Report writing tips
1. Make your report a one stop shop for the planner
2. Highlight importance of Coordination
3. Include budget calculations where able

Support Coordinator Details:
	Service provider name:
	

	Contact name:
	

	Address:
	

	State:
	Queensland

	Phone Number:
	

	Email Address:
	

	Is this a new or existing support coordination arrangement?
	Existing


Participant statement 
Living arrangements, Relationships and supports
Describe your current living arrangements (For example: Who do you usually live with? Type of accommodation? Any changes to your living arrangements?)
Describe the family and friends you see regularly, the people who play an important role in your life and how they help you. Have your relationships and supports changed?
	Current Plan

This is from the RFS or Plan

To remove/edit I use strike-through
	I am currently at Seasons Aged Care Facility and would like to locate appropriate long term accommodation with appropriate supports to ensure that I do not need to return. I was living with my sister but due to my complex needs, this is no longer possible and I am now looking for alternative appropriate accommodation. 

My sister is a good emotional support for me.

	Any new information to be included

Highlight necessity for CoS in this section.




Where you need Co
S for children this is especially important. You must address the argument of ‘parental responsibility’.
	My sister Donna visits me around every fortnight at Seasons, and we can speak on the phone. Donna has been very busy lately, and I rely more on my formal/paid supports such as my coordinator. 
I am looking forward to moving out into the community, as being surrounded by people significantly older and more unwell has been very isolating, and impacted negatively on my mental health. I am frequently unable to exit my unit independently.

Examples:
· Mum has four children
· Mum does not have the minimum capacity to effectively engage with necessary NDIS processes, liaise with Service Providers, manage budget effectively
· Without coordination there will not be effective engagement with supports and interventions will be delayed to the detriment of participant capacity building/health wellbeing







One stop shop for recommendations and Service Provider progress reports in this section.
Daily life – Describe your day to day life
Describe the activities you participate in (For example: education, training, work, volunteering, social activities). What is working well for you? What would you like to change or improve? What do you enjoy? Have there been changes to your activities of daily life?
	Current Plan
	I like to get up each morning and either read or watch TV. I would like to get out more and join a social group. I would also like to learn how to cook nice meals for myself.


	Any new information to be included.

Note; Core/CAS providers are not used to and not technically required to provide a report. I request information via email:
Good afternoon Ro,

Participant _______ is scheduled for a plan review in just under two weeks. We are requesting from all service providers a brief progress report to include in the review.

Please include:
· Supports delivered this plan period
· Progress towards goals
· Barriers
· Recommendations/quote for next plan period

Should you have any questions please do not hesitate to contact us.

OR
Schedule a phone meeting, take notes as per a case conference, save as a document and attach with the rest of your evidence for the review.

This client did not have progress reports as I took over at the time of review. 

In this section include:
· Supports delivered this plan period
· Progress towards goals
· Barriers
· Recommendations/quote for next plan period

Preferably cut and paste from the report, and include references with page numbers so that the planner knows this is direct quotes.
	Suzanne’s statement: 
Due to the impact of Covid 19 and repeated lockdowns I have been unable to participate in social events and activities that I would enjoy.

Core

Community Access
Suzanne is supported 2-3 days per week to access community, by her support workers Fiona and Sonia. Having supports separate to the Aged Care facility has been much more effective at protecting Suzanne’s choice and control, and ensuring that supports scheduled do go ahead.
Due to difficulties booking taxi’s that are able to manage Suzanne’s wheelchair, outings are typically restricted to going to the nearby shopping centre. If able to access transport more easily, or moving to a location closer to activities of interest, Suzanne would like to engage in the following CAS activities:
· Swimming/Hydrotherapy
· Markets
· Movies
· Art/Craft group based activities
· Social groups
· Go to the library






Capacity Building

Podiatry
Due to a negative experience with a Podiatrist early in the plan period, Suzanne has been reluctant to re-engage with this necessary intervention.
Suzanne schedule an initial appointment with a new Podiatrist on 26.03.2021, and dependent on the success of this appointment will continue with this intervention.

Occupational Therapy
During this plan period Suzanne has engaged with OT Ro (Wesley Mission) predominantly for the purpose of accessing necessary AT – Wheelchairs. Suzanne is currently scheduled to receive her Motorised Wheel Chair on 14.4.21, with extended delays occurring due to Covid 19 Response Restrictions. 


Physiotherapy
Due to prior experiences with physiotherapy resulting in bruises and muscle pain Suzanne has not commenced with this support during this plan period. SC discussed with Suzanne accessing hydrotherapy as a low-impact alternative. Suzanne was concerned about pool access, and SC sourced a suitable location with hoist and ramp for pool access/egress (Goodna Pool).

Home Nursing
Due to lack of mobility and deterioration of joints (arthritis) Suzanne is at high risk of pressure sores, requires significant assistance with self-care and hygiene, and has required a large amount of L1/2 AT to increase her safety and independence. 
Please see attached report from nurse Lisa Ball.




How to lay out new goals: 

	Area of Need
	Your New Plan Goal
	Interventions Required
	Measurable Outcomes

	Daily Living
	Have respite somewhere I find calming and relaxing, with appropriate accommodation and equipment for my support needs. 
	Core budget for respite and support workers to assist Suzanne to achieve this goal.
	Suzanne is able to experience a holiday with appropriate facilities and equipment to meet her care needs.
Suzanne is able to have a break from her current accommodation which is very limiting, and refresh her mental state.



*This is not in the template, I have just been using this format due to having success with it. 








Requesting CoS budget:

	Support Coordination



	Weekly
	NDIA Managed
	$6008.40
	
	Yes
	Request to increase coordination budget for 12 month period:
L2 Coordination of Supports: 96 hours 
60 hours Exploring Housing to negotiate with SDA providers
36 hours for general CoS (3 hours per month)
*Request Plan Management of Coordination budget.






Having calculations assists the planner in justifying the request, especially where there is an LAC instead of a planner. 

	Social & Community Participation
	2/7 days
Tuesday and Thursday
	Plan Managed
	$3,440 / $16,489
	CaRelief
	Yes
	Request budget to facilitate:
Five hours x three days (15)
Markets Sat/Sun (4 hours)
$1137/week
$59,124
*increase in SCCP requested to prevent deconditioning of which Suzanne is high risk due to ongoing lockdowns and residence in an Aged Care facility.



	



Risks
Please identify any risks during the course of the current plan (e.g. health; safety in home/community; provision of supports; sustainability of informal supports; employment; exploitation; financial including ability to self-manage; decision making; home/accommodation; other).
	[bookmark: _Hlk137541248]Risk
	Description/Comments

	Sustainability of informal supports
	Use this risk to further justify when seeking CoS hours for children

	Health and wellbeing
	Without effective engagement by CoS, participant is at high risk of not commencing interventions or progressing toward goals due to informal supports not having capacity to manage the plan or connect with Service Providers

	Home/Accommodation
	Without substantial support from CoS participant is at risk of declining safety and independence at home and being unable to maintain community tenure/living independently. Guardian/decision maker will order participant to move into a facility if there are safety or health/wellbeing concerns.

	Provision of Supports
	Without effective stakeholder management by CoS participant is at risk of decreased goal achievement due to:
· Services overlapping in supports provided
· Increased costs
· Reduced collaboration and information sharing
· Impaired clinical and therapeutic outcomes



	

	Please provide justification for Support Coordination hours requested in new plan?
	Request for 12 month period:
96 (8 hours per month) hours Support Coordination to facilitate:
· Ongoing coordination of NDIS plan
· Budget management
· Service provision engagement
· Supporting Suzanne to engage in necessary NDIS processes
· Exploring Housing
· Negotiating with SDA providers

Budget is required due to Suzanne’s lack of capacity to manage the above, and nil informal supports to assist her. 

If you require Level Three:
Per the NDIS guideline for Specialist Support Coordination, Suzanne requires:

 "an appropriately qualified and experienced practitioner to meet the individual needs of the participants circumstances. Necessitated by specific high complex needs or high level risks in a participants situation, to reduce complexity in the participant's support environment...negotiated solutions with multiple stakeholders and build capacity and resilience"

Request 30 hours of Specialist Support Coordination to:
· Engage in necessary SDA processes
· Negotiate with SDA providers to source suitable SDA vacancy to meet Suzanne’s needs and fit her approved SDA budget
· Liaise with SDA providers to source custom build accommodation if existing housing stock is not suitable for Suzanne
· Manage transition from Aged Care accommodation to SDA housing
· Engage with SIL provider to tenant match and develop roster of care suitable for Suzanne’s support needs





Supporting Evidence:
	Please list all additional supporting evidence (eg, therapy reports) provided in preparation for plan review.

Be Creative!
	1. Supporting letter from Nurse Lisa Ball
2. Case conference notes
3. Participant statement
4. Carer impact statement
5. Progress reports
6. Home visit notes/observations





New Plan Implementation Report
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Request for service fields

Use the tables below to complete the information from corresponding fields in the request for service (RFS).

Referrals for assessment

Actions taken

Barriers or risks
identified

Future actions

What are the immediate specialist
assessments the participant needs
connection with? These may be detailed in
the RFS or identified with the participant.
(List or N/A)

What steps have been taken to help the
participant obtain any immediate specialist
assessments?

What barriers have you identified (if
any) to obtaining the required
information?

What are the next steps to obtain
the required information?

1.0Occupational Therapy

Referral completed. Initial
assessment completed

Mr K presents with low drive
to engage

FCA pending receipt

Community, mainstream &
NDIS funded supports

Initial actions

Barriers or risks
identified

Future actions

What are the priority supports the participant
requires connection with? These may be
detailed in the RFS or identified with the
participant (List or N/A)

What steps have been taken to help the
participant in connecting to priority
supports?

What barriers have you identified (if
any) in connecting the participant to
the supports?

What are the next steps planned to
make the required connections?

1.HCNA

Referral for services to
continue completed

n/a

2.Behaviour Support

Referral to Multicap for BSP to
continue in place

Lack of reporting data





image5.png
Implementation activities

It is important to help the participant understand how they can use their plan and organise their supports to make sure they will be adequately
supported throughout the duration of their plan.

Use the check boxes to confirm the following topics have been discussed and understood by the participant.
Plan funding included in the participant’s plan.
The different support categories and their flexibility.
Fund management and claiming.
Organising and planning supports over the life of the plan.
The role of community and mainstream supports.
[COHow to access and use the my NDIS portal and app.
[ The value and importance of service agreements.

O If any supports have been listed in the plan, the participant knows who can deliver the support and how it may need to be provided.

Notes

If you were unable to explain any of the above areas, use the notes section below. Describe why and list any alternative strategies that will
help the participant understand how to use their plan.

SSC engages with delegate Public Guardian — Katherine Helman




image1.png
Participant and plan details:

Name: Click or tap here to enter text.
NDIS Number: Click or tap here to enter text.
Plan Start Date: 08/12/2023

Plan End Date: 8/12/2024

Provider details:

Provider:

Create A Sense of Place

Person completing this report:

Jessica M

Phone number:

0438896589

Email address:

jessicam@createasenseofplace.com.au

Is this a new or existing arrangement?

Existing
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How are you engaging with the participant?

Date of initial contact:

This is ongoing. First contact with Mr K several years prior

Agreed frequency of contact with the
participant:

Engagement with stakeholders as required + monthly case
conference

Nominated contact (e.g. nominee,
child representative or N/A):

Case manager from MIRT

Primary contact method:

email

Primary contact details:

Carol.fayers@health.qld.gov.au

Secondary contact method:

Via Mum/Nominee

Secondary contact details:

Click or tap here to enter text.

Other key contact:

Florina K - Mum

Other key contact details:

0431 840 040
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Current plan goals

Use this table to tell us how the participant is planning to pursue their current goals.

Participant’s goal|

What are the next steps for pursuing this goal?

(What have you and the participant agreed to next?)

1. | would like to access therapies and
professional supports that will help me
improve my psycho-social health and
wellbeing.

Mr K is well connected with his MIRT case manager. Mr K has an Occupational
Therapist to complete an FCA. Mr K has a Behaviour Specialist from Multicap for
improving his relationships with supports and ability to engage appropriately in
community.

2. | would like to reconnect with my
Indigenous culture

Mr K has a plan managed Core funding allocation for this purpose. Stakeholders refer Mr
K to appropriate programs for this goal achievement. To date Mr K has declined all
suggested activities and programs.

3. | would like to access the community and
participate in activities | enjoy

Mr K has support workers from HCNA on a regular schedule. Mr K is supported to go
swimming, crabbing/fishing, visit with his relatives and undertake general activities of
living such as attend appointments and go grocery shopping.

4. | need behaviour supports to develop
strategies so | can respond to distressing
situations safely and in a socially
appropriate manner and maintain
relationships with my family

Mr K’s BSP from Multicap is engaging with support workers, stakeholders and Mr K
himself both in community and at home. Ongoing development of PBSP and data
collection is in progress.

5. 1 would like support to build my capacity
to live as independently as possible in my
family home.

Mr K has historically declined to engage with OTs in prior plan periods. Mr K is not
participating in assessments for completion of Functional Capacity Assessment





