TEAM CARE ARRANGEMENT ITEM 723
TEAM CARE ARRANGEMENT ITEM 723

	For patients with chronic or terminal medical conditions AND Complex  Multidisciplinary Care Needs

The collaboration between the coordinating GP and participating providers must be based on two-way communication between them, preferably oral, or, if this is not practicable, in writing (including by exchange of fax or email).




Date: «datel»
	Patient

	Full name
	«patientfullname»
	Date of Birth
	«dob»

	Address
	«address1»
	Phone
	«phoneh»

	
	«address2»
	Fax
	«phonef»

	
	«address3»
	
	

	Medicare
	«medicarenoandsubnumerate»
	Medicare Exp
	«medicareexp»

	DVA
	«dvano»
	DVA Exp
	«dvaexp»

	Pension 
	«hccpensno»
	Pension Exp
	«hccpensexp»


	Doctor 

	Doctor
	«docname»
	Phone
	«sitephone»

	Practice
	«sitename»
	Fax
	«sitefax»

	Address
	«siteaddr1» «siteaddr2» 

«siteaddr3»
	Email
	«docemail»


	Problems / Needs

Based on Diagnoses
	Goals

Based on Needs
	Actions

Based on Goals
	Providers

Based on Actions

	List Problems
	Were Goals Achieved?
	Continue with current actions or implement new strategies/treatments?
	

	 1      
	 FORMDROPDOWN 

Comments 

     
	     
	Service / Name
	      

	
	
	
	Date Contacted
	      

	
	
	
	Communication via:

	
	
	
	Face to Face                 
	  FORMCHECKBOX 


	
	
	
	Fax
	  FORMCHECKBOX 


	
	
	
	Phone
	  FORMCHECKBOX 


	
	
	
	Email
	  FORMCHECKBOX 


	
	
	
	Date Responded
	      

	
	
	
	Comments
	      

	2.      

	 FORMDROPDOWN 

Comments 

     

	     
	Service / Name
	      

	
	
	
	Date Contacted
	      

	
	
	
	Communication via:
	

	
	
	
	Face to Face                 
	  FORMCHECKBOX 


	
	
	
	Fax
	  FORMCHECKBOX 


	
	
	
	Phone
	  FORMCHECKBOX 


	
	
	
	Email
	  FORMCHECKBOX 


	
	
	
	Date Responded
	      

	
	
	
	Comments
	      

	3.      

	 FORMDROPDOWN 

Comments 

     

	     
	Service / Name
	      

	
	
	
	Date Contacted
	      

	
	
	
	Communication via:
	

	
	
	
	Face to Face                 
	  FORMCHECKBOX 


	
	
	
	Fax
	  FORMCHECKBOX 


	
	
	
	Phone
	  FORMCHECKBOX 


	
	
	
	Email
	  FORMCHECKBOX 


	
	
	
	Date Responded
	      

	
	
	
	Comments
	      

	4.      

	 FORMDROPDOWN 

Comments 

     

	     
	Service / Name
	      

	
	
	
	Date Contacted
	      

	
	
	
	Communication via:
	

	
	
	
	Face to Face                 
	  FORMCHECKBOX 


	
	
	
	Fax
	  FORMCHECKBOX 


	
	
	
	Phone
	  FORMCHECKBOX 


	
	
	
	Email
	  FORMCHECKBOX 


	
	
	
	Date Responded
	      

	
	
	
	Comments
	      


	Patient agreement for Team Care Arrangement review to Proceed

	Patient agrees to formulation of the plan for Team Care Arrangements and to sharing of information contained therein with other services / providers involved in his/her care. Patient has been given the opportunity to withhold medical or other information from others. All information will be kept confidential between the health professionals involved in this Team Care Arrangement. 

.......................................................................        
..................................................

Patient signature


                            Date

(Consent may be verbal)
                                                                                 «datel»
.......................................................................        
..................................................

GP signature


                                         Date



	Copy provided to           

	 FORMCHECKBOX 
 Patient
	 FORMCHECKBOX 
 Carer
	 FORMCHECKBOX 
 Other Providers

	Next Review
	     
	


For referral form for allied health services under Medicare:

Ph: 1800 067 307 or www.hic.gov.au/providers/incentives_allowances/medicare_initiatives/allied_health.htm
