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Once completed please e-mail this form to: requests.lifetimecare@icare.nsw.gov.au and include the following in the subject header: Participant Training Request [Participant’s name & number] [Coordinator Name]

	1.1 participant’s DETAILS

	Name
	
	Participant No. 
	

	

	Address
	

	
	
	

	Contact Name
	     
	Contact Ph 
	

	

	Date of injury
	
	Age
	

	

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

	

	Pre-Injury employment status and occupation
	


	1.2 Participant training has been requested by

	Name of Assessor
	     

	

	Qualifications
	     

	

	Organisation
	

	

	Work days / hrs 
	
	Ph
	     

	

	E-mail
	     

	

	Date of Work Options Plan (WOP) 
	

	

	Was Training recommended in WOP?         Yes   FORMCHECKBOX 
      No   FORMCHECKBOX 



	1.3 CONTACTS 

	Coordinator Name
	     
	Ph
	     

	

	Case Manager Name
	     
	Ph
	


	1.4 STATUS 

	 FORMCHECKBOX 
 Interim
	Date of end of interim participation period:      

	

	 FORMCHECKBOX 
 Lifetime


For interim participants, training courses cannot extend beyond the interim participation period

	2.1 TRAINING PROGRAM DETAILS

	Full-Time
	 FORMCHECKBOX 

	Part-Time
	 FORMCHECKBOX 

	Other
	     

	

	Details of Course (Name & Location)
	     

	

	Training Provider Name  
	     

	

	Is Training Provider accredited?
	     

	

	Commencement Date
	     
	Completion Date
	     

	

	Number of days/weeks  
	     
	Hours of attendance per week
	     


	3.1  TRAINING JUSTIFICATION

	

	State the participant centred vocational goal/s that relate to completion of this training course and how completion of the training course will assist to achieve this goal
Include details of recommendations from WOP

	     

	

	Explain how this course will enable the participant to resume or maintain employment

	Include relevant assessment results and other supporting documents, functional abilities, motivation, and support. 

	     

	

	Give justification as to why the particular course recommended
Provide information to explain why this course will enable goal achievement and why it is the most appropriate course

	     

	

	Following completion of this proposed course is it expected that a subsequent course will be required? 

	     

	

	Who will be monitoring attendance, performance and completion of the training course?

	     

	

	Is the training to be delivered on-line or via distance education?  And if so, are there any other resource requirements?

	     

	

	How will the participant travel to and from the training venue?

	

	

	Has consideration been given to completing short course(s) to test the participant’s capacity for participating in a training course?                  

	Yes    FORMCHECKBOX 
           No    FORMCHECKBOX 


	

	What are the potential risks for the participant if the training is not provided? 

	

	

	Have any previous courses been paid for by icare lifetime care?  If so, what was the outcome?  

	

	

	Did the participant undertake any training prior to the injury?  If so, what was the outcome?   

	

	

	Is the person aware of and in agreement with this training request?  

	

	Yes
	 FORMCHECKBOX 

	Date agreement received
	     

	

	No
	 FORMCHECKBOX 

	N.B Application will not be processed without participant agreement

	

	Has a copy of the training request been given to the participant?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 



	3.2 OTHER TRAINING COURSES CONSIDERED: 

(include details of all other training courses considered or investigated)

	

	Course Title
	Training Organisation
	Cost & Duration of Course
	Outcome (Provide reasons why not recommended)

	1.        
	     
	     
	     

	2.        
	     
	     
	     

	3.        
	     
	     
	     

	3.3  TRAINING COURSE APPROPRIATENESS:

	

	i) Does the participant currently have the skills / confidence to perform discussed jobs?

	N/A
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	

	ii) Does the participant have the required numeracy and literacy skills to complete the course?

	
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	

	iii) Will the recommended training course result in formal qualifications recognised by the relevant industries?

	
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	

	iv) Has the relevant Disability Support Officer at the training institution or relevant other person been contacted?

	
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	

	v) Is the training venue accessible for the participant?

	
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	

	If No is ticked above please explain 
	     

	

	vi) Does the participant require attendant care worker support or any other specialised equipment to attend and/or complete the training course?

	
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	

	If Yes is ticked above please explain 
	     


	4.1  Service provider declaration

	

	This request has been developed in consultation with the participant in collaboration with their family member or nominated person if necessary. The participant has agreed to complete the proposed training course. 

	

	Name
	     
	Date
	     

	

	


	5.1  Request for approval

	

	List the requested training course, travel and other course expenses, payment code and costs (including GST) 

	

	Training course and resources
	Provider name

Organisation (Billing as) 

Address & Phone


	Payment Code
	Cost (incl GST)

	     
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Total cost:
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