
  AGED CARE CLIENT RECORD [APPLICATION FORM]

Client Identification Number

 | | | | | | | | | | | | | | | 
Name of ACAT Team

 | | | | | | | | | | | | | | | 

PRIVACY NOTICE

Aged Care Act 1997

Aged Care Act 1997

APPLICATION FOR APPROVAL

Complete this part of the form if you are applying for approval to receive aged care under the  
Aged Care Act 1997.

     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     
I am applying for approval to receive the type(s) of aged care I have ticked below. (Tick at least one box).

Note that if the ACAT decides that you are eligible to receive a type of aged care, this does not mean that 
you must agree to receive that type of care. 
I authorise the use and disclosure of my personal information in the ways described in the  
Privacy Notice above.

   

This form should be signed by the applicant. Only in exceptional circumstances should someone else sign. 
If this is the case, please COMPLETE the following.

     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |    

     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |   

     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |   

 Unit No./No.           | Street:  |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |      

              |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |     |

 Postcode:     |     |     |     |    State/Territory: |     |     |         Telephone: (            )  |     |     |     |     |     |     |     |     

To be completed by the service provider in EMERGENCY CASES ONLY
EMERGENCY  

If YES, reasons for emergency approval must be included in the Rationale for Care Recommendation in Q42.

Service Provider Number

 | | | | | | | | | | | | | | | 

Signature

 Date:

( D D / M M / Y Y Y Y )

( D D / M M / Y Y Y Y )

Unit No./No.            Street:

Suburb:

Name of the ACAT Assessor

 | | | | | | | | | | | | | | | 

 | | | | | | | | | | | | | | | 

Assessor Signature 

 Signature  

 


