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PREVENTION. CARE. RECOVERY.

Te Kaporeihana Awhina Hunga Whara



  
Therapeutic Assessment and Planning 


Report


This form is completed by a counselling treatment provider to detail a client’s presenting needs and plan for recovery for an existing mental injury arising from a Schedule 3 event.
	PART A  PROVIDER DETAILS
	
This form was completed on [date]

	ACC Provider number:
	National Provider Index:   Provider ID                 Facility                Agency

	Treatment Provider name:

	Treatment Provider address: 

	Number: 
	
	Street:
	
	Suburb:
	

	Town/City:
	
	Post code:
	

	Please note the dates the client was seen to complete this report:
(1)
(2)
(3)
(4)

	

	PART B  CLIENT DETAILS
	

	ACC CLAIM NUMBER (if known): [Claim number]

	Client’s name: [Claimant full name]

	ACC Case Manager’s name: [Staff name]

	Client’s telephone number (if changed) :   Area code                   Number

	Client(s) contact address (if the client has changed address since lodging the original claim/previous report):

	Number: 
	
	Street:
	
	Suburb:
	

	Town/City:
	
	Post code:
	

	

	PART C  INFORMATION ON THE SEXUAL ABUSE
	

	Please complete this section if the client is presenting with a new event. Previously reported events do not need to be re-stated. Please include details such as approximate date of event, relationship between the perpetrator and the client, gender and age of perpetrator at time of event, age of client at the time of the event and frequency of event. Note: explicit information about the event(s) does not need to be provided.

	Event(s)

	

	

	

	

	

	PART D  MENTAL INJURY SYMPTOMS
	

	Presenting Symptoms eg, personal/social/emotional/behavioural/cognitions/physical:


	

	

	

	Please describe how these symptoms are consistent with the mental injury cover:



	

	

	

	

	PART E  INJURY CONSEQUENCES
	

	Please describe how the symptoms associated with the existing mental injury cover are impacting on the client’s everyday functioning.

	Thinking and problem solving:

	

	

	

	

	Self–care and household activities:

	

	

	

	

	Getting along with people (social):

	

	

	

	

	Work or school activities:

	

	

	

	

	Participation in life roles, eg family, community, church, sports etc:

	

	

	

	

	

	PART F  REHABILITATION (TREATMENT) REQUIREMENTS
	

	Considering the information from part D and E please outline what changes the client would like to achieve as a result of his or her therapy. 

	

	

	

	

	

	Please state the client’s goals for achieving these outcomes and ensure the goals are collaborative, specific, targeted to problems and achievable in the timeframe.

	Goal 1

	State the goal to be achieved: 



	

	

	

	

	State how the goal will be measured: 

	

	

	

	Goal 2

	State the goal to be achieved:

	

	

	

	

	State how the goal will be measured:

	

	

	

	Goal 3

	State the goal to be achieved:

	

	

	

	

	State how the goal will be measured:

	

	

	

	Goal 4

	State the goal to be achieved: 

	

	

	

	

	State how the goal will be measured:

	

	

	

	

	Therapy Details

	Estimated number of counselling sessions required to achieve goal(s):              hours    (Note: No more than 16 sessions can be approved at this point.)

	Estimated timeframe to complete therapy:

	Proposed therapy modalities:



	

	

	

	

	What other rehabilitation/treatment requirements does the client have at this time, eg occupational therapy, psychiatric assessment and/or medication?

	If any, please state:

	

	

	

	

	

	

	Are there any known barriers to recovery that may affect the client’s treatment and rehabilitation, eg alcohol and drug problems, unrelated or prior mental health issues not relating to this claim, forensic issues?

	

	

	

	

	Please outline any factors which may facilitate recovery, eg environmental, client strengths, support networks:

	

	

	

	

	

	PART G: OTHER AGENCIES/SUPPORT
	

	What other support has the client received? – please tick all that apply:


	Agency/Services/Support
	Contact person or branch
	Reports available

	 FORMCHECKBOX 
  Child Youth & Family Services (CYFS)
	
	

	 FORMCHECKBOX 
  Helping agencies (Rape Crisis, etc)
	
	

	 FORMCHECKBOX 
  Police
	
	

	 FORMCHECKBOX 
  Counsellor / Other professional in

        counselling role
	
	

	 FORMCHECKBOX 
  General Practitioner/DSAC
	
	

	 FORMCHECKBOX 
  Māori/Pacific Island Service Providers
	
	

	 FORMCHECKBOX 
  Mental Health Services
	
	

	 FORMCHECKBOX 
  Happened overseas so client contacted

       overseas services
	
	

	 FORMCHECKBOX 
  Family and friends
	
	

	 FORMCHECKBOX 
  Marae / cultural group
	
	

	 FORMCHECKBOX 
  Other agencies (eg CCS, etc)
	
	

	 FORMCHECKBOX 
  Pastoral/church based support
	
	

	 FORMCHECKBOX 
  Other – please specify:
	
	

	What are the client’s living arrangements? 

	 FORMCHECKBOX 
  Lives with partner and children
	 FORMCHECKBOX 
  Lives with parents
	 FORMCHECKBOX 
  Lives with partner (no children)

	 FORMCHECKBOX 
  Lives with extended family/whānau
	 FORMCHECKBOX 
  Lives with children (single parent)
	 FORMCHECKBOX 
  Lives alone

	 FORMCHECKBOX 
  Lives in foster home/CYFS family home
	 FORMCHECKBOX 
  Flatting with others
	 FORMCHECKBOX 
  Hostel or refuge

	 FORMCHECKBOX 
  Lives in residential care or community care
	 FORMCHECKBOX 
  Lives with family of origin
	 FORMCHECKBOX 
  Currently in prison

	 FORMCHECKBOX 
  Other – please specify:

	

	PART H: TREATMENT PROVIDER DECLARATION
	

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

Treatment Provider to sign here:                                                                                                              Date: 
[date]


	

	PART I: DECLARATION
	

	I certify that the information contained in this report is true and correct.

Client to sign here:                                                                                                                               Date:  [date]



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

You are responsible for the client information in your possession. Please take all appropriate security measures to protect that information and avoid accidental disclosure of personal information.
RETURN THIS FORM TO:

ACC SENSITIVE CLAIMS UNIT, FREEPOST 130043, PO BOX 1426, WELLINGTON
ACC
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