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TEAM CARE ARRANGEMENTS (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).

Patient Name :_________________________________________  Date: _________________
	Problems / Needs

Based on Diagnoses
	Goals

Based on Needs
	Patient/GP/Other  Actions

Based on Goals
	Providers

Based on Actions

	1.


	
	
	Service / Name:

Date Contacted:

Date Responded:

Comments:

	2.


	
	
	Service / Name:

Date Contacted:

Date Responded:

Comments:



	3.
	
	
	Service / Name:

Date Contacted:

Date Responded:

Comments:



	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.

Copy provided to           Patient  □            Carer  □            Other Providers  □            TCA Review Date………………………..

Patient Signature……………………………………….       GP Signature…………………………………………….….…………...

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



Adapted by SESDGP with kind permission from CSDGP 


