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PREVENTION. CARE. RECOVERY.

Te Kaporeihana Awhina Hunga Whara



Scar Management Treatment & Consumables
- Prior Approval Request
Complete this form to outline the client’s functional status and request prior approval for ongoing treatment.
	1. ACC DETAILS
	

	ACC Client Service staff member:      
	ACC office:

	

	2. DHB DETAILS
	

	DHB name:      
	Vendor number:      

	

	3. CLIENT DETAILS
	PLACE BRADMAR STICKER IF APPLICABLE

	Client name:      
	ACC45 number:      

	Date of birth:      
	Ethnicity:      

	Home address: 

	Home phone:      
	Mobile phone:      

	Work phone:      
	Email address:      

	

	4. INJURY DETAILS
	

	Date of injury:      
	Date of discharge from inpatient treatment (where applicable):      

	Original diagnosis:      

	

	5. CURRENT STATUS
	

	Current diagnosis.

	

	Describe the client’s current presentation and functional level including treatment outcomes achieved.

	

	If the client is not making progress please explain the cause of this.

	

	Describe any factors not related to the injury that may impact on treatment and/or the client’s return to independence.

	

	

	6. TREATMENT AND REHABILITATION
	

	Date of last medical specialist review confirming this treatment plan:

	Please provide treatment options, and the clinical rationale for these, to enable this client to return to independence. Attach any specialist reports or other medical information that supports your recommendations.

	 FORMCHECKBOX 
 Treatment option / modality:   Scar management consumables (service item code: CONC) 

	Clinical rationale for recommendation:      

	Consumable products requesting:      

	Amount of product and frequency of use:

	Indicative cost:      

	 FORMCHECKBOX 
 Treatment option / modality:   Pressure  Garments (service item code: CONC)

	Clinical rationale for recommendation:      

	Type of garments:

	Number of garments requesting:      

	Indicative cost (including overseas freight) :      

	 FORMCHECKBOX 
 Treatment option / modality:   Thermoplastic Splints (service item code: CONC)

	Clinical rationale for recommendation:      

	Number and type of splints requesting:      

	Indicative cost:      

	 FORMCHECKBOX 
 Treatment option / modality:      

	Clinical rationale for recommendation:      

	Client goal (specific, measurable, achievable):      

	Timeframe or frequency requesting:      

	Indicative cost (if appropriate):      

	

	7. PROVIDER SIGNATURE
	

	I certify that I have personally examined the client and to the best of my knowledge the information given is accurate.

	Signature:
	Date:      

	Name:      
	Professional affiliation:      

	Phone number:      
	Email:      
	Fax:      


The information collected on this form will only be used to fulfil the requirements of 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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