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Once completed please e-mail this form to: requests.lifetimecare@icare.nsw.gov.au (for lifetime care) or requests.workers-care@icare.nsw.gov.au (for workers care) and include the following in the subject header: Minor Home Modifications Assessment [Person’s name and number] [Coordinator name]

	1.1 PERSON’s details

	Name
	
	Participant No. or Claim No.
	

	

	Address
	

	
	
	

	Contact Name
	
	Contact Ph 
	

	

	Date of injury
	
	      Age 
	


	Injury             FORMCHECKBOX 
    TBI       FORMCHECKBOX 
  SCI Level       ASIA score       FORMCHECKBOX 
Other   (specify)       



	1.2 Occupational Therapist details

	Name
	

	

	Position
	
	     Qualifications
	

	

	Organisation
	

	

	Work days / hrs 
	
	Ph
	
	Email
	

	

	Signature
	
	Date
	

	

	Summary

The role of the treating occupational therapist is to:

Assess the person’s needs on behalf of icare, identifying the person’s specific injury related housing needs and options for meeting these needs.
The report should include:

· Current existing environment: a general description of each environment relevant to the person’s needs.

· Environmental barriers: any environmental barriers, due to the person’ injury, identified that may lead to an activity limitation or participation restriction.
· Options: based on the person’s needs list the options to overcome the environmental barriers

· Preferred option: this is the most practical and cost effective means of overcoming the environmental barrier to meet the person’s needs.
· Diagrams of current and proposed modifications
· Attach 2 (if possible) quotes for the works 
· Home Modifications– Authority to Install/ Modify form: To be signed by the home owner
How to complete this form

· Include information relevant to home modifications

· Complete the areas of the home environment where recommendations are being made

· Use photographs where available. 

Note: icare understands that the recommendations given are in accordance with the relevant disability and general building standards and legislation.

 


	2.0 GOALS OF HOME MODIFICATIONS
2.1 Goal/s of home modifications

	

	2.1 Recommendations summary

Please state what you see as a priority to enable the person to move to this property safely and effectively.

	Recommendation
	Priorities for move
	Provide justification

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	2.3 Reports attached/cited Where relevant attach multi-disciplinary report and or advise which reports of the person’s functional status have been relied upon when developing above recommendations

	


3.0 WHAT IS THE PERSON’S CURRENT STATUS? 
	3.1 Current health & medical issues (include any relevant co-morbidities that impact on the home environment)

	


	3.2 Current accommodation    
	 FORMCHECKBOX 
 Owned   FORMCHECKBOX 
 co-owned  FORMCHECKBOX 
 Private rental   FORMCHECKBOX 
 Public rental   FORMCHECKBOX 
 Other



	3.3 Has the possibility of modifications been discussed with the owner?   FORMCHECKBOX 
 yes   FORMCHECKBOX 
  no


	  3.4 Home Modifications– Authority to Install/ Modify form completed

	Yes

 FORMCHECKBOX 

	No

 FORMCHECKBOX 


	

	3.5 Living arrangements and community access

	


	3.6 Current functioning in self-management, mobility and activities of daily living (Only comment if any changes noted compared to treating team findings or since previous review)  

	


	3.7 Instrumental activities of daily living (Only comment if any changes noted compared to treating team findings or since previous review)  

	 


	3.8 Current participation in life roles (Only comment if any changes noted compared to treating team findings or since previous review)  

	


	3.9 Non-injury related conditions and care requirements

	


	3.10 Equipment used / required / requests attached

	     



Home Modifications:Authority to Install/Modify
	PERSON’s details

	Name
	
	 Participant No. or Claim No.  
	

	

	Address
	

	
	
	

	Contact Name
	
	Contact Ph 
	


	HOME OWNER’S details

	Name
	

	

	Address
	

	
	
	

	Contact Name
	
	Contact Ph 
	


	Occupational therapist 

	Name
	

	

	Position
	
	     Qualifications
	

	

	Organisation
	

	

	

	 


The following items have been recommended for the person’s continued safety and independence.

These items will be installed by tradespeople on behalf of, and at the cost of, icare, provided that icare approves the modification.
When no longer required, the item/s will remain as fixtures, unless installed in a rental property. icare will fund the reasonable costs of removing the item/s from rented premises.

The specifications listed are not to be changed without prior consultation with the occupational therapist and icare. Unapproved changes may result in the negation of icare responsibility for payment. icare will not undertake work that is deemed to be maintenance, e.g. replacement of rotting joists, etc.

List all Items to be installed:

1.

2.

3.

As owner(s) of the above premises, I hereby consent to the installation of the above items.

Signed ____________________________________ Date ___/___/_____

As Beneficiary, I agree to the recommended specifications listed and I understand that this request is merely being submitted to icare and does not necessarily ensure approval.

Signed ____________________________________ Date ___/___/_____

Plan of existing area to be modified
	


Plan of proposed modification
	


Itemised specifications 
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