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STATEWIDE ABI FLEXIBLE SUPPORT PACKAGES
2009-2010 APPLICATION FORM:

	Client Details:

	Date of Application:
	DHS Region:

	Surname:
	Given Name:

	Address:

……………………………………………

……………………………………………
	Postcode:

	
	Phone:



	Date of Birth:
	Age:

	Country of Birth:
	Language:

	Interpreter Required:  ( Yes  ( No
	Has the referred person consented to this referral and release of information?     

( Yes  ( No(                                   

	Source of Income: 
	

	Cause of Brain Injury:

(Stroke                        (Traumatic Brain Injury                    (Hypoxic Brain Injury

(Assault                       (Cardiovascular Accident               (Brain Tumour

(Infection                    (Alcohol Related Brain Injury          (Poisoning

(Other (Please specify) ………………………………………………………………...

	Current Living Situation:

(Own Home                     (Own Home with Carer                (SRS

(Hostel                             (Aged Care Hostel                       (Nursing Home

(Rental Property             (Transitional House                     (Rehabilitation

(Homeless                       (Hospital 

(Other (please specify)     ……………………………………………………………

	Is the client’s current accommodation at risk?

…………………………………………………………………………………………………………….

……………………………………………………………………………………………………………

…………………………………………………………………………………………………………….

	To what extent is the client at risk of homelessness or geographically isolated?

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

	Support Services and/or recreational services client presently accesses:

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

	Has the client been found ineligible for any other services or funding packages? If yes, why? (All applications should demonstrate that other avenues for funding have been explored) 

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

	Is the client on a wait list for any other services or funding packages?(e.g. DSR, Home First, Directions) Please indicate if Case Manager is continuing to advocate for these packages and include last date of contact with DHS and DHS response. 

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

	Is the client receiving funding from any other source? (please list sources and any restrictions to potential increase of these funding sources)

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

	Is the client presently considered at risk? (Please attach any relevant information that indicates the client is at risk emotionally, physically, financially etc) 

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………




Proposed use of funds 

Aim: (What is hoped to be achieved)

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

Objectives: (Steps to be achieved to meet aim)

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

Plan: (how objectives are to be achieved – i.e. what will attendant carer need to do, how will case manager supervise/monitor program, etc)

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

……………………………………………………………………………………………

Where short-term funding is applied for, please outline your strategies for ongoing achievement of goals once these funds are used.

…………………………………………………………………………………………………

…………………………………………………………………………………………………

…………………………………………………………………………………………………

…………………………………………………………………………………………………

Can the referring agency supply a tax invoice in order for the funding package to be transferred to, and managed by, that agency? (This is an essential requirement)

……………………………………………………………………………………………………….

	 Budget (explain exact use of funding ie: attendant care, travel costs, entrance fees):

Service Required

Weeks required

Cost per week

Yearly cost

TOTAL



	SIGNIFICANT SUPPORT PEOPLE INFORMATION

	Name:
	Relationship:

	Address:

……………………………………………

……………………………………………
	Postcode:

	
	Phone:

	Name:
	Relationship:

	Address:

……………………………………………

……………………………………………
	Postcode:

	
	Phone:

	AGENCY DETAILS

	Case Manager:
	Phone:

	Agency:

	Address:

……………………………………………

……………………………………………
	Postcode:

	
	Fax:

	
	Email :

	It is a condition of the Statewide ABI Flexible Support packages that the applicant (case manager or other service provider applying on behalf of client) abide by the package guidelines as indicated by the signed statement below. 



I have read the package guidelines and agree to fulfill my responsibilities as the applicant. 

Signed………………………………………………  Date……………………………………………..


For a copy of the ABI Statewide Flexible Support Packages Guidelines Document please contact Reception at Melbourne Citymission on (03) 9487 9200


Please send or fax completed Application Forms to:

ABI Funding Package Applications - c/o Administration:

Melbourne Citymission,






Fax: 03 9487 9220

230 Normanby Avenue

Thornbury 
3071 

For other queries regarding this funding package, please contact Holly Meadows Funding Packages Co-ordinator 9487 9277 or by email at: hmeadows@mcm.org.au









( Please note that client or guardian permission is required prior to submitting application.
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