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	PLAN NUMBER: Click here to enter text.
	DATE: Click here to enter text.


Client Contact Details
	Client name: Click here to enter text.
	Claim number: Click here to enter text.

	Address : Click here to enter text.

	Phone: Click here to enter text.   
	Date of Accident: Click here to enter text.

	Referrer: Click here to enter text.
	Referrer Contact Details: Click here to enter text.


Clinical Information
Injury and presenting symptoms
	Click here to enter text.

Functional Goal(s) (include timeframe)
	Click here to enter text.

Physiotherapy treatment strategies (include details such as modalities, frequency etc.)
	Click here to enter text.

Client self-management activities (client undertaken activity - frequency/duration and type)
	Click here to enter text.

Outcome measure(s) (progress against goals, dated test scores, including initial/significant date/scores)
	Click here to enter text.

Other services/equipment from your practice (e.g. gym, braces, TENS etc.) including equipment detail and clinical justification
	Click here to enter text.

Other Relevant Information
General health (factors that may impact recovery including pre-existing issues and past injury history)
	Click here to enter text.

Integration of recovery into RTW/key activities (suggested self-management at work guidelines etc.)
	Click here to enter text.

Other factors impacting recovery (e.g. social circumstances, mental health factors)
	Click here to enter text.

Treatment Request
	Date of first service:
	Click here to enter text.
	Total number of services to date: (including initial five sessions)
	Click here to enter text.
	Plan end date: (if treatment is ongoing past this date, another plan will be required, no further plan if services cease by this date)
	Click here to enter text.
	Anticipated treatment end date: (if treatment is required beyond the period of this plan)
	Click here to enter text.
	Proposed treatment: (for this plan period)
E.g.     Standard Consult 15mins -2
            Standard Consult 30mins - 12
	Click here to enter text.
	Total number of services: e.g. 14 
	Click here to enter text.
	Equipment requested:
	Click here to enter text.

All questions must be answered for this plan to be considered
Provider Details
	Name: Click here to enter text.
	Phone: Click here to enter text.

	Company/Practice: Click here to enter text.
	Email: Click here to enter text.

	Address: Click here to enter text.

	Signature:  
	Date: Click here to enter text.


1 Client Declaration and Signature
I understand the contents of this plan and agree to:
· participate in the program, 
· communicate clearly with the provider and medical practitioner, and 
· the release of this plan to the MAIB.
	Signature:
	Date:  


7 	MAIB Authorisation
	Plan Authorised          ☐ Yes          ☐ No
	Authorisation date:  

	Authorised by:  

	Comments:  


In the event that benefits are ceased, this authorisation is invalid from the date that the client was notified.  Notification to the provider and any unfunded service costs remain the responsibility of the client.
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