Assessment Report and Treatment Plan (ARTP)

Request to Accident Compensation Corporation for Prior Approval 
for Elective Surgery (ES)
	(Specialist Name)
	

	Practice
	Send to HealthLink Mailbox: ACCEARTP

	Address
	Email to: artps4esu@acc.co.nz, or

	Phone:  
	Fax to: ACC ES Team on 0800 222 463

	Fax:  
	

	Email:  
	


To ensure ACC can make prompt and informed decisions, we need full and accurate information. Please ensure you complete the ARTP form fully, otherwise we will have to return it for your further attention. This may lead to unnecessary delay for your patient. 
	Client & Claim Details

	Claim Number:
	

	Full Name:
	

	Address:
	

	Date of Birth:
	

	Telephone (Home):
	

	Telephone (Mobile):
	

	Telephone (Work):
	

	NHI Number:
	

	Date of Injury:
	

	Referring Provider:
	


	History, Examination and Diagnosis

	Type of Assessment (Simple Assessment/Complex Assessment/Second Opinion/Reassessment/Follow-up visit):
	

	History of the current condition
	

	Causal Medical Link Between Proposed Treatment & Covered Injury: 
	

	Relevant Pre-Existing Factors (Relevant medical history, presence of degenerative disease, co-morbidities):
	

	Clinical Examination (Outline of findings at clinical examination, progress since previous visits and the indicated clinical pathology):
	

	Diagnostic Tests And Imaging (Provide copies of reports):
	

	Specific Diagnosis:
	


	Proposed Management & Prognosis

	Prognosis (Expectations for the client’s recovery including expected return to work on modified or alternative duties):
	

	Pre/Post Operative Care (Expectations for preoperative care and any appropriate postoperative care including physiotherapy, assistive devices, home help or vocational assistance):
	


	Certificate & Specialist Details

	I certify that, on the date shown, I have personally examined and/or treated the Patient.

I have discussed the treatment options with the client and advised why the recommendation is the appropriate treatment in this case.

The Client (or their representative) has authorised me to provide this information to ACC on their behalf.

	Specialist Name:
	

	NZMC Number:
	

	HPI Number (if known):
	

	Specialist Signature:
	

	Date Signed:
	


	Lead Provider Details

	Lead Provider Name:
	

	Facility:
	

	Contract Number:
	

	Lead Provider Notes:
	

	Contracted or Non Contracted (Surgery under regulations)
	


	Treatment Details


	Date of Consultation:
	

	Recommended Surgical Treatment:
	

	Body Site to Be Treated:
	

	Body Side (Left, right, both or NA):
	

	Proposed Surgery Date:
	

	Clinical Priority (High, Routine) (indicate using one or more of the codes below, or ‘Routine’)
H1 – deteriorating condition
H2 – home help required
H3 – Receiving weekly compensation
H4 – risk of losing employment
	

	Likely Length of Hospital Stay (Days):
	

	Is this Surgery Request a prerequisite to access Medical Insurance? (Yes/No):
	


	Procedure Details (for each procedure)

	ACC Procedure Code:
(If non core please indicate)
	

	Procedure Description:
	

	ACC Procedure Code 2: 
(If non core please indicate)
	

	Procedure Description 2:
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