\“ familybasedcare

Tasmania

APPLICATION

CLIENT FEE REDUCTION

Client Details

Surname:

Given Names:

Person completing this form:

Client Income Details — What is the client’s income source? (Please tick)

Australian Centrelink Pension Card

Commonwealth Seniors Health Care Card

Tax Assessment Notice

Other Income

What is the client’s fortnightly income level after tax from all sources? | $

Additional Costs: Please indicate the expenses the client incurs, either short term (up to 12 weeks) or

long term (1 year).

Category

Average
Fortnightly
Costs $

Comments (eg
short term / long
term)

Health Related Costs
e Medications
Alternative Therapies
Aids and equipment (including continence products)
Specialist care (eg occupational therapy, physiotherapy, extensive
podiatry)
Special clothing
Special foods (eg dietary supplements)
Temporary care or respite (non HACC)
Medical supplies

Location Related Costs
e Home Modification

e Specialist care (eg transport / accommodation when travelling to
another location to see medical specialist)

e High accommodation charges

Fee Related Costs
e Health or medical insurance
e [ees for other services

Other Medical Costs

TOTAL
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This application is subject to the conditions noted below:
e Subject to applicable program pricing guidelines
¢ Any authorised travel is charged at 80¢ / km
e Acceptance of this Application by Family Based Care Association North West Inc. does not imply

that a Fee Reduction will be granted.

| declare that this is a true account of my income and health related expenses.

Name:

Signature:

Date:

Office Use Only

Assessor Comment / Recommendation:

Client Fee Reduction:

Signed: Date:
(CEO)

Administration

Client Advised D by Date:
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