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Pain management plan, review, update and completion report


ACC6272 Pain management plan, review, update and completion report

Complete this form to let us know about this client’s pain management plan, their progress and your final completion report.
You can use the following table to determine which sections to complete and indicate which report you’re submitting back to us.

	If you’re reporting on the…
	then complete…
	and check the relevant box:

	initial interdisciplinary team meeting and Client care plan
	Parts A, B and C
	

	subsequent interdisciplinary team meeting and/or care plan updates
	Part C and D
	

	service completion
	Part E
	


After each update, return the updated form to the ACC contact email address in Part A, Section 3. below.
Part A – Key contact details

	1. Client details

	Client name:      
	ACC claim number:      


	2. Vendor details

	Vendor name:      
	Vendor ID number:      

	Name of Key worker:      

	Key worker phone:      
	Key worker email:      


	3. ACC contact details

	Does the client have a Recovery Team Member? Yes  No  (If yes please provide details below)

	ACC Recovery Team Member:      
	ACC contact phone number:      

	ACC contact email address:      


Part B – Initial assessment

	4. Initial interdisciplinary team meeting 

	Please provide your interdisciplinary team meeting minutes, summarising your assessment of this client. Refer to the Pain Management Operational Guidelines for instructions on what to include in this section.
Please list the members of the interdisciplinary team and their profession.

	     


	5. Confirmation of suitability for pain management service

	Is the client under the correct Pain Management service level?  Yes  No, please indicate which service level you recommend instead:


 Community Service Level One 

 Community Service Level Two 

 Tertiary services


 Group education

 No, the client is not suitable for Pain Management services:

Please explain why any recommended change is needed:      


	6. Duration of service

	Recommended number of weeks:      
	Proposed start date:      

	Next interdisciplinary team meeting or review date:      
	Proposed end date:      


	7. Who will be involved in delivering the service?

	Please list the details of each provider that will be involved in this service.

	Names of provider
	Professional scope

	     
	     

	     
	     

	     
	     

	     
	     


Part C – Client Care Plan
	8. Plan, Progress and Completion

	Describe the client’s rehabilitation goal
Include functional, psychological and social goals.
	How will this be achieved?
eg cognitive behavioural therapy (CBT) 2/week, strengthening 3/week, pain education 1 session etc.
	Who is responsible?
eg occupational therapist (OT), physiotherapist (PT), psychologist, medical practitioner etc.

	Goal 1:      
	     
	     

	Goal date:      
Revised goal date:      
	
	

	Goal 2:      
	     
	     

	Goal date:      
Revised goal date:      
	
	

	Goal 3:      
	     
	     

	Goal date:      
Revised goal date:      
	
	

	Complete as many goals as you need. Add more rows, continuing on a separate sheet as needed.

	General Comments: comments about goals, progression, and achievement. 
     


Part D – Service updates

	9. Subsequent interdisciplinary team meeting and/or care plan updates

	Please provide your interdisciplinary team meeting minutes; summarising your assessment of this client, providing comment about the client’s progress towards achieving their goals, revised goal dates if applicable and advice if additional support is needed.

	

	Please attach a copy of the treating clinician’s clinical notes eg Physiotherapy notes.


Part E – Completion report

	10. Completion report recommendations

	Complete this section when the service has been completed. If the client had a successful programme, then please summarise client outcomes and status regarding their pain below. Please include the client’s comments and feedback.

If the client hasn’t achieved all their goals and you have recommendations for next steps in their rehabilitation, please summarise and include any referrals to another provider or service below. We may contact you to talk about these.

	


	11. Declaration and signature

	As the Keyworker and a member of the interdisciplinary team, I certify that I have 
· personally examined and/or treated the client 
· discussed their treatment options with them and advised why the recommended intervention(s) are appropriate in this case. 
The client (or their representative) has authorised me to provide this information to ACC.

	Key worker name:      

	Signature:      
	Date:      


When we collect, use and store information, we comply with the Privacy Act 2020 and the Health Information Privacy Code 2020. 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.
ACC6272
October 2021
Page 1 of 6
ACC6272
October 2021
Page 3 of 6

