nz

		1. Practice details



		Title:      

		First name:      

		Surname:      



		Work phone number:      

		Mobile phone number:      



		Work email address:      

		Practice name (if applicable):      



		Work physical address:      



		Postal address (if different):      



		Preferred contact method (please tick one):



		 FORMCHECKBOX 
 Work phone number

		 FORMCHECKBOX 
 Mobile phone number

		 FORMCHECKBOX 
 Work email address

		 FORMCHECKBOX 
 Work post



		Profession(s):      



		Professional registration number:      

		Health Provider Index number (if known):      



		Vendor ID if known:      

If not known, where are the payments for the services you provide going?      





		2. Rate of payment



		If your profession is one of the following, please indicate your professional group and rate of payment (you can only select one rate of payment)



		 FORMCHECKBOX 
 Acupuncturist

		 FORMCHECKBOX 
 Occupational therapist

		 FORMCHECKBOX 
 Chiropractor

		 FORMCHECKBOX 
 Podiatrist



		 FORMCHECKBOX 
 Osteopath

		 FORMCHECKBOX 
 Speech therapist

		 FORMCHECKBOX 
 Physiotherapist

		



		Rate of payment

		 FORMCHECKBOX 
 Per patient

		 FORMCHECKBOX 
 Hourly



		 FORMCHECKBOX 
 I have attached a copy of my Annual Practising Certificate.





		3. Acknowledgement 



		I am authorised to submit this application and I acknowledge that the information I have provided is current, true and correct and has not been modified.



		Name:      

		Date:      





When we collect, use and store information, we comply with the Privacy Act 1993 and the Health Information Privacy Code 1994. For further details see ACC’s privacy policy, available at www.acc.co.nz. We use the information collected on this form to fulfil the requirements of the Accident Compensation Act 2001.
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