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Assessor Portal User Guide 6 – Completing an Assessment 
This user guide outlines the different assessors’ roles during an Aged Care assessment using My Aged Care. This includes non-clinical (who are able to complete home support assessments) and clinical (who are able to complete comprehensive assessments) assessor roles in the system. 
Aged care needs assessors (assessor) can conduct assessments using the Integrated Assessment Tool (IAT) via:
the assessor portal (this guide), 
the Aged Care Assessor app and uploading information onto the assessor portal when the assessor next has internet connectivity, or
a printed or blank copy of the IAT and entering information onto the assessor portal after the assessment has been undertaken.
If you have only been assigned an organisation or outlet administrator role, you will not be able to view or complete assessments in the assessor portal. For more information about completing an assessment, see the Integrated Assessment Tool (IAT) User Guide.
	!
	On 1 November 2025, the Aged Care Act 2024 and the Support at Home program come into effect with significant change to support plans in the IAT.
To ensure the right IAT is used, and triage can continue for priority referrals, any assessments in the following statuses already started prior to 1 November 2025 and in progress on 1 November 2025 must be restarted:
Triage complete, main assessment not started
Triage complete, main assessment in progress (includes incomplete support plan)
Main assessment completed, awaiting delegate decision (comprehensive assessments).
For information on the Restart Assessment Process, please refer to Management of active assessments for 1 November 2025 transition – Standard Operating Procedure and Restarting In Progress Assessments for Support at Home (instructional video). 
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[bookmark: _Toc199406466][bookmark: _Toc1861769871][bookmark: _Toc395497813]Viewing assessments
Follow these steps to view an assessment:
1. Select Assessments on the homepage.
[image: Image of the Assessments homepage with Assignments highlighted.]
2. From the Assessments page, needs assessors will be able to view the assessments assigned to them in Current assessments.The Current assessments tab contains assessments that may have the following statuses:
· Triage not started
· Assessment not started
· Assessment in progress
· Assessment completed but not yet finalised
· Assessment awaiting delegate decision (not applicable for reviews)
· Delegate decision completed but not finalised (not applicable for reviews).
[image: Image of Current assessments page with the Current assessments tab highlighted.]
	!
	To view the next Key Performance Indicator milestone (for example, Finalised Support plan) and due date for an assessment, go to the client’s referral card.


3. The Recent assessments tab contains finalised, cancelled and/or closed assessments. It also contains completed and cancelled Support Plan Reviews.
[image: Assessments tile, Recent Assessments tab, showing a list of Finalised assessments and their client cards.]
	[bookmark: _Hlk166582785]!
	[bookmark: _Hlk166581443]Further information about using the sort and advanced filter functions can be found in the My Aged Care – Assessor Portal User Guide 3 – Managing Referrals for Assessment and Support Plan Reviews. 


[bookmark: _Toc199406467][bookmark: _Toc1827720844][bookmark: _Toc132519970][bookmark: _Toc108042066][bookmark: _Toc2107386891][bookmark: _Toc1653179918][bookmark: _Toc1244172464][bookmark: _Toc542326495]Starting an assessment 
1. To start an assessment, select a client from the Assessment Not Started heading, and then select the double arrow icon on the top right-hand corner of the Client card. 
[image: Image of Current assessments page with the expand client card icon highlighted. ]
2. A summary of client information will be displayed. Assessors can access read-only versions of previous screening, triage and assessments, attachments relevant to the client’s referral, and the client’s support plan, if available.
	[bookmark: _Hlk166663538]!
	When opening the client card, the Support plan status will be marked as Triage Completed. Assessors will also be able to view relevant details of both triage and screening by selecting the magnifying glass icon. For comprehensive assessments, clinical assessors will be able to indicate the assessment setting before starting the assessment.
[image: Image of a client card with the  magnifying glass icon highlighted. ]


3. [bookmark: _Hlk167117954][bookmark: _Hlk167117988]To change the assessment setting, select the Edit (pencil) icon next to Assessment Setting when the client information is expanded.
[image: Client Card, with Edit icons to the right of any section that allows editing, for example 'Assessment setting'. ]
4. The Assessment setting pop up will appear. Select Hospital or Non-Hospital and select Save.
[image: Image of the ‘Assessment setting’ pop up.]
5. The Assessment setting that is filled out here must match the value recorded in the IAT. Clinical assessors must ensure that both fields are manually updated to reflect the same value if one is changed. 
Clinical assessors will have the ability to convert Home Support Assessments to Comprehensive Assessments prior to commencing an assessment. 
To change the assessment type select CONVERT TO COMPREHENSIVE ASSESSMENT.
[image: Client Card, with the 'Convert to Comprehensive Assessment' button at the bottom highlighted.]
6. The reason for the change will be automatically filled. Enter your Reason or comments about converting the assessment. 
Non-clinical assessors who wish to convert the home support assessment to a comprehensive assessment will also be required to enter the name of the supervising clinical assessor. 
[image: 'Convert to Comprehensive Assessment' pop up, containing the 'reason for change', 'reason or comments', 'supervising assessor' sections.]
7. Once completed, select YES, CONVERT ASSESSMENT to continue. Once you convert to a comprehensive assessment you cannot change is back to a home support assessment. The assessment type will now reflect as Comprehensive Assessment.
[image: 'Convert to Comprehensive Assessment' pop up, with the 'Yes, convert assessment' button at the bottom right highlighted.]
8. The assessment type will now reflect a Comprehensive Assessment. When you are ready to start the assessment, select START ASSESSMENT.
[image: Client card, showing the assessment type is Comprehensive. The Start Assessment button is highlighted.]
9. [bookmark: _Hlk166664038][bookmark: _Hlk166663649]You will then be asked to record client consent. 
To do this, you will be required to read the relevant consent script, which is in the My Aged Care Assessment Consent Form, to the individual and record their response. 
If there is a suggestion that the client lacks capacity for consent, complete this form with the client’s confirmed supporter-guardian in My Aged Care. The My Aged Care Assessment Consent Form is available for download from the Reports & Documents tile of the assessor portal.
[image: Image of the reports and documents page with the my aged care assessment consent form highlighted. ]
10. If consent is given, select the applicable consent options and then click CONTINUE. A signed copy of the Aged Care Assessment Consent form should be obtained during this step. 
[image: Consent for Assessment pop up, including information, when and how to seek consent? does client have capacity to give informed consent? script to be read, and a drop down indicating who gave the consent.]
	!
	If a client does not provide consent, a warning message will display advising assessors that the assessment cannot proceed. 
If this is the case, you must enter a reason as to why the assessment could not be completed. If the response is Other, please specify you will be required to enter free text. 
Selecting SAVE AND CLOSE will then cancel the assessment.
[image: Bottom of the Consent For Assessment pop up, showing drop downs for 'consent obtain from' = 'consent was not given',  'please select a reason for not providing the consent' = 'client unable to consent', and a warning banner: 'please be advised that without capturing the consent, you cannot proceed any further with the assessment. If sure then select Save and Close. This will reject the referral'.]


11. [bookmark: _Hlk167118255]Before you start the assessment, you will be given the option to Pre-populate the IAT. 
For new clients who have not undertaken screening or have a previous assessment, you will have the option to pre-populate the IAT with their information from triage only. 
If the client has undergone screening, you can also select to pre-populate the IAT with their previous screening. Similarly, if the client has had a previous assessment you can select to pre-populate the IAT using that information.
[image: 'Prepopulate or start a blank assessment' pop up. There is a chose between Triage (and/or Comprehensive assessment), or Blank assessment. the Confirm Selection button is highlighted.]
12. Once you have selected the relevant pre-population options, select CONFIRM SELECTION. If you do not wish to pre-populate the IAT select Blank Assessment.
[image: 'Prepopulate or start a blank assessment' pop up. There is a chose between Triage (and/or Comprehensive assessment), or Blank assessment. the Confirm Selection button is highlighted.]
	!
	If you select Blank Assessment, you cannot reverse this decision during the assessment. 


13. [bookmark: _Hlk166664158]You will then be prompted to review and update information regarding the client’s Demographic details, including whether this is a remote assessment, the client’s personal details and background, if the client would prefer a First Nations Assessment Organisation for their assessment (if available) and any Government ID references such as the client’s Medicare card number. 
These details will be pre-populated from triage but can be edited if required. 
After confirming the correct details are entered, select SAVE AND CONTINUE TO ASSESSMENT. 
[image: Demographic Details pop up]
	!
	Remote assessment should be selected when an assessment is conducted in a remote area. This is to help improve reporting and inform future decision making in consideration of this client demographic. Geographical remoteness is defined using the Modified Monash Model (MMM). Based on this, remote assessments should only be selected where a face-to-face assessment is undertaken in a remote (MM6) or very remote (MM7) area. You can check the MMM classification of a client’s address on the Health Workforce Locator. From the homepage select Start the locator now and enter the client’s address. The MM will then be displayed in the Summary section. 
[image: Image of the Summary section which highlights the MM. ]



	!
	It is important to ensure that the client’s Aboriginal or Torres Strait Islander identity is accurately captured, as this will trigger the system to display Validated Assessment Tools that are appropriate to use with First Nations people if required. A client’s Medicare card number must be correctly entered to ensure that their My Health Record can be successfully linked if they consent to do so.
[image: Demographic Details pop up, showing a correctly entered medicare card number section]


14. If an assessor needs to update a client’s demographic details after they have commenced the assessment, they can do so from the CLIENT DETAILS tab of the Client Record by navigating through the FIND A CLIENT tile from the homepage.
[image: Client details page, client details tab. The Edit (pencil) icon is available at the top right of every section that can be edited]
15. A record of any previous screenings or assessments will be accessible through the PLANS tab of the client record under ASSESSMENT HISTORY.
[image: Client details page, Plans tab, showing the Assessment history section at the top right]


[bookmark: _Toc1465716288][bookmark: _Toc792113095][bookmark: _Toc2029562106][bookmark: _Toc1006538679][bookmark: _Toc1594528633][bookmark: _Toc199406468][bookmark: _Toc1998476382][bookmark: _Toc1179045188]Completing an assessment
	[bookmark: _Hlk177050859]!
	The IAT contains an algorithm to ensure consistent client outcomes based on their needs. The algorithm will draw on assessment responses and the client's current care approvals and recommend an aged care service. This will display in the SUPPORT PLAN AND SERVICES PAGE under the GOALS AND RECOMMENDATIONS tab after an assessor finalises the IAT. 


1. Once you have commenced an assessment, the ASSESSMENT DETAILS page will display. Key client information will be displayed at the top of each page of the assessment. 
[bookmark: _Hlk166664537][image: Image of the assessment details page on the portal.]
2. To view information that was collected during triage, you can select TRIAGE from the navigation bar. This will open a read-only screen for viewing. 
[image: Image of  the assessment details page within IAT with the Triage section highlighted. ]
3. [bookmark: _Hlk166664565]The navigation bar will move up and down the page as you scroll. A tick will display in the navigation bar to confirm completion.
	[bookmark: _Hlk166664584]!
	The system will time out due to inactivity if unused for a period to maintain the privacy of the information in the system. A warning banner will display if the session has been left unattended for 25 minutes. If the system remains inactive for a following 5 minutes you will automatically be logged out and will need to log in again to restart the assessment. 


[bookmark: _Toc229760173][bookmark: _Toc1690201812][bookmark: _Toc270320133][bookmark: _Toc1376122355][bookmark: _Toc1339098042][bookmark: _Toc597923440][bookmark: _Toc539796944][bookmark: _Toc199406469]
Assessment features
1. [bookmark: _Hlk167118449][bookmark: _Hlk166664627]On each page of the assessment, you can clear entered information. This can be done by selecting the Clear Page Information on the top left-hand side. 
[image: Image of the IAT with the clear page information button highlighted. ]
2. A pop-up will then display. Select Yes, clear page information. 
[bookmark: _Hlk166664643][image: Image of the clear page information pop-up with the yes, clear page information button highlighted. ]
	!
	Pages that do not contain Validated Assessment Tool triggering questions will only have the option to Yes, clear page and cancel. However, pages with Validated Assessment Tools trigger questions, will have a fourth option to Clear all. 
Selecting Clear page will trigger an in-action symbol which demonstrates that the clearing is in progress. Selecting Clear page information will also remove the check box [image: Tick logo] that triggers the display of Validated Assessment Tools. 
If an assessor wants to clear the information relating to the Validated Assessment Tools, they can select Clear all or navigate to the page the Tool is on and select Clear page information.


3. There are visual cues to assist with completing the form. When mandatory questions have not been answered, a red line is displayed on the left of the field. When the mandatory questions are answered, this line turns green.
[image: Partial screenshot of the IAT assessment. It shows a green vertical line to the left of a completed mandatory question, and a red vertical line to the left of an incomplete mandatory question.]


4. Some questions will require additional mandatory details depending on the answer. In these cases, an asterisk will appear next to the details section to indicate that it is now mandatory to complete.
[image: Image of mandatory fields based on question answer with Details highlighted.]
5. [bookmark: _Hlk166664723]Additional questions may also display if triggered by an answer given to a base IAT question. These questions are used to capture additional information about the client’s needs as indicated by the answer given within the base questions. 
[bookmark: _Toc199406470][bookmark: _Toc1288322185][bookmark: _Toc1770073165]Clinical attendance (non-clinical assessor)
1. Threshold questions are also used throughout the IAT to trigger moving the assessment into clinical/comprehensive areas. These questions are identified by a blue banner. For example, if you answer No to the question ‘is the client managing urinary incontinence issue?’ then additional questions will be displayed that require clinical attendance to complete.
[image: Image of IAT screen with banner highlighted: 'This section of IAT must be completed under your organisation's clinical governance']
2. For non-clinical assessors, these questions can only be completed under the clinical attendance process which is supported by an assessment organisation’s clinical governance framework. To proceed in answering these questions, the clinical supervisors (clinical assessor) details, who has provided clinical attendance, must be selected from the drop-down menu and SAVE DETAILS selected.
[image: Image of Clinical Declaration and Supervisor details section.]
3. Once the details have been saved, they will display in the IAT, and the non-clinical assessor can proceed with clinical supervision. 
[image: Image of Clinical Declaration and Supervisor details section.]
4. View on-screen help text for each question by selecting the Information [image: Information icon] icon next to the question. Help text can be moved around the screen by dragging the text with the cursor and will remain visible until the X is selected, or a new help text box is opened.
[image: Example on screen help text for the question 'Sensory concerns' - show 'Whether the client has any concerns of difficulties with their vision, hearing or speech. Multiple responses may be appropriate.' Select the X at the top right to exit the help section.]
5. A mandatory confirmation box must be completed at the bottom of each section, then you can navigate to the next assessment page by selecting the NEXT button at the bottom right-hand corner or by selecting the relevant section from the navigation bar. Assessment information will also be saved. 
[image: Image of review confirmation checkbox with Next button highlighted]
6. When all mandatory questions (marked with an asterisk and red line) on a page have been completed, a green tick will appear on the navigation bar.
[image: Image of Navigation bar with Assessment Details confirmation indicator.]
7. In the Medical and Medications section you can enter health conditions into the assessment by name or code. 
[image: Image of the Medical and Medications section of the IAT with Health Conditions highlighted. ]
A maximum of ten health conditions can be added for each assessment. Start typing into the free text field to display health condition options.
[image: Image of Health Conditions section in assessment form. ]
Once you select a health condition, the description can be edited specific to the client’s health condition and select the appropriate Diagnosis Status option.
[image: Image of Health Conditions section in assessment form with selection and diagnosis status highlighted.]
Additional health conditions can be added by selecting + Add Health Condition or removed by selecting the bin icon. 
Assessors can also indicate whether the health condition is the Primary Health Condition, or whether to as an Other Consideration in the client’s Support Plan.
[image: Image of Health Conditions section in assessment form with priority information and Add health condition button highlighted.]
8. When completing the assessment, assessors will be able to select to Add as Functional Need, Add as Complexity Indicator, Add as Other Considerations and Add as recommendation.
[image: A screenshot of a computer]
[image: A screenshot of a computer]
9. Upon selecting the checkbox, the Needs will appear on the Identified needs tab of the Support Plan. Recommendations will appear in the Goals & recommendations tab.
[bookmark: _Toc1967378798][bookmark: _Toc488895791][bookmark: _Toc1796599626][bookmark: _Toc596390722][bookmark: _Toc1771665257][image: Image of Identified needs tab in Support Plan with Functional needs, other considerations and complexity indicators highlighted]
[bookmark: _Toc199406471][bookmark: _Toc2087623745][bookmark: _Toc315234488]Viewing and adding carers in the assessment
You can view and add information about carers from the assessment, without having to navigate back to the client record.
1. Select the Carer Profile section of the assessment from the navigation menu and then select View/add carers.
[image: Image of the Carer Profile with the view/add carers button highlighted. ]
2. A pop-up box will display. Any carers that are already associated with the client will be displayed. If you want to add a new carer select ADD A CARER.
[image: Image of Carers pop up box with Add a carer and save buttons highlighted]
3. Enter the first and last name of the person and select Search. You can search with more details by selecting Show more search fields and populating the appropriate fields.
[image: Image of Find a carer pop up box with Show more search fields and Search buttons highlighted]
4. If there is already a record for the person, they will be displayed in matching results. By selecting the radio button next to the person’s name, it will open more fields including both client and carer consent to the relationship, and the relationship of the user to the client. Select ADD.
[image: Image of Find a carer pop up box with carer record and consent radio buttons highlighted]
5. You will receive a confirmation message on screen, notifying that You have successfully added a Carer. Select SAVE to save changes.
[image: Image of Carers pop up box with confirmation message. Save button is highlighted.]
6. If there are no results, or you want to add a different carer, select ADD A CARER.
[image: Image of Find a carer pop up box with Add a carer button highlighted]
7. Enter mandatory information about the person, including consent for the relationship from both the client and the carer. Select SAVE.
	[bookmark: _Hlk115181539]!
	The consent for registration during this stage is solely to create the client-carer relationship within the My Aged Care system. By creating this relationship, the carer will display in the client’s support network and also appear as an option to be added to the client’s support plan at a later stage. Consent will be sought for any changes to this carer relationship throughout the process. For information on how to capture a client and carer’s consent for call-backs from the Carer Gateway and/or National Dementia Helpline, go to Assessor Portal User Guide 2 – Registering support people and adding relationships.
[image: Image of Add a person pop up box with Save button highlighted]


8. You will receive a confirmation message on the screen, notifying that You have successfully added a Carer. Select SAVE to save changes.
[bookmark: _Toc1893406013][bookmark: _Toc225192921][bookmark: _Toc1436814069][bookmark: _Toc1142324767][bookmark: _Toc493156877][image: Image of Carers pop up box with confirmation message]
[bookmark: _Toc199406472][bookmark: _Toc2091618097][bookmark: _Toc1233357782]Adding a Sensitive Attachment in the assessment
Assessors can add attachments for client information of a sensitive nature as part of the assessment. 
1. To download the Sensitive Attachment form from the assessment, select Download Sensitive Attachment Form on the Support Considerations page.
[image: the Support Considerations section of the client's assessment. the Down Sensitive Attachment Form button at the top right is highlighted.]
2. The Sensitive Attachment form can also be downloaded from the FORMS tab in the REPORTS AND DOCUMENTS section of the portal.
[image: the Reports and Documents hyperlink of the assessor portal]
[image: the Reports and Documents page, Forms tab. The Sensitive Attachment is listed in the Downloads section of the Forms section.]
3. These can then be uploaded to the client record in the ATTACHEMENTS tab by selecting ADD AN ATTACHMENT.
[image: Image of attachments tab with add an attachment highlighted. ]
4. Once downloaded, the Sensitive Attachment form will display.
[image:  Image of Sensitive Attachment Form ]
5. When you have completed the form, select Upload Sensitive Attachment Form from the Support Considerations page. 
[image: Support Considerations section of a client assessment. the Upload Sensitive Attachment form button on the top right is highlighted.]
6. You will be prompted to enter information relating to the Sensitive Attachment. Once you have entered this information select Upload.
[image: Image of Upload sensitive attachment pop up box]
7. Once successfully uploaded, a green banner will display at the bottom of the screen.
 [image: Attachments tab of the Client record. A green banner is at the bottom 'your attachment has been successfully uploaded. You will be able to find it on the attachments screen.']
8. The Sensitive Attachment will then appear under OTHER ATTACHMENTS tab on the ATTACHMANTS screens of the Client record.
[image: Attachments page, Other attachments tab. ]
	!
	[bookmark: _Hlk115181518]If you have added a Sensitive Attachment as part of the assessment, you should record this in the Support Considerations page. Sensitive attachments will not display to providers or to clients viewing their information through the My Aged Care online account. The My Aged Care contact centre and assessors will be able to view this attachment. Service providers who have accepted a client’s referral will receive an alert notifying them that sensitive information is available and are advised to contact the client’s assessor or My Aged Care contact centre to access this information.
[image: Image of Attachment radio button on Support Considerations page that is highlighted.]


[bookmark: _Toc1839004936][bookmark: _Toc1179606357][bookmark: _Toc1284388583][bookmark: _Toc943335857][bookmark: _Toc1376494603][bookmark: _Toc199406473][bookmark: _Toc806855555][bookmark: _Toc808893997]Navigating the Validated Assessment Tools
1. [bookmark: _Hlk166664887][bookmark: _Hlk167121741]There are a range of Validated Assessment Tools (VATs) available for assessors to help support a client assessment. A number of these are either embedded within the IAT itself or are available as prompts to be utilised as needed. For example, the Duke Social Support Index is incorporated in the IAT under the Social section. 
Social section of the IAT
[image: Social section of the IAT]
[image: Social section of the IAT (continued)]
Social section of the IAT - continued
[image: Social section of the IAT (continued).]
Duke Social Support Index
[image: Duke Social Support Index section of the Social section of the IAT]
[image: Duke Social Support Index section of the Social section of the IAT (continued)]
2. [bookmark: _Hlk167121784]Other Validated Assessment Tools within the IAT will only display if required and agreed to by the client. For example, the Step 1 GP Cog tool is available under the Cognition section of IAT assessment.
 [image: Image of the Cognition section within the IAT. ]
If the answer is YES to the question “Is it suitable the client complete the Step 1 GP Cog?” another set of questions will then be displayed as shown in the example below. 
[image: Image of the GPCog - Step 1 within the IAT. ]
3. The total score for these validated assessment tools will be auto generated based on the client’s answers. Use of validated assessment tools that are not included in IAT is at the discretion of the assessment organisation. If used, you can upload the completed tools as attachments to the client record. Blank versions of these tools are available in the Reports and Documents section in the assessor portal.
4. The eraser button can be used to clear the responses of Validated Assessment Tools if required.
[bookmark: _Toc1654291644][bookmark: _Toc600170128][bookmark: _Toc1798805384][bookmark: _Toc1159772103][bookmark: _Toc845508954][image: Image of the mini-nutritional assessment within IAT with the eraser button highlighted.]
[bookmark: _Toc199406474][bookmark: _Toc1232737759][bookmark: _Toc1520683249]Modified de Morton Mobility Index (DEMMI) and Residential Respite Care (Clinical assessor)
The IAT includes a validated assessment tool called the DEMMI-Modified, that may only be used by clinical assessors in a face-to-face setting when assessing individuals’ care needs for residential respite services. 
Non-clinical assessors should not complete the DEMMI-Modified tool even with clinical attendance. The responses captured as part of the Modified de Morton Mobility Index (DEMMI) tool becomes part of the Australian National Aged Care Classification (AN-ACC) initiative. 
1. Under the Function section of the IAT, clinical assessors will be asked Are you likely to recommend residential respite care? Answer Yes or No.
If you answer Yes to this question, you will be prompted with a new question: De Morton Mobility Index? Answer Yes or No.
[image: Partial screenshot of an assessment. 
1) are you likely to recommend residential respite care? Yes
2) De Morton Mobility Index (DEMMI)- Modified = Yes]
2. If you are a clinical assessor and answer Yes to the above question, you must complete the DEMMI assessment tool.
The De Morton Mobility Index (DEMMI) Modified will appear in the navigation bar below the Function section. 
[image: The De Morton Mobility Index (DEMMI) - Modified section of the client's assessment]
3. Work through the questions associated with the 4 sections of the DEMMI-Modified as listed below by selecting the radio box that most reflects the client's mobility:
· Bed;
· Chair;
· Static balance – no gait aid; and 
· Walking.
[image: Image of De Morton Mobility Index from ]
4. Once you have completed the required sections select NEXT.
[image: Image of Completion of the De Morton Mobility Index from with the next button selected.]
5. [bookmark: _Toc423023387][bookmark: _Toc1895442453][bookmark: _Toc870549670][bookmark: _Toc613620915][bookmark: _Toc39546725][bookmark: _Toc1459278983]You should then progress with completing the assessment and submitting your recommendation for residential respite care for Delegate approval. 
If the Modified DEMMI has not been completed and Residential Respite Care is recommended, you will be prompted that you will need to tick a declaration and to add a reason for not completing the Modified DEMMI.
[image: Image of DEMMI question. ]
6. This screenshot shows the declaration and the text field for not completing the DEMMI in the ADD CARE TYPE FOR DELEGATE DECISION pop up.
[image: Add Care Type for Delegate Decision pop up, showing a tickbox section to acknowledge: 'I was unable to undertake a modified DEMMI on this client at this assessment and I am required to enter by 'Unable to Complete' reason in the text box below. I understand that this means that if this client has not previously received a modified DEMMI assessment they will enter the default respite class and will need to have a modified DEMMI assessment completed at a later date.']
[bookmark: _Toc199406475][bookmark: _Toc1029921208][bookmark: _Toc546083705]Saving an assessment
1. If you have not finished completing the assessment and want to complete it later, you can select Save Assessment. 
[image: Partial screenshot of the assessment page. the Save Assessment button is at the top left underneath the client's name.]
2. [bookmark: _Hlk167119435]A green banner will then display at the bottom of your screen advising of the successful save. 
[image: Screenshot of a page in the client assessment. There is a green banner at the bottom "Assessment successfully saved".]
3. You can then continue completing the assessment with the client at another time. You can also select SAVE QUESTIONNAIRE AND CONTINUE TO SUPPORT PLAN down the bottom of the assessment if you wish to navigate to the support plan but are not yet finished with the assessment.
[image: Partial screenshot of a client assessment. The button 'Save questionnaire and continue to support plan' is highlighted at the bottom right.]
4. The record will appear under Assessment In progress in your Current assessments tab. To prevent any potential loss of information captured during the assessment, or when the portal is idle, the assessment will auto-save regularly.
[image: A list of client cards under the Assessment In Progress heading.]
[bookmark: _Toc199406476][bookmark: _Toc1684818653][bookmark: _Toc1645021064]Finalising an assessment
1. Once you have completed the assessment, select FINALISE IAT AND GO TO SUPPORT PLAN.
[image: Partial screenshot of a client assessment. The 'Finalised IAT and Go To Support Plan' button at the bottom right is highlighted.]
2. [bookmark: _Hlk166665194]A pop-up will then display asking for consent to share their support plan via their My Health Record.
[image: Pop up 'Consent for Service Referrals and Share Support Plan with My Health Record', including Information, when to and how to seek consent, does client have capacity to give informed consent? and Script to be read.]
	[bookmark: _Hlk177035467]!
	A client can withdraw their consent at any time by calling the My Aged Care Contact Centre on 1800 200 422. A client’s consent can also be updated by an assessor via the Client details tab in the client record. For more information regarding this please refer to the My Aged Care – Assessor Portal User Guide 4 – Navigating and updating the client.


3. After reading the Consent to Service Referrals information to the client or their supporter, select the applicable consent option based on their consent decision.
[image: Pop up 'Consent for Service Referrals and Share Support Plan with My Health Record', with a drop down to select who the consent is obtained from: the client, the client with support person, the authorised representative, consent was not given, or the supporter guardian.]
4. If consent is provided select Yes and then click CONTINUE.
[image: Pop up 'Consent for service referrals and share support plan with My Health Record'  showing 
1) Does the client consent to share their support plan with My Health Record? yes
2) Consent decision by: client]

If consent has not been provided, select No. You will then be required to select a reason for the decision not to provide consent from the drop-down menu. Next click CONTINUE. 
[image: 'Consent for service referrals and share Support plan with My health record' pop up. It shows the client do not consent to share their support plan with My Health Record, consent decision by client, and denial reason is Privacy concerns]
5. If the consent decision has been made by a Supporter guardian, then the Supporter guardian’s first name must be entered before selecting CONTINUE.
[image: 'Consent for service referrals and share Support plan with My health record' pop up. It shows the client do not consent to share their support plan with My Health Record, consent decision by supporter guardian, and support details not filled out.]
6. Another pop-up will then display. Select FINALISE IAT to complete the assessment. 
	[bookmark: _Hlk177127651]!
	Once the IAT has been finalised it cannot be edited. Therefore, it is important to ensure all information has been correctly captured before selecting FINALISE IAT.


[image: 'Finalise IAT and go to support plan' pop up. 
'Once you select Finalise IAT, you cannot make any changes to the responses in this questionnaire, and you will be taken to the support plan. Once the IAT is finalised, the system will determine the outcome of the assessment, which can be viewed in the support plan. If you wish to continue with the support plan, please select Finalise IAT or if you wish to make any changes to the questionnaire, please select Take me back to the assessment'. ]
7. A green banner “Consents for Service Referrals and My Health Record were updated successfully” will appear at the bottom of the screen confirming that the save was successful. 
[image: Green banner 'Consents for service referrals and My Health Record were updated successfully'. ]
8. You will then be re-directed to the client’s Support plan and services page to complete the client’s support plan. If the client consented to sharing their support plan via their My Health Record, a green banner will display at the bottom of the Support plan and services page if this was successfully linked.
[image: Client Details page, Support Plan and Services section.]


	[bookmark: _Hlk177033302]!
	If the client’s My Health Record is not successfully linked an amber error banner will display in place of the green banner. If the ‘Unable to share data as the system could not find an active My Health Record’ error message displays the assessor should inform the client that their support plan will not be uploaded to their My Health Record and that they should contact the My Health Record helpline on 1800 723 471 for assistance if required. 
[image: Image of an error message banner.  'Unable to share data as the system could not find an active My Health Record']
If the ‘Unable to retrieve the client's Healthcare Identifier, so we cannot match them with their My Health Record. Their Support Plan cannot be made available in their My Health Record’ error message displays the assessor should call the My Aged Care service provider and assessor helpline on 1800 836 799.
[image: Image of an error message banner. ‘Unable to retrieve the client's Healthcare Identifier, so we cannot match them with their My Health Record. Their Support Plan cannot be made available in their My Health Record’ ]
In both instances, you will still be able to proceed with the development of the Support Plan, but it will not be uploaded to My Health Record upon finalisation. 


9. From the Support plan and services page, you can reopen the assessment by selecting GO TO ASSESSMENT button on the Identified needs tab.
[image: Client Record, Support Plan and Services page. the 'Go to the assessment' button at the top right is highlighted.]
10. You can also re-open the Functional needs, other considerations, complexity indicators from the Support plan and Services page by clicking the return arrow.
[image: Client Record, Support Plan and Services page. An example of an expanded 'Functional Needs' section and each subsection has a Return arrow icon to its right]
11. The IAT outcome will be displayed in the GOALS AND RECOMMENDATIONS tab.
[image: Client Details page, Goals & Recommendations tab. Showing the IAT Outcome and classification]
[bookmark: _Toc199406477][bookmark: _Toc661148646][bookmark: _Toc1969890534]Accepting or Overriding an Assessment
1. Assessors will have the option to either ACCEPT or OVERRIDE the IAT outcome once it is displayed 
[image: Support Plan and Services page, Goals & Recommendations tab, showing the IAT outcome and classifications, and the Accept and Override buttons]
2. Clicking ACCEPT will bring up the Accept IAT outcome pop-up box as a final clarification of your decision. Then click the ACCEPT button in the pop-up box if you still wish to proceed.
[image: Accept IAT Outcome pop up. 
'You are accepting below classification for Client. IAT Outcome: [IAT Outcome].'
The Accept button is highlighted.
]
	!
	When completing a reassessment for a Transitioned client, if the IAT (Integrated Assessment Tool) outcome recommends a classification of Transitioned HCP Level 1-4 a warning message will appear in the Accept IAT Outcome screen. 
[image: Accept IAT outcome pop up. The warning message says 'The system has recommended SAH Classification 2 for the client. This is lower than the client's existing classification Transitioned HCP Level 3. By selecting the Accept button the system will keep the existing classification level Transitioned HCP Level 3.]


3. Selecting OVERRIDE will bring up the Override IAT outcome pop-up box in which you will need to provide the information to Override IAT outcome to, the Override reason and Override reason description and then select SAVE TO PLAN.
[image: Override IAT Outcome pop up.
]
4. If the recommended classification is Support at Home Classification, End of Life or a Residential Care Program you will be navigated to the Add Home support services page to then select on the services you wish to accept or override. 
	!
	Note: 
The IAT will allow an ongoing Support at Home Classification to be overridden to a different ongoing classification level. However, assessors must not undertake this action and delegates must not approve assessments where this occurs. An ongoing SaH classification outcome cannot be overridden to an ongoing lower or higher SaH classification outcome (in line with section 81-10 of the Aged Care Rules).

The IAT also allows a CHSP classification to be overridden to RCP during a comprehensive assessment. However, assessors must not undertake this action and delegates must not approve assessments where this occurs. Where a CHSP classification outcome is generated, RCP cannot be recommended for approval (in line with section 81-15 of the Aged Care Rules). An ongoing SaH classification must be generated to override and recommend RCP for approval. 
a) Assessors can override an IAT outcome (i.e. Ineligible for CHSP/SaH, and SaH Classifications 1–8) to SaH Restorative Care Pathway. This applies to both initial assessments and reassessments, and to transitioned and non-transitioned clients.
b) For transitioned clients undergoing reassessment:
· The dropdown displays all SaH classifications that are equal to or higher than the client's Active Transitioned Classification.
· It also includes SaH Restorative Care Pathway and SaH End-of-Life Pathway.
· The current IAT outcome is excluded from the dropdown.
· If the IAT outcome is higher than the Active Transitioned Classification, the dropdown also includes the Active Transitioned Classification.
c) When SaH End-of-Life Pathway is selected and the override is confirmed, the system sets the latent classification according to the rules defined in the Override Classification Table.
[image: Screenshot of override IAT outcome feature
]
[image: Screenshot displaying the list of options available
 ]


[bookmark: _Toc1947423172]Converting to Comprehensive Assessment
Non-clinical assessors will have the option to change the assessment from Home Support to Comprehensive once the IAT has been finalised and the algorithm has determined an outcome recommendation. This can only be done if the outlet supports both types of assessments.
1. From the Goals & recommendations tab select CONVERT TO COMPREHENSIVE ASSESSMENT from the top right-hand side. 
[image: ]

2. The reason for this change will be pre-selected to High level care needs. Enter in the reason or comments for converting the assessment and then select YES, CONVERT ASSESSMENT.
[image: ] 
3. A green banner will then be displayed at the bottom of the screen confirming the assessment has been successfully changed. The IAT outcome will now also reflect that a comprehensive assessment has been completed. 
[image: ]
[bookmark: _Toc199406478][bookmark: _Toc814740528][bookmark: _Toc89540383]Flagging an Assessment as End of Life
Based on the clinical assessment and supporting documentation from a qualified health professional that a client is approaching End of Life, the assessor can flag the client as End of Life.
1. From the CURRENT ASSESSMENTS tab, under Assessment Not Started section select the expand card icon [image: Expand card icon]of the client to the flagged as End of Life. 
[image: A partial screenshot of client cards that are underneath the 'Assessment Not Started' heading, in the Current Assessments tab]
2. From the pop-up screen, Select FLAG AS END OF LIFE button.
[image: Client Card. the 'Flag as end of life' button at the bottom right is highlighted.]
	!
	The END-OF-LIFE process can also be initiated when an assessment is in progress.
From the client’s GOALS AND RECOMMENDATIONS tab, select the FLAG AS END OF LIFE button and continue through the following steps.
[image: Client Record, Goals & Recommendations tab. the 'Flag as end of life' button on the top right is highlighted.]


3. A pop-up screen will open prompting END OF LIFE VERIFICATION. Based on the documents verified, chose the relevant selection from the dropdown list.
[image: 'Flag referral as End Of Life for CLIENT' pop up. There is a drop down menu for 'End of life form verification' - No selection made, Document reviewed Valid, Document reviewed Pending, and Document reviewed Not Valid.]
4. Select the UPLOAD ATTACHMENT button.
[image: 'Flag referral as End Of Life for CLIENT' pop up. the Upload Attachment button is highlighted.]
	!
	If the relevant verification documents are not produced by the client or the produced documentations are not valid, verification process can be performed from the GOALS AND RECOMMENDATIONS tab by selecting VERIFY END OF LIFE FORM button from the top right-hand corner of the screen.
[image: Client Record, Support Plan and Services page, Goals & Recommendations tab. the 'Verify End of life form' button at the top right is highlighted.]


5. A Pop-up screen ADD ATTACHMENT will appear to add the relevant documentation supporting the Client’s diagnosis by a qualified medical professional. Select CHOOSE FILE button to attach the documentations (Please ensure the document meets all the criteria described on the screen).
[image: Add Attachment pop up. Entry fields include Attachment type (drop down), Attachment name (free text) and attachment description. the Choose File button is highlighted.]
6. Select ATTACHMENT TYPE from the dropdown list and type the ATTACHMENT NAME.
[image: Add Attachment pop up. Shows the 'Attachment type' drop down as End of life form, and End of life Other.]
7. Select UPLOAD
[image: Add Attachment pop up.
Shows the attachment type is End of life form, and attachment name is Medical diagnosis report. the Upload button is highlighted.]
8. A pop-up screen will appear with the document attached. To attach more documentation, select UPLOAD ATTACHMENT (up to 5 files can be attached. Please ensure the attachments meets all the required criteria).
[image: 'Flag referral as End Of Life for CLIENT' pop up. Shows an uploaded attachment's name, type of attachment, type of file, size of file, date, and the delete button]
9. Once all relevant documents are attached, Select FLAG AS END OF LIFE.
[image: 'Flag referral as End Of Life for CLIENT' pop up. Shows two types of attachments uploaded. the Flag as end of life button is highlighted.]
10. On the CURRENT ASSESSMENTS screen, the client will be displayed under ASSESSMENT NOT STARTED section with a red HAND icon with a cross as shown in the example below.
[image: Client card under the 'Assessment not started' section, with a High priority and a End of Life tag on the card.]
	!
	More information on flagging a referral as End of Life can be found in Assessor Portal – User Guide 7 – Completing a Support Plan and Support Plan Review.


[bookmark: _Toc199406479][bookmark: _Toc110383661][bookmark: _Toc1712359946]Cancelling an assessment
If you need to cancel an assessment for a client, you can do so within the assessment. Assessors should add a note or an interaction to the client record explaining the reason for cancelling the assessment. 
1. To cancel an assessment, Select CANCEL ASSESSMENT- NO FURTHER ACTION REQUIRED in the assessment. 
[image: Partial screenshot of an assessment page, with the 'Cancel Assessment - no further action required'  button at the bottom right highlighted.]
2. Record the reason for cancelling the assessment.
[image: 'Cancel assessment - no further action required' pop up
Showing the drop down menu to choose a reason for ending the assessment. Options are:
Client/family/rep unavailable, duplicate client record, interpreter not available, unable to contact client, outside assessment region, assessment no longer required, ACAT assessment required, RAS assessment required, care approval meets needs, client age- alternative options, Client does not consent, Clinical staff not available, Client prefers an FNAO, Hospital assessment required, Client prefer later assessment, Client medically unstable, Client deceased, and Other.]


3. If you cancel an assessment because a client is deceased, you will need to supply the following:
· Who, when and how were you informed that this person is deceased. For example, “Mrs. Smith rang to inform us that Mr. Smith has passed away on Saturday.”
· Date of Death (if known)
· Any Attachments such as Death Certificate, Hospital Discharge documents.
[image: Image of Cancel assessment - no further action required pop-up box.
With the following highlighted:
Record the reason for cancelling the assessment, and then supply the following:
• Who, when and how you were informed that this person is deceased.
e.g. “Mrs. Smith rang to inform us that Mr. Smith has passed away on Saturday”
• Date of Death (if known)
• Add Attachments 
e.g. Death Certificate, Hospital Discharge documents 
]
	!
	Cancelling an assessment with the reason of Client deceased will change the client’s status to Deceased and make the client record read-only. Any unaccepted service referrals will be recalled, services in place will be ceased and the client’s access to the client portal will be revoked. My Aged Care will not send correspondence to the client or their supporters after the status is changed to Deceased.
Where a client is active in the  Support at Home Priority System or has been assigned an aged care service, this will remove the client from the Support at Home Priority System and withdraw any assigned services.


4. [bookmark: _Hlk166665217]A confirmation message will be displayed on screen that the assessment has been cancelled. You will then be taken to the Client summary page which will confirm the cancelled status. 
[image: Image of Confirmation message - assessment cancelled.]
After cancelling an assessment, the client information will appear in the assessor’s recent assessments tab. Assessors will still be able to search for the client using the Find a client functionality.
For further information, go to My Aged Care  |  www.myagedcare.gov.au  |  1800 836 799	        1
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For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799	     2
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Cancel assessment - no further action required

Al llds marked with an asterisk (*) are fequired.

Feseor o srang e seesseen
Client deceased -

You are about to notify the department that Noiq Assessmentt has passed away. Their record will become read only. You willstill be able to finalise outstanding
assessments and support plan reviews, and add notes and attachments.

Please supply the following information:

Wh,when and hovr were you nformed ha s ersn s deceased? (2)

4
07500

Date of death
(Wknowm)

dmmiryy

Add Attachments

‘You can upload files up to 5 MB to this record. The following il types are accepted:
jpeg, jpa. bmp, png, docx, xisx, pd, rf, bt
(ifavaiable)

Comment *

4
01200

CANCEL

SO0 Tk VE BACK TO THE ASSESSMENT
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Assessor Portal
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Recent assessments
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Current assessments

PPETPRSRTAN  Recent assessments.

er by

Current sort order is Assessment Priorty

Assessment Not Started

Ezekiel

SCHWAB

© NAREMBURN, NSW/, 2065 © HORNSBY, NSW, 2077

Aged care user ID: AC44300275 Aged care user ID: AC27988559

Date accepted: 5 December 2022 Date accepted: 2 March 2023

Completed Support Plan due by: 14 January 2023 Completed Support Plan due by: 11 April 2023

[Z consrenensie A 2o [Z conprenensie A woscaysoee
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Jeenie SMITH

2 Please confirm that jeenie SMITH, 20 April 1950, 74 Years, AC33505270 is the person you are conducting this
1 assescment fo. I the person detals are incorrect, a privacy breach may occur.

Aged 74 (29 April 1950 ), Female

Preferences
No preference was recorded

Assessment de
FNAO-preference  No

Assessmenttype  Home Support
Assessment reason  SelfReferral
Assessor Louie Hinson

Triage conducted by~ Elissa Mazur

‘Support plan @ Triage Completed
Home Support Assessment @ Triage Completed

Referred from UAT LCHS - East Gippsland on 4.
February 2025
‘Accepted on 4 February 2025

Completed Triage due by 7 February 2025

Client story
No client story was recorded

Comments
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honna HERRINGTON

Assessment details
Assessmenttype  Comprehensive

Assessment reason _Portal Referral

[ Assessment seting  Non-Hospital

Assessor 'UAT Ford UAT Lovell
Triage conducted by UAT Ford UAT Lovell

Support plan @ Triage Completed @
Comprehensive Assessment @ Triage Completed @
Latest screening 18 September 2020 @

[[vewrocumnrecons | @ vewcusntresont |

REFER URGENT SERVICES

Completed Triage due by 9 May 2025

Client story
16/11/2023 @
The tril was bad, and | fet haf mad, but | swore | would not give in
02758140003 The flames just soared. and the fumace roared — such a
biaze you seldom seeThe flames just soared, and the fumace roared —
such a blaze you seldom seThe fla

2410772023

And at night the wondrous glory of the everlasting stars what an awesome
view TF737174201 And | looked at t, and | thought a bit. and | looked at my
frozen chumAnd | looked at it and | thought a bit, and | looked at my frozen
chumAnd Ilooked at t, and | thought a bit. and | looked at my frozen
chumAnd |fooked at

VIEW ALLS CLIENT NOTES

Comments

FLAG AS END OF LIFE
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Assessment setting
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4 !fyoueditthe assessment sting frtisclent, you must o edi the assessment seting inthe IAT.

tsessmentsting (2)
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Aged 75 (29 April 1950 ), Female

Preferences
No preference was recorded

Assessment det
FNAO-preference  No

Assessmenttype  Home Support
Assessment reason  SeffReferral
Assessor Obadiah Edmondson
Triage conducted by  Elissa Mazur

Support plan @ Triage Completed

Home Support Assessment @ Triage Completed

8 VIEW CLIENT REPORT

CONVERTTO CoMPREHENSIVE AssessuEnT | NGRS ZUNENS

®®

Referred from UAT LCHS - East Gippsland RAS on 4
Accepted on 4 February 2025

Completed Triage due by 7 February 2025
Client story

No client story was recorded

Comments
Cohabitant detai
Jane SHARPLAND

FLAG AS END OF LIFE
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Convert to comprehensive assessment

You are about to convert the assessment type from Home Support to Comprehensive for Patricia THOMPSON.

Assessments should only be converted if the client's needs exceed the level of care that can be provided through Home Support assessments (e.g. home support
senvices). Once this assessment has been converted to a Comprehensive assessment, you can recommend for all aged care services. Please note it will not be
possible to revert it back to a Home Support assessment

Are you sure you want to proceed?

Al felds marked with an asterisk () are required.

Reason or change *
High level care needs -

Reason or comments: *

P
01255

Supenvising assessor *

YES, CONVERT ASSESSMENT
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Convert to comprehensive assessment

You are about to convert the assessment type from Home Support to Comprehensive for Patricia THOMPSON.

Assessments should only be converted if the client's needs exceed the level of care that can be provided through Home Support assessments (e.g. home support
senvices). Once this assessment has been converted to a Comprehensive assessment, you can recommend for all aged care services. Please note it will not be
possible to revert it back to a Home Support assessment

Are you sure you want to proceed?

Al felds marked with an asterisk () are required.

Reason or change *
High level care needs -

Reason or comments: *

P
01255

Supenvising assessor *

NO, CANCEL
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honna HERRINGTON

Completed Triage due by 9 May 2025

Client story
“Assessment reason  Portal Referral 16/11/2023 @
i The trail was bad, and | fet half mad, but | swore | would not give in
Assessment setting . Non-Hosptal ® 02758140003 The flames just soared, and the fumace roared — such a
Assessor UATFord UAT Lovell biaze you seldom seeThe flames just soared, and the fumace roared —
Triage conducted by UATFord UAT Lovell such a blaze you seldom seeThe fla
i 2410772023

Support plan @ Triage Completed @ And at night the wondrous glory of the everlasting stars what an awesome.
Comprehensive As: + @ Triage Completed view TFT37174201 And I looked at i, and | thought a bi, and I looked at my

omprehensive Assessment @ Triage Complt ® frozen chumAnd | looked at it, and | thought a bit, and | looked at my frozen
Latest screening 18 September 2020 (@) chumAnd I looked at it and I thought a bit and I looked at my frozen

chumAnd | ooked at

VIEW ALLS CLIENT NOTES

Comments

[ view ru cuient recoro iEw ouenT RepoeT |

rerer URGeNT services | ICIESIIR FLAG AS END OF LIFE
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# Home | Reports and documens

@Reports and documents
-

Forms
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‘SofSevie Fom - Caregiver Sran Indr [pd 148 48KE]

‘el Sarvics Fom - lent Record Deais (p 364 25KE]

‘el Sarvics Fom - NSAF Comprehensie Assessmant and Support lan 20221027 [PDF 320.55KE]

‘Sl Senvice Fom - Geratic Depression Scale (o 217 SEKE]

‘el Sarvics Fom - Home SupgartAcsassment and Suppor Plan- Ocabar 201 [d! 484 49KE]

‘Sa.Servics Fom. informant Questonnara on Cognive Declne i he Eidey (1Q.CODE) [pd! 210 08KE]
‘Sat.Servics Form - K-10 (! 942 64KE]
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Seft-Service Form - Kimberiey Indigenous Cognitive Assessment - ADL [PDF 148 50KB]

‘Sa-Servia Fom - Kimberey Ingenous Cogniive Assessment -Care [5d! 695 20KE]

‘Se-Service Fom- Kmberiy Inagenous Cognite Assessmen - Cognve Assessment (KICA.C.. (56895 97KE]
Doviaads -V Nutionel Assessment (0 31 36KE]

Tempile.Tompite Noic ofpory ot hom cae envce - any 41 1 1073K61
‘Selt-Service Form - Offine Approval Form Vary Time Limitation v2.0 - 20220523 df 359 29KB)
‘Seft-Service Fom - Offine Aproval Form v2.0 20221027 [PDF 674 00KE]
‘Self-Sefvice Form - Oider Amercans Resources and Sevices (OARS) - Instumental Acites . [odf 942 40KB]
‘SelfService Form - Ora Health Assessment Tool[pd 218.42KE]
‘SeltService Form - Residents Verbal Bie Pain Inverfory [pdf 248 45KE]
KE)

‘SelfService Form - Revised Faecal Incontinence Scale [pdf 217.
‘SelfService Fom - Revised Urinary Incontinence Scale df 148.13KE]

Self-Service Form - Rowiand Universal Dementia Assessment Scaie [od 981 66KE]
Doumioads - Sensitve Attachment 1.0 [docx 62 40KE]
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care services.

« You can view the privacy notice which is set out at privacy notice web address as well as the My Aged Care privacy
policy on the My Aged Care website at myagedcare.gov.au for more information on how we handle your personal
informeation.

« Do we have your consent to assess the eligibility of Alistair SHARP for aged care services?

Consent Obtained From *
Consent was not given -

Please select a reason for not providing the consent *
Client unable to consent v

SAVEAND CLOSE  [[ICANCSR
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Pre-populate or start a blank assessment

Al lelds marked with an asterisk(*) are required.

By selecting “Triage(Completed on 14 May 2025 the new assessment will b pre-populated with answers from the Triage completed on 14 May 2025 and i applicable the
Comprehensive Assessment completed on 17 August 2023.

Please select Blank Assessment if you want to start the new assessment with no pre-poputation. Note that you wil not be able to pre-populate the new assessment after a
blank assessment has been created.

© Triage (Completed on 14 May 2025) and B4 Comprenensive Assessment (Completed on 17 August 2023)

T Blenk Ascesement
Note: The completed Triage decision will be viewable as a completed screen i the IAT.
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Pre-populate or start a blank assessment

Al lelds marked with an asterisk(*) are required.

By selecting “Triage(Completed on 14 May 2025 the new assessment will b pre-populated with answers from the Triage completed on 14 May 2025 and i applicable the
Comprehensive Assessment completed on 17 August 2023.

Please select Blank Assessment if you want to start the new assessment with no pre-poputation. Note that you wil not be able to pre-populate the new assessment after a
blank assessment has been created.

Please select”
O Tuage (Compicted on 14 May 2025) and

(® Blank Assessment] |

"8ge decision will be viewable as a completed screen in the IAT.

nermseLECTION [IRERTSTS
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Demographic details

A s marked wih an astrisk () ae reuired.
Please check the following information for this client before starting the assessment. All fields must be completed before the assessment can begin.
() Remote Assessment (7)

Personal details & Identification

) Adress
o Unit2 28 4 DWYER Street MACLEOD VIC 3085
Shonna Gonlact cetas
0219562120
Medicare number.
31777511631
s name. To change the above detais,

view the fulcient ocord.

Herngton

Background

Ploase aner e dae ofbih.If e dateof i i ot known, lease ente an esimated aga i th Age el Ths il inen be used o automatcal dtermine an
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Strest Address ¥ LEVEL 1160 ANN STREET, BRISBA

Asat 16 May 2024 ~

LEVEL 1160 ANN STREET, BRISBANE CITY QLD 4000
was dlassified as:

Summary  Classifications

District of Workforce Shortage for Specialists

Ancesthetics No
Cardiology No
Diagnostic Rodlology No
General Surgery No
Medical Oncology No
Obstetrcs & Gynecology No
Ophthaimology No
pychiatry No

Catchment:Brisbane Inner (30501)

Distribution Priority Area for GPs

IMGs / FaaMS No
Bonded doctors No

Catchment: Brisbane Inner

‘Modified Monash Model

2015
2019

RSGS Remoteness e,
2011 Major Cities of Austraia - RA Code 1

2016 Major Cities o Austraia - RA Code 1
2021 Major Cities of Australa - RA Code 1
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Demographic details

Filpino -

Does the cient identiy 35 an Aboriginal or Torres SiratIsiander?
Indigenous origi:
© No-Neither

O Yes - Aboriginal

O Yes - Torres Strait Isiander
O Yes-Both

O Not statedinadequatsly desc

P anguage*

Engisn -
pre——
Widowed -

Aecommadson e

Independent Living -
s
Lives slone -

Government ID references

Department of Veterans’ Afairs (DVA) card number

D CONTINUE TO | e
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“omale, 70 years old, 16 January 1946, AC18285411
Jni 2, 28 4 DWYER STREET MACLEGD, VIC, 3085

® Client details

Glent summary upportnetwork  Approvals  Plans | Attachmenls  Servces | My Aged Care nteractons | Noles Tasks and Notcaton
About Shonna
Personal information @
Bor 16 January 1946, Filino, born in Philpinas, widowed. ves slone o
Status: Actve e
Ag
To contact Shonna 9] 1de
M
‘Contact details:
« Preferred comespondance method s Post o
021958 2129 (home) wa
= 0476 982 111 (mobile) - Preferred contact number  ® Unverfied VERIFY | (7) Cle
« Daniel Mazur@test eqcdss.sdo (emai)
Primary Contact @
‘This is who My Aged Care wil contact first nﬂe‘
‘Shonna HERRINGTON (sef)
He
Notification preferences @ o
Curtent preferences: No

No notification preferences found
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Mrs Shonna HERRINGTON

Female, 79 years old, 16 January 1946, AC18285411
Unit2, 28 4 DWYER STREET MACLEOD, VIC, 3085

Client summary  Client details | Support network  Approvals| Atachments  Senices  MyAged Care inferactions  Notes  Tasks and Notfications  Residental Funding Classifcations

. Assessment histo
Current Episode Y
Episode ID: 1-1AP86BY2

14 May 2025 - Present () Comprenensive Assessment 14 May 2025

=

n (@ Compronensve Asessmet 16 Auust 2023

(&) Home Support Asssssment 28 September 2020

(&) Screening 18 September 2020

Upcoming Review(s)
NNo upcoming reviews scheduled

Plan history

‘Suppor plan as at 20 September 2020
‘Support plan as at 17 July 2023
‘Support plan as at 18 August 2023
‘Support pian as at 6 May 2025

Review history

Noreview history available

ablement and linking support history

Nolinking support items available
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4 Home | Assessments | Assessment

Mrs Ezekiel SCHWAB

Female, 77 years o, 17 January 1947, ACA4300275
Lot Nurber’ 1LLOUGHEY ROAD NAREMBURN, NSW
Prefersfo speak Ara

| o
o o  Assessment Details

==

Allfields marked with an asterisk ( * ) are required.
Reason for Assessment

Carer Profile

Date of assessment * (D@

I Partcpantsconsuled prio to the assessment * (D)

)

Medical and Medications

Physical, Personal Health & Frailty

Socil
Mode of assessment * () @

Cognition

= (e | owvesmone | vatwerem

Behaviour

] Assessment setting* (D@
[ Prease seet.. -]

Home & Persona Safety
Detais

Financialor Legal

Support Considerations
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Assessment Details

Al ields marked with an asteis (+ ) are requires.
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Mrs Ezekiel SCHWAB

. ° Assessment Details

Resesment Detas
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Clear page informa

Select Yes, ciar page Informatio to learInformation on ths page.
Select ‘Cancel to go back o the questionnare.

Yes, clear page Information
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Family and other support networks * (2)

@ ves No

To assist with completing|
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Toilting - Blader* (2

[[Occasionsl accident (max. once per 24 hours) B (O 4det os Functionat Need

Is the client managing urinary incontinence issue? *

No

Q) s secton o 7 st ot e o argansson's il v

Is the client sbie/iling to complete the Revised Urinary Incontinence Scsle?* (2)
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Clinical Declaration and Supervisor details
§ I confirm that | am completing this section of the IAT under my organisation’s cinical governance *

Please select the supenvising assessor

Cancel
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Clinical Declaration and Supervisor details
Cirical Declaation Provided  Supenising Assessor: Afica Green
Q) s secton o 7 st ot e o argansson's il v

Isthe cient sblefuiling to complete the Revised Urinary ncontinence Scale?* (5)
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x

Whether the dlient has any concerns or difficulties

with their vision, hearing or speech. Multiple
responses may be appropriate.

Sensory concerns * (1)
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i have reviewed the information on this page and I confirm that it is correct. *
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Assessment Details
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Carer Profile
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Health condition(s)

() Add as Other Consideration

Health Condition *

Health Condition Description

Diagnosis Status * Primary Health Condition * (

o0 Tuperculoss ~
o2 potomyeits
0103 Hv/AIDS

0104 - Diarrhoea &
gastroenteris of
presumed infectious
origin

0105 - Chronicviral i normal activities *

hepatits
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[ —

Moderately

Other symptoms & signs n.os or ne.c (includes
reflux)

‘ Cataracts

Quite a bit

M Primary Health Condition
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Health condition(s)@ () Add as Other Consideration

Heath Condition* (1) Health Conditon Descripton Diagnosi Status* (1) Prmary Hesith Condition * (1)
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Al fields marked with an asterisk ( * ) are required.

Assess the home and garden and ask the client about:

Any trouble getting on and off toilet
Any trouble navigating the house at night
‘Any near siips or trips on surfaces.

Home & Personal Safety

‘Any difficulty/unsteadiness/need to hold onto doors or walls when on steps/stairs or getting in and out of shower

& Frailty R (o]
environmental
cardenare are [N

Moderate environmental hazards
requiring modification

Extremely unsafe
environment

ns of the home environment (1)

Clear Page Information

Home safety equipment client has

Smoke alarm(s)

Personal alarm

0/500

Add as Other Consideration

Add as Recommendation

Add as Recommendation
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Carers

Current carers

Add a carer
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x CLEAR PAGE INFORMATION

Find a carer

Al fields marked with an asterisk (¥) are required.

« First name *

« Lastname * o

« Date of birth

Teg s

T P s Primary Healh Conditon
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Find a carer

(g ddmmiyyy)

T

T matching results

Mavis MATTERS
CHARNWOOD

Client Consents to Relationship*
@Yes

ONo

Carer Consents to Relationship*
@Yes

ONo

Whatls the relationship of the user fo the client?
Friend

ADD A CARER
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Carers

‘You have successfully added a carer.

Current carers

Mavis MATTERS

Carer, added 21 Jul 2017
ST THOMAS AQUINAS PRIMARY SCHOOL 25 LHOTSKY Street CHARNWOOD ACT 2615
Lives with client’

OYes

®No
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Find a carer

Al fields marked with an asterisk (*) are required
Firstname *
Lesley

Lastname *
Donnelly

Date of birth

g dammiy)

SHOW MORE SEARCH FIELDS

No results found

H ‘ CANCEL ‘
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Add a person

Donnelly

Date of birin

T @

Female -

Lives with client-
®ves
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®ves
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Carers

You have successfully added a carer.

Current carers

Mavis MATTERS

Carer, added 21 Jul 2017

ST THOMAS AQUINAS PRIMARY SCHOOL 25 LHOTSKY Street CHARNWOOD ACT 2615
Lives with client”

OYes

®No

Lesley DONNELLY
Carer, added 21 Jul 2017
Lives with client”

®Yes
ONo

Add a carer
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Mrs Shonna HERRINGTON

Female, 79 years old, 16 January 1946, AC18285411
Unit 2, 28 4 DWYER STREET MACLEOD, VIC, 3085

(1) Add as Complesity Indicator

Home & Personal Safety @ [ Yes
Finandial or Legal @
Risk client may cause harm to themselves or others -
Support Considerations () Add as Complexity Indicator
ves

Client has a memory problem or confusion that significantly limits self-care capacity, requires intensive

supervision and/or frequent changes to support. () Addas Complsity Incicator

Yes
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Assessor Portal
Residential
Assessment Review Delegate Organisation Findasevice  Reports and Aged Care
My Dashboard | Find a client referrals requests. Assessments  Reviews decisions. administration Euincy provider ‘documents Assessor app
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Reports and documents

Reports

Forms

‘Self-Service Form - Abbey Pain Scale [pdf 221.46KB]

‘Seff-Service Form - Alcohol Use Disorders Identification Test [pdf 287 27KB]

‘Seff-Service Form - Application for Care - October 2020 [pdf 354.04KB]

‘Self-Service Form - Barthel Index of Activities of Daily Living [pdf 216.67KB]

‘Self-Service Form - Brief Pain Inventory [pdf 256.86KB]

‘Self-Service Form - Caregiver Strain Index [pdf 148.48KB]

‘Seff-Service Form - Client Record Details [pdf 364 25KB]

‘Seff-Service Form - NSAF Comprehensive Assessment and Support Plan 20221027 [PDF 329.55KB]
‘Self-Service Form - Geriatric Depression Scale [pdf 217.58KB]

‘Self-Service Form - Home Support Assessment and Support Plan - October 2018 [pdf 484 48KB]
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