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MENTAL HEALTH MANA






	For Office Use Only

	Application No
	

	
	

	Received
	   /      /
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	Name
	     
	
	Date of Application
	   FORMTEXT 

  
 /  /     

	AEA No.
	     
	Email
	     

	Telephone
	     
	Ext No.
	     
	Facsimile  
	     

	Assessor Declaration

By completing and sending this application I confirm that the assessment for and selection of equipment has been personally completed by me, and is essential for the person. The information contained in the application is correct and meets the criteria in the current Ministry of Health EMS Equipment Manual.    FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO
	Person’s Agreement

I agree that the information contained in this application is true and correct. The Equipment requested is essential for the person and this application meets the Ministry of Health criteria in the Equipment Manual 

 FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO



	Given Name
	     
	
	Title
	 FORMDROPDOWN 


	
	
	

	Last Name
	     
	
	NHI No.
	     

	
	
	

	Address
	     
	
	Telephone 
	     

	
	
	
	

	
	
	
	Date of Birth
	   /    /     

	
	
	
	

	
	
	
	Gender
	 FORMDROPDOWN 


	
	
	
	

	Ethnicity
	 FORMDROPDOWN 

	Other
	

	
	
	

	The Person is:
	 FORMCHECKBOX 
 Over 65 Years
	 FORMCHECKBOX 
 Under 65 Years
	 FORMCHECKBOX 
 Child (Under 16 Years)



	Disability Type
	 FORMDROPDOWN 

	Primary Diagnosis
	     

	The List Equipment is for:
	Resides:

	 FORMCHECKBOX 
 Mobility in the Home
	 FORMCHECKBOX 
 Remaining in the Home
	 FORMCHECKBOX 
 Own Home

	 FORMCHECKBOX 
 Fulltime Education
	 FORMCHECKBOX 
 Main Carer
	 FORMCHECKBOX 
 Residential Care

	 FORMCHECKBOX 
 Fulltime Employment
	 FORMCHECKBOX 
 Vocational Training
	

	 FORMCHECKBOX 
 Communication
	 FORMCHECKBOX 
 Voluntary work
	

	 FORMCHECKBOX 
 By ticking this box the assessor confirms that rationale has been kept on file for audit purposes which demonstrates how EMS criteria has been met



	SIC Code
	
	Description
	
	Quantity
	
	Accreditation

	
	
	
	
	
	
	Please Select

	
	
	     
	
	     
	
	 FORMDROPDOWN 


	
	
	
	
	
	
	

	     
	
	     
	
	     
	
	 FORMDROPDOWN 


	
	
	
	
	
	
	

	     
	
	     
	
	     
	
	 FORMDROPDOWN 


	
	
	
	
	
	
	

	     
	
	     
	
	     
	
	 FORMDROPDOWN 


	Brief rationale of essential need for: Special / Multiples / Low Cost equipment  




	 FORMCHECKBOX 

	Person
	 FORMCHECKBOX 

	Assessor
	 FORMCHECKBOX 

	Other
	
	

	
	
	
	
	
	
	
	

	Contact Name
	     
	Telephone  
	     
	Extn No
	     

	
	
	Mobile:
	     
	
	

	Delivery Address
	     
	Instructions
	     





Delivery Details











Equipment Details








Eligibility Criteria








Person’s Details








Specialised Assessor Details








Application For


List Equipment













