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Assessor Portal User Guide 7 - Completing a
Support Plan and Support Plan Review

This user guide is intended for aged care needs assessors who complete a
support plan and/or a Support Plan Review, using the My Aged Care assessor
portal.

|  Starting from 1 November 2025, the Aged Care Act 2024 and the Support at Home
program came 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:

e Triage complete, main assessment not started
o Triage complete, main assessment in progress (includes incomplete support plan)
e 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).

This is available from your Assessment Organisation.

|  Starting from 1 November 2025, there are changes to assessment delegations under the
Aged Care Act 2024, for both Clinical and Non-clinical Assessment Delegates.

To understand Assessment Delegate changes, refer to ‘Chapter 7: Delegations and
Approvals under the Act’ of My Aged Care Assessment Manual.

For CHSP only: From 29 June 2026, Home Support assessments will require delegate
approval in the system, following the same process as comprehensive assessments.

Manual Delegate Approval is no longer required for Home Support assessments.

Assessors should now follow the standard system-based delegate approval process,
consistent with comprehensive assessments.

©) For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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The Support Plan
The aged care client’s support plan records and identifies the client’s:
e areas of concern regarding care
e goals to address these concerns
e any recommendations for services or actions to achieve the identified goals.
The client develops their own support plan with an assessor during the face-to-face assessment.
The SUPPORT PLAN is made up of several components (tabs):
¢ Identified Needs
e Goals & Recommendations
e Manage Services & referrals

(Refer to My Aged Care — Assessor Portal User Guide 8 — Referring for services)

e Associated People — showing people associated with the support plan.
o Review — showing a future to review the support plan.

This guide will go into the Goals & recommendations tab in detail.

The Identified needs tab

The IDENTIFIED NEEDS tab contains a summary of the needs identified as part of the
assessment that require addressing in the support plan. This also includes information of the
client’s latest completed Support Plan Review if applicable.

Support plan and services

Identified needs Goals & recommendations Manage services & referrals Associated People Review

Headings in the Identified Needs tab

Support plan and services

IEEEEIE oo ecommandstons | Dacaions | Manage serviss & raferals | Associted Pacple | Review

Assessment summary (=) Functional needs
EDIT Transport -
Light Housework -
Introduction
Shoppng -
Mr Bruce Wayne, age 76, contacted My Aged Care and has been rafemed for assessment 8s Reduce rate of decline
in teved of funclion sndior ndependence. An sssessment cocurmed Face-lo-face on B May 2025 in Clienl's home. Meals preparation -

Assassment infarmalion was provided by cliend.

Situation
Al comments relaling fo curmsnt social siuation]. Other considerations

000D - Mo

Biruce expane canditions pressnt

AU comments fealing 1o mecal iesues) Assistive bechnology consideration - Funclion

Background

Bnuce lives with no specilied in Independent living within a retirement, vilsge. Assistive technology - Physical perscnal esith snd fraily

Home modiications - Physical persanal heelth end Irailly
Al comments relaling fo nforme) suopo)
AT-Ongoing consikderation - Assstance Dog

Assessment

Data goas hare about

 previdad 8 sapy of

[ enpiatisd by Allras Peanywons,
ASSESSMENT ONE, aUTLET OME, 123456777

Latest completed support plan review

Mo completed review found

COMPLETE SUPPORT PLAN RETURN TO GLIENT

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799

OFFICIAL


http://www.myagedcare.gov.au/
https://www.health.gov.au/resources/publications/my-aged-care-assessor-portal-user-guide-8-referring-for-services?language=en

OFFICIAL

Adding an assessment summary

When completing a support plan, assessors can add an Assessment summary within the
Identified needs tab.

The assessor can use Pre-Populate from Assessment button to get the assessment summary
populated.

Support plan and services

Identified needs Goals & recommendations Manage services & referrals Associated People Review

‘ Assessment summary

PRE-POPULATE FROM ASSESSMENT EDIT

Introduction

{Client Record — Title}jeenie Smith, age 75, contacted My Aged Care and has been referred for assessment as Improve
current level of function and/or independence after a recent acute iliness/event. An assessment occurred Face-to-face
on 18 April 2025 in Client's home. Assessment information was provided by client.

This summary appears on the printed support plan provided to the client. It can help conduct
further assessments if required. It is visible to service providers who have received a referral for
that client.

The assessment summary can be pre-filled based on the information an assessor records in the
assessment. An icon (arrow leaving a square pointing right) will display on the fields which
automatically pre-fill into the assessment summary.

Date of assessment * :‘_’: (a4

11/06/2018

To add an assessment summary based on the information captured from the assessment, select
PRE-POPULATE FROM ASSESSMENT.

Alternatively, select EDIT to edit the assessment summary without any pre-filling. This will open a
blank assessment summary.

Assessment summary

A read-only view of the assessment summary will display.

The system will populate information where it exists. If information does not exist in a field, the
system will advise which field has not been populated. This will display as [field name].

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Mrs Jennifer westbury

Female, 83 years old, 15 September 1941, AC12345678 Primary contact: Jennifer Carl (self) - 06 2222 3333

No support relationships recorded

) support plan and services

You have report(s) that are ready to be downloaded To download, go to Reports page

(LTSNS Goals & recommendations  Decisions ~ Manage services & referrals ~ Associated People  Review

Functional needs

Assessment summary

PHE POPULATE FROM AT SN = No functional needs found
Introduction

Mrs Jennifer age 83, contacted My Aged Care and has been referred for as {Reason for - Details}. An
occurred Face-to-face on 9 May 2025 in Client's home. Assessment information was provided by client

Other considerations

No other considerations found

Assessors can choose to enter information in the field in the assessment; add relevant
information in the assessment summary; or remove the instruction from the assessment
summary. Assessors will be prompted to enter additional information that could not be populated
from the assessment. This will display as [example instruction].

<) Support plan and services

Identified needs Goals & recommendatons Manage senices & referrals Associated People Rewview

Assessment summary

PRE-POPULATE FROM ASSESSMEMNT

Introduction

{Client Record = Tithe}jeenie Smith, age 75, contacted My Aged Care and has eferred for assessment as Improve
current level of function and/or independence afler a recent acute iliness/event. An Bssessment occurmed Face-10-face
on 18 Apnl 2025 in Chent's home. Assessment information was prowided by chent

Situation
[Add comments relating (o current social situation]
jeenie expenences 0000 - No health conditions present

[Add comments relafiing o medical issues]

Background

Select EDIT to start editing information in the assessment summary.

PRE-POPULATE FROM ASSESSMENT EDIT

Select CONFIRM EDIT to open the editable assessment summary.

Assessment Summary

Once you edit the Assessment Summary and save the changes you have made, you will no longer be able to pre-populate
information from the assessment. Select ‘Confirm Edit' to continue. Remember to save your changes.

If you want to add additional information into the assessment for it to be pre-populated into the Assessment Summary, select

‘Cancel’ and return to the assessment.
CONFIRM EDIT CANCEL

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Once CONFIRM EDIT has been selected and the changes have been saved, the select Pre-
populate from assessment option will no longer be available to be selected.

Once the assessment summary has been edited/updated, select SAVE to save changes. Based
on the information pre-populated from the assessment, the assessment summary may exceed
the 5000-character limit.

Assessors should reduce the assessment summary by removing or summarising old content.

Assessors can continue to edit the assessment summary after they have saved their changes.

Support plan and services

Identified needs Goals & recommendations Manage services & referrals Associated People Review

Assessment summary

S

EGEIE) | = LM =0 "

B I U T, = := 99 | Styles - | Heading3 ~ | ?

»

Introduction

{Client Record — Title}jeenie Smith, age 75, contacted My Aged Care and has been referred for assessment as Improve current evel of
function and/or independence after a recent acute ill levent. An it occurred Face-to-face on 18 April 2025 in Clienfls home.

Assessment information was provided by client.

Situation
[Add comments relating to current social situation]. I
-

body h3 Characters: 1313/5000

|

I  Ensure changes to the assessment summary are regularly saved, as auto-save does not
apply to the assessment summary.

The Goals and recommendations tab

The Goals & recommendations tab is where you will record the client’s areas of concerns,
goals to address their concerns, and any services or general recommendations.

Within the Goals & recommendations tab you will also be able to view the IAT outcome and the
recommended classification/s. The recommendation/s is based on inputs from the assessor on
the IAT assessment and the client’s current care approvals.

If applicable, more than one active approval can be displayed. For example, when a client has an
active Restorative Care Pathway (RCP) classification approval, and an SaH 1-8 Classification is
approved in a reassessment, both the RCP and the SaH classifications will be shown in the
Goals & Recommendations tab.

Identified needs Goals & recommendations Decisions Manage services & referrals Associated People Review

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Accepting the IAT Recommendation

To accept the IAT Outcome, go to the IAT Outcome and Classifications section and select
ACCEPT.

Y Support plan and services

daridrd raeds Dmpirsimerrs Wanage senices & refemals  Assocished Peopls  Raviens

IAT Qutcome and Classifications

Curent assessment hpe  Comprehendive Assessment

T A :I SaH Classficabon &

Overriding the IAT Recommendation

Refer to the other sections in this guide for Overriding to Restorative Care Pathway and
Overriding to End-of-Life Pathway.

I  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).

1. To OVERRIDE a recommended classification, select the OVERRIDE button located
underneath the IAT Outcome and Classifications heading.

S U pporl' plo n C] nd SeNiC es GO TO THE ASSESSMENT FLAG AS END-OF-LIFE PRINT COPY OF SUPPORT PLAN

Identified needs Goals & recommendations Decisions Manage services & referrals Associated People Review

IAT Outcome and Classifications

Current assessment type: Comprehensive Assessment
IAT Outcome: SaH Classification 5

ACCEPT OVERRIDE

2. The Override IAT Outcome pop up appears, prompting the assessor to input the new
classification, the override reason and the override reason description.

The list of classifications that are allowed to be selected will depend on the initial IAT
Outcome. Assessors are also only allowed to select classifications in line with the Aged Care
Rules. Refer to the My Aged Care Assessment Manual for further information.

The appearance of the pop up and the drop-down options will depend on the original IAT
outcome and the intended override.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Below is an example of an Override IAT outcome pop up.

Override IAT outcome

All fiehds marked with an astedisk (7) are required

IAT outcome: SaH Classification 5
Classification type:  Ongoing

Crverride IAT outcome 10 *
SaH Restorative Care Pathway -
Classification type: Shodt term

To override the result, please specity the reason for the override and describe it for the delegate
Crerrida reason *

Has restorative cane goaks -

Cheriie reason descripton: * (7

reason description goes herd

&8 1150

3. If you are overriding to any other classification other than ‘Restorative Care Pathway’, then
you will also need to choose a reason from the ‘RCP reject reason’ drop down.

(Otherwise, refer to the Overriding to Restorative Care Pathway section).

The options are: Not suitable/eligible for RCP, Seeking ongoing services, and Other.

RCP reject reason: *

Please select... -

Please select...

Not suitable/eligible for RCP
Seeking ongoing services
Other

If Other was chosen, then you must also enter a description for the reject reason.

Please specify the reason why SaH Restorative Care Pathway was not selected.

RCP reject reason: *

Other -

RCP reject reason description *

0/150

4. If you have chosen a Support at Home classification for the override, then you will be asked
to select the client’s preference for seeking Home support services through the Support at
Home program. Select ‘Seeking services’ or ‘Not seeking services'.

The client’s preference for seeking Home support services though the Support at Home program is: *

® Seeking services I Not seeking services

An information banner may appear to remind you that ‘The client’s preference for seeking
Home support services determines whether they are in the Support at Home priority system’.

i The client's preference for seeking Home support services determines whether they are in the Support at Home

Priority System.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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5. Select SAVE TO PLAN, OVERRIDE or ACCEPT once the fields are completed.

Once the classification or recommendation is accepted, a new screen will open to input all
the services within each service type available for the classification, their frequency and
intensity.

The image below shows an example of the Add Home Support Services page. It shows
three services within the Allied Health and Therapy service type available to be chosen.

Add Home Support Services F

All fields marked with an asterisk { * ) must be completed before submission

Recommended that the client receive: SaH Restorative Care Pathway
Classification Type: Short-term

Please select services within each service type*

Allied health and therapy

I Service Frequency Intensity I

[l aAboriginal or Torres Strait Islander Health w
Practitioner assistance

[l Aboriginal or Torres Strait Islander Health Worker w
assistance
[ Allied health assistance hd

6. Once all the values are entered, Select SAVE TO PLAN at the bottom of the page.

The following image shows examples of chosen transport services, with frequency and
intensity recorded.

[l Remedial massage i

Transport

Service Frequency Intensity

Direct transport 5 Days per week

Indirect transport 10 TIme(s) per year w

SAVETO PLAN CAMCEL

@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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7. The updated classification will be displayed on the client’'s GOALS AND
RECOMMENDATIONS tab.

S U pporl' plO n C] nd seNiC es FLAG AS END-OF-LIFE PRINT COPY OF SUPPORT PLAN

Identified needs  WNELEUENCEENGENGIEM  Decisions  Manage services & referrals  Associated People  Review

IAT Outcome and Classifications (D)

Current assessment fype: Comprehensive Assessment
IAT Outcome: SaH Classification 5

Recommended claszification. SaH Restorative Care Pathway

Cverride reason- Has restorative care goals
Override reason description:  reason descriplion goes here

Client concerns and goals

No client concerns or goals.

Other recommendations

5, Recommend that the client receive
(%]
' Home support

8. The existing classification/s will also display on the right hand side of the updated
classification, if applicable.

The below image shows an example of a client with a Transitioned HCP Classification under
Support at Home, as per the Aged Care Act 2024.

This is displayed in the Existing Classification section.

Supporl' plqn Gnd Sewic es REQUEST ASSESSMENT PRINT COPY OF SUPPORT PLAN

Identified needs  PNELECRAENENEEM  Decisions ~ Manage services & referrals | Associated People  Review

IAT Outcome and Classifications

Transitioned HCP Level 4

Existing classificafion:

Current assessment fype. Comprehensive Assessment
IAT Outcome: SaH Classification 8

The recommendation displays for guidance only. Assessors will still need to select the service
the client requires.

For clinical aged care needs assessors (clinical assessors):

e CHSP - refer to Manual Delegate Approval for CHSP — Standard Operating Procedure
and instructional videos for comprehensive and home support assessments.

e Support at Home Classifications recommendation — refer to Adding Home Support
services for a Support at Home Classification.

For non-clinical aged care needs assessors (non-clinical assessors), this means they should
consider the following based on the IAT outcome:

e CHSP - refer to Manual Delegate Approval for CHSP — Standard Operating Procedure
and instructional videos for comprehensive and home support assessments.

e Support at Home — you should consider converting the assessment to a comprehensive
assessment under the supervision of a staff member who holds a clinical assessor role.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Types of Recommendations

There are seven types of recommendations that can be added or removed to a support plan
following an assessment:

| For Home Support services under the Support At Home Program, refer to Adding Home
Support services for a Support at Home Classification and Assistive technology and Home
modifications (AT-HM) Recommendations.

e General recommendations are non-Commonwealth funded supports that are identified by
the assessor and the client and will be actioned by the client or the assessor rather than a
service provider, for example: that the client sees a health practitioner, or that they join a
local support group.

e Service recommendations are for adding recommendations for services to a clients support
plan, such as Commonwealth Home Support Program (CHSP) services.

e Assistive technology under Support at Home program.
¢ Home modification under Support at Home program.

¢ Recommended long-term living arrangement is only applicable to comprehensive
assessments. It is the most appropriate long-term living situation identified during a
comprehensive assessment that can be selected from a list of accommodation settings after
discussing the goals with the client and/or their supporter. This can only be recommended
after a comprehensive assessment has been completed.

e Care type for Delegate decision recommendations are applicable only to comprehensive
assessments where CHSP is not recommended. These recommendations relate to care
types under the Aged Care Act 2024 (the Act) which require approval by a Delegate.

e Recommendations for a period of linking support are for where a client's complex
circumstances may be a barrier to accessing aged care services, and providing linking
support can assist the client to access various services they require.

Recommendations for a period of reablement are for time-limited interventions that are
targeted towards a client’s specific goal(s) or desired outcome to adapt to some function loss, or
regain confidence and capacity to resume their activities, for example: training in a new skill,
modification to a client’s home environment or having access to equipment or assistive
technology.

Linking Recommendations to Goals

Recommendations can be linked to concerns and goals, or they can be added as an Other
Recommendation. Further information on linking support and reablement is available in the My
Aged Care Assessment Manual on the department’s website.

Recommendations can be associated to more than one goal. When adding your
recommendations you can select one or more goals to associate a recommendation or unlink the
recommendation from all goals.

1. You can select the appropriate recommendation from the Other Recommendations section
of the Goals & Recommendations tab. You can then choose to link this recommendation to
a relevant goal. If you add a recommendation from the Other Recommendations section
recommendation will be displayed underneath that heading.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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No support relafionships recorded

DD A
(") Goal: To be able to perform household tasks @)(#)
Other recommendations I

ADD A GENERAL RECOMMENDATION || ADDA SERVICE ANASSISTIVE TECHNOLOGY | ADD RECOMMENDED LONG TERM LIVING ARRANGEMENT || ADD AGARE TYPE FOR DELEGATE DECISION
A A RECOMM NG SUPPORT || RECOMMEND APERIOD OF REABLEMENT
5, Recommend that the client receive 9May 2025 () ;‘ —, Recommend that the client receive Man o)
“/ Home maintenance and repairs T </ Transport B
~~ Recommend that the client receive @) + Recommend that the client receive O
““ Home Support - “/ Home Modifications B

2. Alternatively, you can add a recommendation directly to an area of concern and goal by
selecting the arrow next to Goal and below Add to this goal on the right-hand side of the
panel.

If you add a recommendation from the Add to this goal section, the recommendation will be
displayed underneath the goal.

Select the arrow to the left of the goal to display the recommendation details.

(+*)Goal: To be able to perform household tasks

Mast relevant domain that goal area relates to:
= Physical function
« General health
« Personal health
» Home and parsonal safety
Client's current strengths and abilities in relation to this goal
Can sit and stand up without help for sometime
Client's current areas of difficulty or activities where the client needs supportin arder to achieve this goal
Dificulty with mobility
Focus of the goal for the client

» To regain a function {e.g. can be physical, cognitive or social)

Motivation 1o achieve: 8

Status In Progress.
Recommendations
~, Recommend that the client receive amay2025 (A (@ ~, Recommend that the client receive

~/ Client Care Coordination ~ Domestic assistance

,, Recommend thal the client receive

'/ Home maintenance and repairs

quzy 205 (A5

Recommendation
Exercise twice per week
Responsibility to action: Client

Recommended by:  Sam Myers

Add to this goal
ADD A GENERAL RECOMMENDATIO ADD A SERVICE RECOMMENDATION || ADD AN ASSISTIVE TECHNOLOG RECOMMEND A PERIOD OF LINKING SUPPORT RECOMMEND A PERIOD OF REABLEMEN HDD A CARE TVPE FOR DELEGATE DECIEION
Wik TR TUE EvieTIe €Au DECMIIIENRATIAME

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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3. To unlink a recommendation from the goal, select the EDIT icon (Blue Pencil) next to the
recommended service under the goal and press the UNLINK THIS RECOMMENDATION
FROM ALL GOALS button and select SAVE TO PLAN.

bl
Edit service recommendation

Priority and dates

Priarity *

Medium -
Recommended service frequency ) Recommended service intensity ‘_"”.\ -
Recommend a start date
) Yes (@ No
Recommend a review date
) Yes ® No
Recommend an end date
D Yes @ No

Responsibility to action
Assessor [ ] Client [] Other

Comments

0/100

Associated goals
To be able to perform household tasks

UNLINK THIS RECOMMENDATION FROM ALL GOALS

SAVE TO PLAN CANCEL

Viewing the Recommendation after a delegate decision

Once the goals and recommendations have been entered, the assessor forwards the referral to
the delegate for decision-making. After the delegate completes their review, the assessor can
view the outcome, including which recommended services were approved or modified. The
assessor can also see if the delegate has added any new services.

To access this information, the assessor can locate the client using the Find a Client link in the
Assessor Portal.

" Assessment
Find a client referrals

Assessor Portal My Dashboard

You can search for a client in the My Aged Care Assessor Portal by entering their First
Name, Last Name, or Aged Care User ID in the search fields.

If the client was recently accessed, you can also select them directly from the Recently Viewed
Persons section for quicker access.

FnNa a cnenr

Search by
Recently Viewed Persons
Last name First name Aged Care user ID 3

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Once you are in the client record, navigate to the Plans tab and select Support Plan.

Plans

Client summary Client details Support network Approvals

m Attachments Services My Aged Care interaction

Assessment h

Current Episode
Episode ID: 2-2280QFEJ

SUPPORT PLAN

Recommendations

s Residential Respite Care Plan hlStDry
« Allied health and therapy
» Suppori at Home
o Home support Ongoing - SaH Classification 2 (Pending allocation)
o Assisiive technology Shor-term - AT High
& Home modifications Short-term - HM Medium

o .
i |\.«j| Comprehensive

) -
) Screening 29 Au

|UJ

plan as at
plan as at

R
R

(P (%]

u
U

2]

port
port

SEE SERVICE DETAILS - -
Review history

Mo review history ava

Upcoming Review(s)

Mo upcoming reviews scheduled Reablement a

Mo linking support ite

Once you are in the client's Support Plan and Services screen within the Assessor Portal,
navigate to the Decisions tab to view the delegate’s decision.

This section displays the outcome of the delegate’s review, including any approved, modified, or
newly recommended services.

@ Supporf p|0n ond Services PRINT COPY OF SUPPORT PLAN

Identified needs Goals & recommendations Manage services & referrals Associated People Review

IAT Outcome and Classifications

Current assessment type:  Comprehensive Assessment Existing classification: SaH Classification 7 (Pending allocation)
IAT Qutcome: SaH Classification 7 HM High (Pending allocation)
AT Medium (Pending allocation)

Current care approvals

Recommend that the client receive Recommend that the client receive

@ Home support %) Assistive technology

@ Recommend that the client receive
Home modifications

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Scroll down to the Delegate Decisions and Comments section within the Decisions tab to view
all decisions made by the delegate regarding the services recommended for the client.

This area provides a detailed summary of approved, modified, or newly suggested services,
along with any comments or justifications provided by the delegate.

Delegate decisions and comments

Decisions

@ Recommend that the client receive
Home support

SaH Classification 7
Ongoing

Classification
Classification type:

Home support services: Care management: Home support care @
management
Domestic assistance: General house
cleaning, Laundry services, Shopping
assistance
Home maintenance and repairs:
Assistance with home maintenance and
repairs, Expenses for home maintenance
and repairs, Gardening
Home or community general respite:
Community and centre-based respite,
Flexible respite
Meals: Meal delivery, Meal preparation
Nursing care: Enrolled nurse clinical care,
MNursing assistant clinical care, Nursing
care consumables, Registered nurse
clinical care
Nutrition: Nutrition supports
Personal care: Assistance with self-
administration of medications, Assistance
with self-care and activities of daily living,
Continence management (non-clinical)
Social support and community
engagement: Accompanied activities,
Assistance to maintain personal affairs,
Cultural support, Digital education and
support, Expenses to maintain personal
affairs, Group social support, Individual
social support
Transport: Direct transport, Indirect
transport

Approval start: 29 January 2026

@ Agreed

@ Recommend that the client receive
Home modifications

Home meodifications tier: HM High

Classification type: Short-term

Home modifications services: Home adjustments: Home modification
products, Home modifications
prescription and clinical support

29 January 2026
23 April 2027

Approval start:

Cease date:

@ Agreed

Decision date (Assessment)
29 January 2026 04:14 PM (Australian Eastern Standard Time)

Assessment: Submitted on 29 January 2026 @

@ Recommend that the client receive
Assistive technology

AT Medium
Short-term

Assistive technology fier:
Classification type:

Assistive technology services: Equipment and products: Assistive
technology prescription and clinical
support, Communication and information
management products, Domestic life
products, Managing body functions,
Mability products, Self-care products

29 January 2026
23 April 2027

Approval start:
Cease date:

® Agreed

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Adding Recommendations

To add a general recommendation, go to General Recommendation.

To add a service recommendation, go to Service Recommendation.

To add a Home modification, go to Adding a Home modification Recommendation.

To add an Assistive technology Service, go to Adding Assistive technology Recommendation.

To add a recommendation for a period of linking support, go to Period of Linking Support.

To add a recommendation for a period of reablement, go to Period of Reablement.

To add a recommendation for a Care type for Delegate decision, go to Care type for Delegate
decision.

To add a recommendation of No Care Type Under the Act, go to No Care Type Under the Act.

To add a recommendation for No Care Approval or for No Change to Existing Care Approvals, go
to No Care Approval/No Change to Existing Care Approvals.

General Recommendation
Select Add a general recommendation.
Examples of general recommendations include:
e Develop Emergency Care Plan.
o Connect with GP or other health professional.
e Gain assistance with decision making.
e Obtain a smoke alarm.
e Develop a Personal Emergency Plan.
e |Investigate getting a Personal Alarm.

1. When a pop-up box is displayed, enter information about the general recommendation, check
the box if you are linking it to a goal and select SAVE TO PLAN.

As assessors are completing the assessment, they will be able to add general
recommendations to the support plan from the assessment.

=
Add general recommendation

All fields marked with an asterisk () are required.

Recommendation: *

0/ 255

Responsibility to action
[ Assessor [ Client [ Other

Comments:

07100

Associated goals
To be mobile enough to enjoy gardening and outdoor

To go to the gym twice per week.
activities again. ] a ay P

UNLINK THIS RECOMMENDATION FROM ALL GOALS

SAVE TO PLAN CANCEL

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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2. In the assessment, the assessor can select to Add as Recommendation and this will
populate in the Identified needs and Goals & recommendations tabs in the support plan.

Emergency care plan * '?,

Yes @ No M Add as Recommendation

Details (7 )

Service Recommendation
Select Add a service recommendation.

When a pop-up box is displayed, select the recommended service, complete all mandatory fields
and select SAVE TO PLAN.

For more information on Support at Home Assistive technology services and Home modification
services, refer to the Support at Home - Assistive technology and Home modifications (AT-HM)
Recommendations section.

The priority for Support at Home service recommendations will default to the priority as
calculated by the Integrated Assessment Tool.

Assessors should use the comments field to clarify the specific scope of the services that are
recommended to be delivered within the Support at Home service type.

The scope of services should be linked to the identified needs from the assessment and goals
referred to in the support plan, for example: unable to get to places beyond walking distance;
requires transport to health clinic.

I SMITH S1REEI BEACUNSHIELD, WA, b162
No support relationships recorded

Support plan and services SOTOTHEASS

LENNEVDEEEN  Goals & recommendations Decisions Manage services & referrals ~ Associated People Review
IAT Outcome and Classifications

Current assessment type:  Comprehensive Assessment Existing classification: SaH Classification 2 (Pending allocation)
IAT Outcome: SaH Classification 2 AT Medium
Recommended classification: SaH Classification 2 ® Agreed HM Medium

Specified needs - Assistance Dogs
Override reason: Has restorative care goals

" o o

Client concerns and goals
ADD AREA OF CONCERN

No client concemns or goals

Other recommendations

ADD A GENERAL RECOMMENDATION ADD A SERVICE RECOMMENDATION ADD RECOMMENDED LONG TERM LIVING ARRANGEMENT ADD A CARE TYPE FOR DELEGATE DECISION RECOMMEND APH

DECARMMEND A DEDIND NE DEARI ERERT

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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| Transitioned Clients from MPS or NATSIFAC Program

Assessors can select Services under the MPSP and Services under the NATSIFACP as a
Service Recommendation.

Transitioned clients are identified by the phrase MPSP NATSIFACP Deeming in the client
summary page, and the Goals and Recommendations tab of the client record.

—. Recommended that the client receive
I'\

\#") Services under the MPSP

In place Start date 01/11/2025

|MPSP NATSIFACP Deeming I

There will also be an information message reminding assessors that Client is approved to
access services through a provider under MPSP or NATSIFACP.

L]
] Clientis approved to access services through a provider under MPSP or NATSIFACP. Please view related correspendence in Attachments.

No Care Type Under the Act

Use No Care Type Under the Act when a client has withdrawn their application for care under
the Aged Care Act. This outcome does not require delegate approval. This option will display
before accepting or overriding the IAT outcome.

I This option will not appear if the Integrated Assessment Tool (IAT) algorithm recommends
Support At Home (SaH) or CHSP classification and you accepted.

1. Select ‘Add No Care Type Under the Act’.

This image shows an example where ‘Add No Care Type Under the Act’ is the only
recommendation available to be selected (all other recommendations are greyed out) prior
to accepting or overriding the IAT outcome.

Supporl' plO n Gnd Services GO TO THE ASSESSMENT FLAG AS END-OF-LIFE PRINT COPY OF SUPPORT PLAN

Identified needs Goals & recommendations Decisions Manage services & referrals Associated People Review
IAT Outcome and Classifications (D)

Current assessment type:  Comprehensive Assessment
IAT Outcome: SaH Classification 4

ACCEPT OVERRIDE

Client concerns and goals
ADD AREA OF CONCERM

Ne client concerns or goals

Other recommendations

ADD 'NO CARE TYPE UNDER THE ACT'

There are no service recommendations for this client

REQUEST/CHANGE NOTIFICATION OF SAH CORRESPONDENCE RETURMN TO CLIENT

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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2. When a pop-up box is displayed, select the reason for the recommendation that the client
receives No Care Type Under the Act, enter a comment or reason if appropriate and select
SAVE TO PLAN.

No care type under the Act

You have selected this option because the client has withdrawn their application for care under the Act. This assessment will not be submitted to the
Delegate for a Decision.
All fields marked with an asterisk (*) are required

Reason: *
Client withdrew application -

Reason or comments (optional)
@ Maximum 253 characters

3. Alternatively, if you add a recommendation from the Other recommendations section or are
adding a No Care Type Under the Act recommendation, the recommendation will be
displayed underneath that heading. The recommendation will not be linked to a goal.

Other recommendations

i

5 Recommend that the client receive (} \(®)
(«") 4) (@)

— 'No care type under the Act'

.

There are no service recommendations for this client

\/ A recommendation for No care type under the Act has been added to the support plan.

No Care Approval/No Change to Existing Care Approvals

No Care Approval and No Change to Existing Care Approvals are two special types of care type
for Delegate Decision.

Comprehensive assessors and Home support assessors can add either No Care Approval or No
Change to Existing Care Approvals to an IAT assessment, then submit the assessment for
delegate approval before finalising the support plan.

However, these options are not available during the support period or the support plan review.

Use No Care Approval when the client has no previous approval records, has been assessed,
but no services or care approvals are recommended because the IAT outcome shows the client
is not eligible for CHSP or SaH based on their assessed needs. This IAT outcome must be
accepted prior to selecting the option.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Use No Change to Existing Care Approvals during a reassessment where the outcome does
not change the client’s existing approvals. This outcome also requires delegate approval. This
option appears if the client has previous approval records.

Follow these steps to add No Care Approval or No Change to Existing Care Approvals:

1. Select either NO CARE APPROVAL, or NO CHANGE TO EXISTING CARE APPROVALS,
from the Other Recommendations section.

No Care Approval example

SUppor‘f plOn Clnd SeI'VICGS GO TO THE ASSESSMENT

Identified needs Goals & recommendations Decisions Manage services & referrals Associated People Review
IAT Outcome and Classifications

Current assessment type Home Support Assessment
IAT Qutcome: Ineligible for CHSP/SaH

Recommended classification: |neligible for CHSP/SaH

Client concerns and goals
ADD AREA OF CONCERN

No client concerns or goals.

Other recommendations

ADD A GENERAL RECOMMENDATION ADD A SERVICE RECOMMENDATION RECOMMEND A PERIOD OF LINKING SUPPORT RECOMMEND A PERICD OF REABLEMENT ADD NO CARE APPROVAL

There are no service recommendations for this client

No Change to Existing Care Approvals example

Support plan and services

dantified needs EEREREEELTLAEEEREATN Decsions  Manage services & referrals  Asscciated People  Review

IAT Outcome and Classifications

. - Camprehensive Assessmen Exisfing classificalio CHSP
AT Ohitcome CHs®

fad classi s

Client concerns and goals

ADD ARE F CONCERM
Mo chant concams or goals

Other recommendations

ADD & GENERAL RECOMMEMNDATION ADD A SERWVICE RE MMENDATION ADD RECOMMENDED LONG TERM LIVING ARRANGEMEN ADD A CARE TYPE FOR DELEGATE DECISION

RECOMMEND A PE 0 OF REABLEMENT DO NO CHANGE TO EXISTING CARE APPROVALS I

These options are also available directly from a client’s goal. The below image shows an
example of adding No Care Approval in the Client Concerns and Goals section.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Client concerns and goals

Concern:

Mobility within the homa

+ To regain a funcsion (e.g can be physical, cognive or socil)

Mofheation b achieve: 1

T In Progress
Recommendations
Add o s goal:
D0 A GEMERAL RECOMMENDATION OMMEND A PERIOD OF LINKING SUPPORT RECOMMEND A PERIOD OF REABLEMENT
I M EXISTING RECOMMENDATION

2. Optionally, enter your reason or comments in the pop up, then select SAVE TO PLAN.

No Care Approval example

Add no care approval

All fields marked with an asterisk (*) are required.

Reason or comments

4 G

0/255

SAVE TO PLAN CANCEL

No Change to Existing Care Approvals example

Add no change to existing care approvals

Reason or comments

ra
0/255

SAVE TO PLAN CANCEL

3. The recommendation appears in the client's Goals & Recommendations section of the
support plan, along with a success banner “Your recommendation has been added’.

Delegate decision is then required.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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No Care Approval example

Recommend that the client receive 23 July 2026 .(_}:,,:"ﬁ':,

@ No Care Approval
(mot yet in place)
This recommendation requires a delegate decision

Priority for this care type: Low

Recommended by: Oni Traversi (Assessor)  Grand Willow Health

Your recommendation has been added
COMPLETE SUPPORT PLAN RETURM TQ CLIENT \/

No Change to Existing Care Approvals example

Recommend that the client receive 23 July 2026 .i};,,:"ﬁ':,

@ No Change to Existing Care Approvals
(not yet in place)
This recommendation requires a delegate decision

Priority for this care type: Low
Recommended by: Obi Traversi (Assessor)  Grand Willow Health

COMPLETE SUPPORT PLAN RETURMN TO CLIENT \/ Your recommendation has been added

I  CHSP, MPSP or NATSIFAC in the support plan

If a client already has a CHSP, MPSP or NATSIFAC recommendation (including CHSP
services added as ‘urgent’) in their support plan, assessors can complete the client’s
support plan for a Comprehensive assessment, without needing to add the following
recommendations:

e Add a care type for delegate decision, or
e No care approval, or
o No change to existing care approvals.

Otherwise, an error message will appear:

No Care Approval' or ‘Mo Change to Existing Care Approvals' cannot be added when CHSP/MPS/NATSIFAC service

has been recommended.

Period of Linking Support

Select RECOMMEND A PERIOD OF LINKING SUPPORT. In the pop-up box that will display,
enter the start date for the period of linking support and the recommended end date, and select
the reason for recommending linking support from the drop-down menu. Include any relevant
comments and linking to any goals where applicable. Select RECOMMEND saving to the client's
support plan.

During a period of linking support, extension requests for Transition Care and Residential Respite
Care services can be requested and granted. Further information regarding linking support is
available in the My Aged Care Assessment Manual.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Recommend a period of linking support

All fields marked with an asterisk (*) are required.
What is linking support ®

Start date *
25/08/2018

@

Recommended end date *

(e.0. da/mmAyyy)

Reason for linking support period *

Short term assistance to access aged care services

@

[<]

Comments

07500
Associated goals

To be mobile enough to enjoy gardening and outdoor activities again.
[ To get eyes checked and new prescription glasses.

UNLINK THIS RECOMMENDATION FROM ALL GOALS

RECOMMEND | CANCEL

Period of Reablement

Select RECOMMEND A PERIOD OF REABLEMENT. When a pop-up box is displayed, enter the
start date for the period of reablement and the recommended end date, and select the reason for
recommending reablement from the drop-down menu. Enter any relevant comments and linking
to any goals where applicable. Select RECOMMEND saving to the clients support plan.

During a period of reablement, extensions requests for Transition Care and Residential Respite
Care services can be requested and granted.

Further information regarding reablement is available in the My Aged Care Assessment Manual.

Recommend a pernod of reablement

All nelds marked with an astensk () are required.

- Py
What is reablement |\?/|

Start date *

09/022023 I

RecommendedEndDate: *

28022023 E) |

Reason for reablement period *

To supporting independence through assessment for appropriate aids and equipment -

Comments

Comments go here

P
16 / 500

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Care type for Delegate decision

1. Select ADD A CARE TYPE FOR DELEGATE DECISION. This can be done either as part of
a goal, or separately.

ADDING A CARE TYPE AS PART OF A GOAL

(+*) Goal: To be able to perform their household tasks

Most relevant domain that goal area relates to
« Physical function
+ Home and personal safety

Client’s current strengths and abilities in relation to this goal
Able to move so can perform some duties

Client’s current areas of difficulty or activities where the client needs support in order to achieve this goal
Issue with physical health

Focus of the goal for the client:

« To regain a function (e.g. can be physical, cognitive or social)
« To receive care for a lost or declining function (e.g. can be physical, cognitive or social)

Motivation to achieve: 8
Status In Progress
Recommendations

Add to this goal:

ADD A GENERAL RECOMM

ADDING A CARE TYPE SEPARATELY

Client concerns and goals

ADD AREA OF CONCERN

Concern: Unable to perform certain household duties

ADD A GOAI

(") Goal: To be able to perform their household tasks

Other recommendations

ADD A GENERAL RECOMMENDATION ADD A SERVICE RECOMMENDATION ADD AN ASSISTIVE TECHNOLOGY ADD A HOME MODIFICATION ADD RECOMMENDED LONG TERM LIVIl

I ADD A CARE TYPE FOR DELEGATE DECISION I ADD "NO CARE TYPE UNDER THE ACT RECOMMEND A PERIOD OF LINKING SUPPORT RECOMMEND A PERIOD OF REABLEMENT

2. Atthe pop-up, select which care type applies, enter the reason and comments, if necessary,
then select SAVE TO PLAN. The care types available are: Residential permanent,
Residential respite care, and Transition Care.

Add care type for delegate decision

All fields marked with an asterisk (*) are required.

Which care type applies? *
Select one

Select one

MNo Care Approval
Residential Permanent

Residential Respite Care
ransition Care

01255

SAVE TO PLAN CANCEL

| Ifaclientis under the age of 65, several additional entry fields will appear to document
their exceptional circumstances.

3. Once the required care type is selected, the pop-up screen will expand asking for further

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799

OFFICIAL


http://www.myagedcare.gov.au/

OFFICIAL

information. The assessor will be prompted to select the priority or urgency of the selected
care type.

Add care type for delegate decision

All fields marked with an asterisk (*) are required.

Which care type applies? *

Residential Permanent -
[_] Shared room + ensuite [] Shared room + no bathroom or ensuite [J shared room + shared bathroom

[ Single room + ensuite [ Single room + no bathroom or ensuite [J Single room + shared bathroom

If time-limited, when does the approval stop (optional):

(e.g. dd/mm.fryyy!

What s the urgency of tis care type? * (7)) -

Is this emergency care?
O Yes @ No

Reason or comments

P E

SAVE TO PLAN CANCEL

For Residential Permanent and Residential Respite Care, urgency is used.

For Residential Permanent the field is editable and needs to be selected. For Residential
Respite Care the field will default to High and cannot be edited.

The Aged Care Assessment manual provides guidance on selecting level of urgency.

For Residential Respite Care, ensure that the DEMMI checkbox is ticked, and a valid reason
is entered as shown in the following image.

@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Add care type for delegate decision

All fields marked with an asterisk (*) are required

Which care type apphes? *

Residential Respite Care

If time-limited, when does the approval stop (optional

®
(e.g. dd/mm/yyyy

©)

Is this emergency care?
D Yes ® No

Reason or comments

T
| was unable to undertake a modified DEMMI on this client at this assessment and | am required to enter my ‘unable to complete’ reason in the text box

below. | 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. *

Reason DEMMI not completed *

Client has not received a modified DEMMI previously|

51 /500

SAVE TO PLAN CANCEL

4. Select SAVE TO PLAN.

| Ifaclient's home address is not recorded, you will receive a warning message to update the

address while performing the above step.

Add care type for delegate decision

manually capture the MMM classification. You can proceed with a residential aged care recommendation without

capturing a client's home address. However, the home address and MMM classification will not be used to determine the
client's priority category.

Please update the client record to record a home address. If the home address I1s not recorded you will be unable to

All fields marked with an asterisk () are required

Which care type applies? *
Residential Respite Care

If time-limited, when does the approval stop (optional)

(e.g. ddfmmdyyyy)

What is the urgency of this care type? * (2)
High

Is this emergency care?

O Yes @ No

SAVE TO PLAN CANCEL

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Support at Home Recommendations

Adding Home Support services

Once the clinical assessor has accepted the Support at Home classification, the assessor will be
prompted to add Home Support services for the client. For each service that is recommended for
the client, you will need to tick the tick box, enter a frequency and an intensity.

| Ifthe assessor does not select a service, the Support at Home service provider will not be
permitted to provide the service to the client, which may result in a Support Plan Review to
add the service to the Support at Home classification.

When assessing for Support at Home, the Support Plan allows assessors to select all
relevant service types when making a recommendation. This minimises the number of
Support Plan Reviews raised. The only exception is Allied Health and Therapeutic Services
for Independent Living, which must be selected manually based on identified goals.

& Home | Assessments | Assessment | Bart SAMPSON support plan and services

Master Bart SAMPSON

Mato, 51 years old, 1 March 1944, AC01234567

Add Home Support services

All fields marked vath an asterisk ( * ) must be completed before submission

Recommended that the client receive:  SaH Classification §
Classfication Type: Ongoing

Please select services within each service type*

Home or community general respite

Service
[ (e . e

& Flexibie respile 3 Days per week v

Nutrition

Service Frequency Intensity

Nutrition supports 2 Time(s) per day v

Therapeutic services for independent living

Service Frequency Intensity

~

) Arttherapy.

The assessor should review all recommended services to ensure that all the services that are
required are either selected or deselected. Then, select the SAVE TO PLAN button.

@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Assessor Portal

& Home | Assessments | Assessment | Bart SAMPSON support plan and services

Master Bart SAMPSON

Male, 81 prars old, 1 March 1944, ACH 234567

0 Social wok v &
£ speech patholagy o
7] Physiotherapy A
0 Psycaoiogy X
O Music therapy .
Diet or nutrition 3
O Asied heaith assistance b2
() Aborginal or Torree Strat Islander Health Practifoner acsetance v
[ Abonginai or Torres Strat Islander Health Vorker assistarce ot
O Exercise physiology -2
[ Occupational terapy v
[ Courselling or psychotherapy X

Once saved to the plan you will be redirected to the Goals & recommendations tab with a
banner stating that the creation of the services to display will take up to 60 seconds to show.

Supporl' plcn Qnd ser\nces GO TOTHEASSESSMENT || FLAG ASEND OF LFE || PRINT COPY OF SUPFORT FLAN

Identified needs Goals & recommendations Decisions Manage services & referrals Associated People Review

.
1 Your request is being processed and may take up to 60 seconds. Once processing finishes you will see the services updated on the screen.

Once expanded, the assessor will be able to view the Support at Home service
recommendation/s. Select the View (magnifying glass) icon to view them in detail.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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~—, Recommend that the client receive & May 202 (#)

“” Home Support

(not yet in place)

This recommendation requires a delegate decision

Classification: SaH Classification 5

Classification type: OCngoing

Home Support services: Home or community general respite: Community and centre- I@J
based respite, Flexible respite -
Nutrition: Nutrifion supports
Domestic assistance: General house cleaning. Laundry services,
Shopping assistance
Home maintenance and repairs: Assistance with home
maintenance and repairs, Expenses for home maintenance and
repairs. Gardening
Meals: Meal delivery, Meal preparation
Social support and community engagement: Group social
support
Transport: Direct fransport. Indirect fransport
Care management: Home support care management
Personal care: Assistance with self-administration of medications,
Assistance with self-care and activities of daily living, Continence
management (non-clinical)

Nursing care: Enrolled nurse clinical care, Nursing assistant
clinical care. Nursing care consumables, Registered nurse clinical
care

Allied health and therapy: Diet or nutrifion

Recommended by: Brenna Hale (Assessor) Sunrise Assessmenis - ACA-VIC 3

COMPLETE SUPPORT PLAN RETURN TO CLIENT

The detailed view shows the recommended service with frequency.

Show more by using the expand buttons.

To return, select the CLOSE button.

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Home support services
Classification: SaH Classification 5 Classification Type: Ongoing =
Ilied health and therapy
« Diet or nutrition: recommended frequency is 3 days per month.
(>*) Care management
« Home support care management:

i

.. () Domestic assistance

*  ()Home maintenance and repairs

T

. (>)Home or community general respite
i

g « Community and centre-based respite: recommended frequency is 2 days per month.

< « Flexible respite: recommended frequency is 3 days per week.

al

G

M

k(<) Meals
Ig: (*yNursing care

al 3

he (<) Nutrition N
n

i =
:
e

Once the assessor has completed all the required changes, select the COMPLETE SUPPORT
PLAN REVIEW.

Viewing Recommended SaH services

1. To view details and the statuses of a client's services recommended under their Support at
Home classifications, navigate to OTHER RECOMMENDATIONS under the GOALS AND
RECOMMENDATIONS tab. Select the expand icon next to the service, and then select the
blue magnifier (View) icon.

Other recommendations |

5 Recommend that the client receive 3 May 2025
| ] .

2/ Equipment and products

) Recommend that the client receive 2 May 2025
(%)

~/ IHome Support

(not yet in place)

This recommendation requires a delegate decision

Classification: SaH Classification 4

Classification type: Ongoing

Home Support services:  Home or community general respite: Community and centre-based respite, Flexible respite (‘-‘l}
Nutrition: Nufrition supports -

Domestic assistance: General house cleaning, Laundry services, Shopping assistance

Home maintenance and repairs: Assist with home it and repairs, Expenses for home maintenance and repairs,
Gardening

Meals: Meal delivery, Meal preparation

Social support and community engagement: Accompanied activities, Assistance to maintain personal affairs, Cultural support,
Digital education and support, Expenses to maintain personal affairs, Group social support, Individual social support

Transport: Direct transport, Indirect transport

Care management: Home support care management
Personal care: Assist i
management (non-clinical)
Nursing care: Enrolled nurse clinical care, Nursing assistant clinical care, Nursing care censumables, Registered nurse clinical care
Allied health and therapy: Diet or nutrition

with self- istration of ications, Assist with self-care and acfivities of daily living, Confinence

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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A Pop-up screen will open listing all the services recommended.

Home support services

Classification:  SaH Classification 4 Classification Type: Ongoing

(") Allied health and therapy

(«") Care management

(+") Domestic assistance

(") Home maintenance and repairs

(+"y Home or community general respite

() Meals

(«*)Nursing care

(<%) Nutrition

(+") Personal care

(+") Social support and community engagement

(«") Transport

2. Select the expand card icon to view the details and statuses of all the services associated.

Home support services

Classification:  SaH Classification 4 Classification Type: Ongoing

(<) Allied health and therapy

(%) Care management

(>*) Domestic assistance

+ General house cleaning:
@ Agreed

« Laundry services:
[ ] Agreed

« Shopping assistance:
. Agreed

(Y) Home maintenance and repairs

(") Home or community general respite

@eals

« Meal delivery: Linked to goal: Ability to cook
® Aoreed 1

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799

OFFICIAL


http://www.myagedcare.gov.au/

®

OFFICIAL

Assistive technology and Home modifications (AT-HM) Recommendations

This section outlines how to view, add and edit services offered under the Assistive technology
and Home modifications (AT-HM) Services.

Adding a Home modification Recommendation

I When considering adding/editing Home modifications care recommendations, refer to:

e Support Plan section of My Aged Care — Integrated Assessment Tool (IAT) User
Guide

e Approving AT and HM under Support at Home and Approving AT and HM under
CHSP sections under Chapter 8 of the My Aged Care Assessment Manual

e AT-HM Scheme Guidelines on support plan or support plan reviews for AT-HM.
Assessment operation managers have access to the AT-HM tier guide document on
the assessor SharePoint site. Operation managers can download and provide the
template to assessors.

e Assessor workforce training.

If the client’s IAT outcome is of any Support at Home Classification, the assessor can add a
Home modification recommendation during the assessment.

1. Go to the client's GOALS AND RECOMMENDATIONS tab within the Support Plan and
Services screen.

If AT/HM Short-term was selected as an Other Consideration during the IAT, then there will
be an information message reminding you to ‘please consider the identified needs captured
in the Other Considerations section when making an AT or HM funding tier recommendation’.

Support plan and services

GO TO THE ASESSMENT FLAG AS END OF LIFE COMPREHENSIVE ASSESSMENT B MAY 2025 PRINT COPY OF SUPPORT PLAN

LT R EN  Goals & recommendations Decisions Manage services & referrals Associated People Raview

s
] Flessa considar the ented needs captured In the oiher conskdaralions saction whan making an AT ar HM funding tir recamenendation

IAT Outcome and Classifications

Gomprehansive Assessment
SaH Classification 3

on; 5aH Classification 3 | #

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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2. Scroll to the OTHER RECOMMENDATIONS section. Select ADD A HOME MODIFICATION.

services

entified needs| Decisions Manage services & referrals Associated People Review

IAT Outcome and Classifications

Current aszessment type: Comprehensive Assessment

IAT Outcome: SaH Classification 1

Recommended classification: ificati (#)
SaH Classification 4 &) . Agreed
AT Medium

Override reason: Higher level service needs

Override reason description.  Require higher level of care

Client concerns and goals

ADD AREA OF CONCERM

Mo client concerns or goals.

Other recommendations

ADD A GENERAL RECOMMENDATION ADD A SERVICE RECOMMENDATION ADD AN ASSISTIVE TECHNOLOGY ADD A HOME MODIFICATION ADD RECOMMENI
RECOMMEND A PERIOD OF LINKING SUPPORT RECOMMEND A PERIOD OF REABLEMENT

3. The Add Home modifications recommendation screen will display.

Select the relevant Home modification Tier from the drop down. (available tiers are HM Low,
HM Medium, HM High). The SERVICE TYPE/s will then be pre-filled. At this stage you can
link goals by selecting the Edit button next to ‘Linked Goals’.

For the next question ‘The client’s preference for seeking Home modifications services
through the Support at Home program is’; select Seeking services.

Then, Select SAVE TO PLAN.

Add Home modifications recommendation

All fields marked with an asterisk () are required

Home modiicatons ter *
HM Medium -

tion products Linked goals ()
n and clinical support Linked goals (#)

The client's preference for seeking Home modifications services through the Support at Home program is:*
(® Seeking services Mot seeking services

4. The Home modification recommendation will then display on the client's GOALS AND
RECOMMENDATION tab under the OTHER RECOMMENDATIONS section.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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B Support plan and services

jentified need: Goals & recommendations i Manage services & referrals Associated People Review

IAT Outcome and Classifications

Current type: o

IAT Outcome: SaH Classification 1

R i © SaH Classificati 4@.Agreeu
AT Medium
HM Medium

Override reason: Higher level service needs

Override reason description:  Require higher level of care

Client concerns and goals
ADD AREA OF CONCERN

No client concerns or goals

Other recommendations

ADD A GENERAL RECOMMENDATION ADD A SERVICE RECOMMENDATION ADD AN ASSISTIVE TECHNOLOGY ADD RECOMMENDED LONG TERM LIVING ARRANGEMENT ADD A CARE TYPE FOR DELEGATE DECISION ADDNO G

RECOMMEND A PERIOD OF REABLEMENT

~» Recommend that the client receive

) Home Support

7 May 2025 @ @ Recnmmennthat_the di%ntrenewe
'/ Home Modifications

. Recommend that the client receive

Viewing Home modification Service Recommendation

1. To view the details of the Home modification Service, select the blue expand (pencil) icon
next to the Home modification service under the OTHER RECOMMENDATIONS section.

B Support plan and services

lentified need: Goals & recommendations Decisions Manage services & referrals Associated People Review

IAT Outcome and Classifications

Current assessment type: Comprehensive Assessment

IAT Outcome: 8aH Classification 1

Recommended classification: SaH Classification 4 @ @ Agreed
AT Medium
HM Medium

Override reason Higher level service needs

Override reason description Require higher level of care

Client concerns and goals
ADD AREA OF CONCERN

No client concerns or goals.

Other recommendations

ADD A GENERAL RECOMMENDATION ADD A SERVICE RECOMMENDATION ADD AN ASSISTIVE TECHNOLOGY ADD RECOMMENDED LONG TERM LIVING ARRANGEMENT ADD A CARE TYPE FOR DELEGATE [

RECOMMEND A PERIOD OF REABLEMENT

. Recommend that the client receive 7 May 2025 () s | Recommend that the client receive
@ Y@ ificati
Home Support Home Modifications

2. Details about the recommended Home modification Service will be displayed.

Fa -'hl Recommend that the chent recehe

Y2 Home Modifications
[mot yel in place)

This recommendation requires a delegate decision

Home Modification Ter HM Medum

Classification type Short-lerm

Home Moddication services. Home adjustments: Home modification products, Home modifications prescnption and clinical suppor
Recommended by UAT.Ford UAT Lovedl (Assessor) Sunnse Assessments - ACA-VIC 3

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Editing Home modification Recommendation

1. To edit a Home modification recommendation, select the blue pencil (edit) icon on the top
right hand corner of the Home modification service.

[Other recommendations |

. Recommend that the client receive 7 May 2025 () 5 Recommend that the client receive 7 May 2025 j
“/ Home Support “/ Home Madifications

2. The Editing Home modifications recommendation page displays. Apply the required changes
and select SAVE TO PLAN.

Editing Home modifications recommendation

A To allocate a new tier at the same tier level, select button ‘Allocate new tier'. To change tiers or update linked goals for ney

All fields marked with an asterisk (*) are required.

Home modifications tier *
HM Medium -

Service Type *
Home modification products Linked goals @’}
Home modifications prescription and clinical support Linked goals C,;’:.

SAVE TO PLAN CANCEL

Adding an Assistive technology Recommendation

I  When considering adding/editing Assistive technology care recommendations, refer to:

o  Support Plan section of My Aged Care — Integrated Assessment Tool (IAT) User
Guide

e Approving AT and HM under Support at Home and Approving AT and HM under
CHSP sections under Chapter 8 of the My Aged Care Assessment Manual

e AT-HM Scheme Guidelines on support plan or support plan reviews for AT-HM.
Assessment operation managers have access to the AT-HM tier guide document on
the assessor SharePoint site. Operation managers can download and provide the
template to assessors.

e Assessor workforce training.

If the client’s IAT outcome is of any Support at Home Classification, the assessor can add an
Assistive technology recommendation during the assessment.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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1. Go to the client's GOALS AND RECOMMENDATIONS tab within the Support Plan and
Services screen.

If AT/HM Short-term was selected as an Other Consideration during the IAT, then there will
be an information message reminding you to ‘please consider the identified needs captured
in the Other Considerations section when making an AT or HM funding tier recommendation’.

Support plan and services

GO TO THE ASESSMENT FLAG AS END OF LIFE COMPREHENSIVE ASSESSMENT B MAY 2025 PRINT COPY OF SUPPORT PLAN

LT R EN  Goals & recommendations Decisions Manage services & reforrals Associated People Reviaw

]  Fieasa consdar tha identfied nasds caphirad In the othar considarations saclion whan making an AT ar HM funding fiar racommandation

IAT Outcome and Classifications

Cument asseasmant e Comprahansive Assessment
1AT outcome: Sak Classilication 3
Recommendad dassficston:  SaH Classification 3 [#

There may be other information messages to help you make an Assistive technology
recommendation:

=
1 Tha cllerl may b sublinbk far Assistiva lsdhnalogy - Ongalng delvensd through Suppont at Hama, This can be added as 8 recommendition through e balew buttons

2. Scroll to the OTHER RECOMMENDATIONS section.
Select ADD AN ASSISTIVE TECHNOLOGY.

Identified needs Decisions Manage services & referrals Associated People Review
IAT Outcome and Classifications

Current nt type Compreh

IAT Outcome: SaH Classification 1

R ded classification:  SaH Classification 4 @ ® Agreed
AT Medium
HM Medium

Qverride reason Higher level service needs

Qverride reason description:  Require higher level of care

Client concerns and goals

ADD AREA OF CONCERN

Concern: Unable to perform certain household duties

ADD A GOAL

() Goal: To be able to perform their household tasks

Other recommendations

ADD A GENERAL RECOMMENDATION ADD A SERVICE RECOMMENDATION ADD AN ASSISTIVE TECHNOLOGY ADD RECOMMENDED LONG TERM LIVING ARRANGEMENT ADD A CARE TYPE FOR DELEGATE DECISI|

RECOMMEND A PERIOD OF LINKING SUPPORT RECOMMEND A PERIOD OF REABLEMENT

3. The Add Assistive technology recommendation screen displays. Select the relevant
Classification Type (ongoing or short-term) and the Specified Needs (assistance dogs) or the
Assistive technology tier (AT low, AT medium or AT high) from the drop-downs.

Depending on what was chosen (and the client’s classification), some service types become
automatically filled in and pre-selected.

For the next question ‘The client’s preference for seeking Home modifications services
through the Support at Home program is’; select Seeking services.

Select SAVE TO PLAN.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799

OFFICIAL


http://www.myagedcare.gov.au/

®

OFFICIAL

|  Services don't display the Linked goals if the service recommendations are from a
previous assessment.

Add AT recommendation - Ongoing Assistance Dogs

A Home | Assessments | John KK READ | John KK READ support plan and services | Assistive technoiogy
Add Assistive technology recommendation

i The chent's preference for soekang Assistive 1echnology services defermines whether they ane in the AT-HM Priornty System

All fielcs marked with an astensk (*) are required
Clawsficaton type *

Ongoing s

Spected neecs *

Speciied needs - Assistance Dogs -

Linked goais [/
Linked goals [/
Linked goals
Linked goals [/
Linked goais |/
Linked goals [/
The chent's preference 1or seeking Assislive lechnology sefvices through the Support at Home program ks *
e Seeking services Not seekng services
Add AT recommendation - Short Term, Medium Tier
Add Assistive technology recommendation
i The client's preference for seeking Assistive technology services determines whether they are active in the AT-HM Priority System.

All fields marked with an asterisk {*) are required.

Classfication type *

Short-term -

Assisfive technology fier *
AT Medium -

Servics Type*

Assistive technology prescription and clinical
support

Communication and information management
products

Domestic life products
Managing body functions
Mobility products

Self-care products

The client's preference for seeking Assistive technology services through the Support at Home program is:*
® Seeking services () Not seeking services

SAVE TO PLAN CAMCEL

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Viewing Assistive technology Service recommendation

1. Once the Assistive technology recommendation is added, the changes will be displayed on
the Client's GOALS AND RECOMMENDATIONS tab under the OTHER
RECOMMENDATIONS section.

E: Suppoi I p|c1 N c:na services
Identified needs Decisions. Manage services & referrals Associated People Review

IAT Outcome and Classifications

Client concerns and goals

ADD AREA OF COMNCERMN

Concern: Unable to performn certain household duties

ADD A GOAL

(«©) Goal: To be able to perform their household tasks

Other recommendations

ADD A GEMERAL RECOMMENMDATION ADD A SERVICE RECOMMEMNDATION ADD AN ASSISTIVE TECHNOLOGY ADD RECON

RECOMMEND A PERIOD OF LINKING SUPPORT RECOMMEND A PERIOD OF REAELEMENT

Recommend that the client receive

&) Home Support

Recommend that the client receive

&) Assistive Technology

2. To view the Assistive technology Services recommended, select the blue Expand icon next to
ASSISTIVE TECHNOLOGY.

Other recommendations

ADD A GENERAL RECOMMENDATION ADD A SERVICE RECOMMENDATION ADD AN ASSISTIVE TECHNOLOGY ADD RECOMMENDED LONG TERM

RECOMMEND A PERIOD OF LINKING SUPPORT RECOMMEND A PERIOD OF REABLEMENT

@ Recommend that the client receive 7 May 2025 @
Home Support

@ ecommend that the client receive 22 April 2025 @
ssistive Technology

\not yetin place)

This recommendation requires a delegate decision

Assistive Technology Tier: AT Medium
Classification type: Short-term

®

Assistive Technology services: Equipment and products: Assistive technology prescription and clinical support, Communication and information
management products, Domestic life products, Managing body functions, Mobility products, Self-care products

Recommended by: UAT Ford UAT Lovell (Assessor) Sunrise Assessments - ACA - VIC 3

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Editing Assistive technology Recommendation

1. To edit an Assistive technology recommendation, select the blue Edit (pencil) icon on the
top right hand corner of the Assistive technology service.

Other recommendations

ADD A GENERAL RECOMMENDATION ADD A SERVICE RECOMMENDATION ADD RECOMMENDED LONG TERM LIVING ARRANGEMENT ADD ACARE T

RECOMMEND A PERIOD OF REABLEMENT

@ Recommend that the client receive 7 May 2025

Home Support

@ Recommend that the client receive 7 May 2025
Assistive Technology

2. The Editing Assistive technology recommendation page appears. Apply the required changes
and select SAVE TO PLAN.

Editing Assistive technology recommendation

You have report(s) that are ready to be downloaded. To downioad, go to Reports page

A To allocate a new tier at the same tier level, select button ‘Allocate new tier'. To change tiers or update linked goals for new re

All fields marked with an asterisk (*) are required.

Classification type *

Assistive technology tier *

AT High v
Service Type
Assistive technology prescription and clinical support
ommur 1ation management products
omestic life products
Managing body functions
Mobility products
Seif-care products

SAVE TO PLAN CANCEI

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Adding Client Concerns and Goals

1. From the support plan and services page select the Goals & recommendations tab.

Under the Client concerns and goals section, select ADD AREA OF CONCERN.

IVUD YYHITINA VI I\

>ender not specified, 56 years old, 25 August 1968, AC01234567
ol Number 35 1 CELESTE AVENUE CASTLE HILL, NSW, 2154

@ Support plan and services

Identified needs Decisions Manage services & referrals ~ Associated People Review
IAT Outcome and Classifications

Current assessment type: Comprehensive Assessment
IAT Outcome: SaH Classification 7

Recommended classification: SaH Classification 5 (a

Override reason: Lower level service needs
Override reason description:  Change in care needs

Client concerns and goals

ADD AREA OF CONCERN

2. In the pop-up box, record the area of concern, and select SAVE TO PLAN.

>
Add area of concermn

Concern:
All fields marked with an asterisk (*) are required.

What is the area of concam? *

Difficulty with mobility including performing some household tasks such as laundry, preparing meals, cleaning

£
109 /500

SAVE TO PLAN CANCEL

3. The area of concern will appear under the Client concerns and goals section.

Select the Bin icon to delete. Select the Pencil icon to edit.

Client concerns and goals

ADD AREA OF CONCERN

Concern: Difficulty with mobility including performing some household tasks such as laundry, preparing meals, cleaning

4. To add a goal to the concern, select ADD A GOAL.

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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. . No support relationships recorded
R ification”  SaH Classification 5 (#)

Override reason: Lower level service needs

Override reason description:  Change in care needs

Client concerns and goals

ADD AREA OF CONCERN

Concern: Difficulty with mobility including performing some household tasks such as laundry, preparing meals, cleaning

ADD AGOAL

@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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In the pop-up box, enter the goal, record the client’'s motivation to achieve the goal (with 1
being least motivated to 10 being highly motivated), the status of the goal, and select SAVE
TO PLAN.

Add godl

Goal:
All fields marked with an asterisk (*) are required.

‘What is the client's goal? *
To be able to perform household tasks

e

271500
Most relevant domain that goal area relates to?
Physical function [ Cognitive function [ Social support
General health Personal health [ Home and personal safety
[ Other
‘What are the client's current areas of difficulty or activities where the client needs support in order to achieve this goal? *
Difficulty in lifting light to heavy objects, Difficulty with mobility and long time standing
]
93 /500

‘What are the client's current strengths and abilities in relation to this goal? *
Can sit and stand for a limited period of time

4

SAVE TO PLAN CANCEL

This information will appear under the associated area of concern under CLIENT
CONCERNS AND GOALS.

You can edit or remove goals that may no longer be relevant to the client’s situation here, by
selecting the Pencil icon or Rubbish bin icon respectively.

No support relationships recorded

Client concerns and goals

A OF CONCERN

Concern: Difficulty with mobility including performing some household tasks such as laundry, preparing meals, cleaning

| (<) Goal: To be able to perform household tasks

5. Continue to add more concerns and goals by repeating the above step.

I Changing the display order of multiple concerns or goals

When multiple concerns or goals have been added, you are able to change the display
order by using the drop-down box at the right-hand side of the record.

Client concerns and goals

ADD AREA OF CONCERN

Concern: To be more active in everyday life.

ADD A GOAL

() Goal: To go to the gym twice per week. ®@

Concern: Collin's injuries are preventing him from enjoying his usual hobbies, such as gardening.

ADD A GOAL

() Goal: To be mobile enough to enjoy gardening and outdoor activities again. O10)]

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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6. Inthe Goals section, you can add service recommendations that may be relevant to assisting
the client in achieving their goals.

Select the blue expand card icon next to the goal where the service needs to be added and
select the relevant button.

Refer to Adding Recommendations for more information.

) Goal: To be able to perform household tasks

Most relevant domain that goal area relates to

+ Physical function

+ General health

+ Personal health

+ Home and personal safety
Client's current strengths and abilities in relation to this goal
Can sit and stand up without help for somefime

Client’s current areas of difficulty or activities where the client needs support in order to achieve this goal
Difficulty with mobility

Focus of the goal for the client
« Toregain a function (e.g. can be physical, cognitive or social)

Motivation to achieve. 8

Status In Progress

Recommendations

ADD A GENERAL RECOMMENDATION ADD A SERVICE RECOMMENDATION ADD AN ASSISTIVE TECHNOLOGY ADD AHOME MODIFICATION RECOMMEND A PERIOD OF LINKING SUPPORT

RECOMMEND A PERIOD OF REABLEMENT ADD A CARE TYPE FOR DELEGATE DECISION LINK TO AN EXISTING RECOMMENDATION LINK TO THE EXISTING SAH RECOMMENDATIONS

Linking Goals to Existing Support at Home Recommendations

For clients with recommended Support at Home Classifications, the assessor can link their goals
defined in the support plan to the existing Support at Home service recommendations.

1. From the client’s Support plan and services screen, go to the Goals & Recommendations
tab. Then go to the Client concerns and goals section.

@ Support plan and services

Identified needs Goals & recommendations I Decisions Manage services & referrals Associated People Review
IAT Outcome and Classifications

Current assessment type: Comprehensive Assessment
IAT Cutcome: SaH Classification 1

Recommended classification: saH Classification 4 @ ~Agreed

HM Medium
Specified needs - Continence Products

Override reason: Higher level service needs
Override reason description:  Require higher level of care

Client concerns and goals

ADD AREA OF CONCERN

Concern: Difficulty in cooking

ADD A GOAL

(>*) Goal: Ability to cook

2. View the client GOAL by selecting the blue expand card icon.
Then, select the LINK TO THE EXISTING SAH RECOMMENDATIONS button.

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799

OFFICIAL


http://www.myagedcare.gov.au/

OFFICIAL

oal: Ability to cook

Most relevant domain that goal area relates to:

= Physical function
= Social support

= General health

= Personal health

Client's current strengths and abilities in relation to this goal:
Can move and walk

Client's current areas of difficulty or activities where the client needs support in order to achieve this goal:
Lifting objects and cutting vegetables

Focus of the goal for the client:

= To regain a function (e.g. can be physical, cognitive or social)
= To compensate for a declining function {(e.g. can be physical, cognitive or social)
= To receive care for a lost or declining function (e.g. can be physical, cognitive or social)

Motivation to achieve: 6
Status: In Progress

Recommendations

Add to this goal:
ADD A GENERAL RECOMMENDATION ADD A SERVICE RECOMMENDATION ADD AN ASSISTIVE TECHNOLOGY

LINK. TO AN EXISTING RECOMMENDATION I LINK TO THE EXISTING SAH RECOMMEMNDATIONS

3. The Link to the existing SaH recommendations screen displays.
Select a recommendation (classification) from the drop down.
Use the expand icon to expand the service type/s to be linked to this goal.
Then, tick the tickboxes next to the desired service/s.

Finally, select the SAVE TO PLAN button

Link to the existing SaH recommendations

All fields marked with an asterisk (*) are required.

Select a recommendation =
SaH Classification 4 -

I Select the services to be linked to this goal: I

(+*) Care management

(+*) Domestic assistance

(-*)y Home maintenance and repairs

(+*) Home or community general respite

eals

[ Meal delivery
Meal preparation
[ Meal delivery
[ Meal preparation

g Meal delivery]

[] Meal preparation
[ E

SAVE TO PLAN CANCEL

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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4. The linked Support at Home recommendation will be displayed within the relevant client
GOAL section.

(=) Goal: Ability to cook

Most relevant domain that goal area relates to:
Physical function

Social support

General health
Personal health

Client's current strengths and abilities in relation to this goal:
Can mowve and walk

Client's current areas of difficulty or activities where the client needs support in order to achieve this goal:
Lifting objects and cutting vegetables
Focus of the goal for the client:

= To regain a function {e.g. can be physical, cognitive or social)

« To compensate for a declining function (e.g. can be physical, cognitive or social)
= To receive care for a lost or declining function {e.g. can be physical, cognitive or social)

Motivation to achieve: 6

Status: In Progress

upport at Home recommendations:

SaH Classification 4
e Meals: Meal delivery
e Transport: Indirect transport
e Personal care: Assistance with self-care and activities of daily living

Recommendations

dd to this goal:
ADD A GEMNERAL RECOMMENDATION ADD A SERVICE RECOMMEMDATION ADD AN ASSISTIVE TE

LINK. TO THE EXISTING SAH RECOMMENDATIOMNS

Recording Service Frequency and Intensity

Assessors can record the recommended service frequency and intensity for each service they
recommend. This is not mandatory.

An assessor can record information that has been discussed with the client or information
relating to a client’s preference for the intensity of service delivery. This will be provided as a
guide to the service provider who will agree the frequency and intensity of services with the
client.

Where a client does not wish to access a particular service at that point in time, or only requires
infrequent services, you should still create the service recommendation.

The client will be able to access these services at a later date by calling the My Aged Care
contact centre to facilitate the sending of electronic referrals from recommendations created in
their support plan.

Entering specific information about the services required allows the provider and the contact
centre to know whether a service is for a specific purpose only or for an ongoing need.

The information allows the contact centre to decide regarding whether they can make the referral
or need to request a Support Plan Review from the assessment organisation.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Add service recommendation

Adl Tedds marked with an astensk (") are required

Service Type: ® ~|

Priority and dates
Prioty: *
Lo ~|

—
Recommendad senice freguency Ll Recommended senice mtensity

Recommend a start date
O Yes @ No

Recommend a review dale
O Yes @ MNo

Recommend an end date
OvYes & Mo

Responsibility to action
O Assessor O Chent [ Other

Commants

o100

Associated goals
[ To be mobide enough to enjoy gardening and outdoor

o again E To go to the gym twice per week

LU I, THES RIECOMBENDATION FIROM ALL GOALS

l SAVE TO PLAM J CANCEL

Support at Home - Restorative Care Pathway

Overriding to Restorative Care Pathway

Once a client receives an IAT outcome, the assessor can override it to Restorative Care
Pathway.

1. Go to the client’s support plan section and then the Goals & Recommendations tab.

Select OVERRIDE.

@ Supporl' plqn Gnd Services GO TO THE ASSESSMENT FLAG AS END-OF-LIFE PRINT COPY OF SUPPORT PLAN

|dentified needs Goals & recommendations Decisions Manage services & referrals Associated People Review

IAT Outcome and Classifications

Current assessment type:  Comprehensive Assessment
IAT Outcome: SaH Classification 4

ACCEPT OVERRIDE

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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2. The Override IAT Outcome pop up appears. Select ‘Override IAT Outcome To’ as ‘SaH
Restorative Care Pathway’. Select an override reason and enter a description of the reason.
Finally, Select SAVE TO PLAN.

You may receive the below warning message prompting you to add recommended services
again.

! Override |AT outcome

You are changing to a different classification category. Some recommendations may be removed as a result of this
change. This will require the services to be added again.

All fields marked with an asterisk (") are required.

IAT outcome: SaH Classification 4

Classification type:  Ongoing

Orverride LAT outcome to
SaH Restorative Care Pathway -

Classification type: Short term

To override the result, please specify the reason for the override and describe it for the delegate.

Crverride reason *

Has restorative care goals -

Owerride reason description: * @

A
07150

SAVETO PLAN CAMCEL

3. Ifthe original IAT outcome was a Support at Home classification, you will be asked to review
the list of Home Support services. Then, select SAVE TO PLAN.

An information banner may display: ‘Your request is being processed and may take up to 60
seconds. Once processing finishes you will see the services updated on the screen.’

i ‘Your request is being processed and may take up to 60 seconds. Once processing finishes you will see the services updated on the screen.

4. The Goals & Recommendations page displays again. Go back to the IAT Outcome and
Classification heading to view the overridden outcome.

@ Supporl' plon Ond Services GO TO THE ASSESSMENT FLAG AS END-OF-LIFE PRINT COPY OF SUPPORT PLAN

Identified needs Goals & recommendations Decisions Manage services & referrals Associated People Review
IAT Outcome and Classifications Q)

Current assessment typa: Comprehensive Assessment
IAT Outcome: SaH Classification 4
Recommended classification: SaH Restorative Care Pathway

Override reason Has restorative care goals

Override reason description:  Override reason goes here

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799

OFFICIAL


http://www.myagedcare.gov.au/

OFFICIAL

In case of the Support at Home classification, its classification now displays as ‘SaH
Restorative Care Pathway’.

~, Recommend that the client receive ()
=)
— Home support

(not yet in place)

This recommendation requires a delegate decision

Classification: SaH Restorative Care Pathway
Classification type: Short-term

Home support services: Domestic assistance: General house cleaning, [:Q:I
Laundry services, Shopping assistance
Home maintenance and repairs: Assistance
with home maintenance and repairs, Expenses
for home maintenance and repairs, Gardening
Home or community general respite:
Community and centre-based respite, Flexible
respite
Meals: Meal delivery, Meal preparation
Nursing care: Enrolled nurse clinical care,
Mursing assistant clinical care, Nursing care
consumables, Registered nurse clinical care
Nutrition: Nutrition supports

Once the classification or recommendation is accepted, a ‘Add Home Support services’ screen
will open to input all the services within each service type available for the classification, their
frequency and intensity.

This page will display the ‘Home support restorative care management’ service chosen as default
(greyed out).

Restorative care management

Service Frequency Intensity

Home support restorative care management v

Editing IAT Outcome to Restorative Care Pathway
To edit an existing IAT Outcome to the Restorative Care Pathway:

1. Go to the client’s support plan via the client record, Current Assessments or Recent
Assessments tab.

2. Inthe client’'s Goals & Recommendations tab, select ‘Edit Classification’.
3. The ‘Edit recommended classification’ pop up appears.

4. In the ‘Override IAT outcome to’ drop down, select ‘SaH Restorative Care Pathway’. An
information banner appears reminding you that adding the RCP will automatically include the
AT Medium and the HM Medium classifications as well, and that you can edit or remove
these recommendations if required.

5. Inthe ‘Override reason’ drop down, select from the following:
e Has restorative care goals
e Delay/Prevent ongoing services
e Needs early intervention care

e Other.

@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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6. You must enter an explanation for the edit in the ‘Override reason description’ text box.
Finally, select ‘Save to Plan’.

Edit recommended classification

2 Adding SaH Restorative Care Pathway automatically includes AT Medium and HM Medium. You can edit or remove
these recommendations if needed.

All fields marked with an asterisk(*) are required.

IAT outcome: SaH Classification 3
Recommended Classification:  SaH Classification 4

Classification type: Ongoing

New recommended classification *

SaH Restorative Care Pathway -

Classification type: Short-term

To override the result, please specify the reason for the override and describe it for the delegate.

Override reason *
Other -

Please select...

Has restorative care goals
Delay/prevent ongoing services
Needs early intervention care
Other

i i IGY
Override reason description * (? )

0/150

SAVE TO PLAN

Recommending Second Unit of Restorative Care Pathway

If the client has an approved and active Support at Home (SaH) Restorative Care Pathway on
the Support Plan, a second unit of Restorative Care Pathway can be requested for a client within
sixteen weeks since the commencement of the Restorative Care Pathway (first unit).

Upon delegate approval of the second unit, a new Restorative Care Pathway approval will be
created with an approval start date set to the date on which the delegate approved, and the
approval end date is set to the same approval end date of the first unit.

| Before recommending or approving a second unit of RCP, confirm that the client has
commenced services under their first unit of RCP.

Do not approve a second unit of RCP if the client has not commenced their first RCP unit.

Once the second unit is added, the assessor can revert their decision and remove it.

1. Go to the Support Plan and Services section, then to the Goals & Recommendations tab.
The Existing classification under the IAT Outcome and Classifications heading should be
‘SaH Restorative Care Pathway’.

Then, select ADD SECOND UNIT OF RESTORATIVE CARE PATHWAY.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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I
(™ Support plan and services

IR N

Dociaois  MANSQE SENACES & ielemals  Assooialed Peopls | Risvew

IAT Outcome and Classifications
Cureal pasiasen] e COFMIERENSIVE ASSESment Exribg csasamiemen SaHl Restomtive Care Pathoway

Client concerns and goals

e chienl ooncerns of poals

Other recommendations

\/ You harve successiuly staied his Support Fian Review This Review & now assgned o you

?) Home Support _
2. Once the ADD SECOND UNIT OF RESTORATIVE CARE PATHWAY button is selected, a

new window will open with ADD SECOND UNIT button to confirm the selection. Selecting
the button will then facilitate prompts to generate the RCP — Approval of 2" unit of funding.

‘

Add second unit of Restorative Care Pathway

The 20000 Snang Wil De 30064 10 1he Chent's exning 530! Resiocatve Cane Patdway epmode The CRet Can Uilse Twi 300000 endng
and any Of Thew rerrdoning Anang Uit The end of Bew Reliratve Care Catwiary epad

Sart Cunaicancn 3

1 D |

3. The assessor has the option to revert their decision to recommend a second unit of
restorative care pathway if the circumstances change by selecting the REMOVE SECOND
UNIT OF RESTORATIVE CARE button.

3 Support plan and services
ol (] P m DeCmnerm ‘e eivices B ivieirah Ao iaed Feipee e

IAT Outcome and Classifications

2T ARSCSUTETY T TR R MR A SRCS S Y Ewtning cassfication S Resg

AT Ui Sah i Ulaaaihl a3

_w' ‘r

Client concemns and goals

MO ol W ConcErTe oF Qo

Other recommendations

) He oo™

LR AP SURLRAT FOd2 UL EGATE [ OSSR e [l vf Sanwowafuty sdoed s ond o of Resionive Cen Paireey

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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4. Select Remove at the confirmation pop up.

Remove second unit of Restorative Care Pathway

Remove second unit of Restorative Care Pathway for Sergio MAY.

REMOVE CANCE

End-of-Life Pathway

This section discusses how to edit and override IAT results to include the End-of-Life (EoL)
pathway. For clients starting a new Support Plan Review for services following an EoL episode,

please refer to the corresponding section of Support Plan Reviews.

I Any prospective End of Life pathway clients must be flagged as End-of-life and have their
EoL form validated as per current process described in the Assessment Manual.

This can be done during the client's assessment, in the client record, or in the support plan

during Support Plan Review.

Rosie COTSWOLD

Female, 81 years old, 14 March 1945
Requested by

Assessor

Centacare - ACA - Cabool - QLD

Contact:
Aifrica Green

africagreen@tesiuat.au

Reguest submitted by:  Africa Green
Client last assessed by: Africa Green

Request dates
Date requested. 19 December 2025
Date started: 19 December 2025

2026

Reason for request
Client's change in circumstances:
Review Restorative Care

Impact on chent's change needs:
Review of services needed

Finalised Support Plan Review due by 3 January

VIEW FULL CLIENT RECORD WIEW ALL CLIENT NOTES & VIEW CLIENT REPORT

CONTINUE SUPPORT FLAN REVIEW FLAG AS END-OF-LIFE I

@ Support plan and services

FLAG AS END-OF-LIFE

Identified needs Goals & recommendations Decisions Manage services & referrals Associated People Review

PRINT COPY OF SUPPORT PLAN

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Validating the End-of-Life Form

Assessment delegates are responsible for verifying the completion of the End-of-Life Pathway
form in the older person’s record when the End-of-Life Pathway has been flagged in the My Aged
Care assessor portal. Reviewing the form will involve:

e Checking the individual’s details to ensure they match the record in the portal.
e Verifying the completion of all areas of the Medical Assessment section to confirm:
1. The individual has a prognosis of a life expectancy of three months or less, and
2. An Australian-modified Karnofsky Performance Status (AKPS) score of 40 or less.
3. The medical practitioner or nurse practitioner has completed and signed the form.
An individual will not be eligible for approval for the End-of-Life Pathway if the required criteria
outlined in the medical assessment section are not met.
Overriding to End-of-Life Pathway

To override an existing IAT Outcome to the End-of-life Pathway, the client needs to be flagged as
EoL first.

1. Go to the client’s support plan. This can be done by searching for the client, or going to the
Plans tab of their client record and then selecting SUPPORT PLAN.

2. Go to the Goals & Recommendations tab of the support plan, and then select the
OVERRIDE TO END-OF-LIFE button. or the Edit Classification button.

Supporf p|on and services PRINT COPY OF SUPPORT PLAN

Identified needs Goals & recommendations Decisions Manage services & referrals Associated People Review
IAT Outcome and Classifications @

Current assessment type:  Comprehensive Assessment Existing classification: SaH Restorative Care Pathway
IAT Qutcome: SaH Classification 2 SaH Restorative Care Pathway (Second Unit)

SaH Classification 2 {Pending allocation)

OVERRIDE TO END-OF-LIFE

3. The Override IAT Outcome pop up appears. An information banner appears to let you know
that ending the EoL Pathway will automatically add the AT Medium classification into the
client’s support plan.

You can edit or remove this recommendation if required. However, any Home modifications
changes will be removed when overriding to EoL.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Overide to End-of-Life Pathway

*  Adding SaH End-of-Life Pathway automatically includes AT Medium. You can edit or remove this recommendation if

1 needed.

End-of-Life Pathway and Home modifications cannot be recommended together, if any Home modifications changes
have been made it will be removed when overriding.

All fields marked with an asterisk (*) are required.

Existing Classification: SaH Classification 2
Classification type: Ongoing

Owerride existing classification to *
SaH Fnd-of-l ife Path

Classification type: Short term

To override the result, please specify the reason for the override and describe it for the delegate.

Override reason * -

QOverride reason description: * @

4
07150 w»

OVERRIDE CANCEL

4. Select the Override reason from the drop down, and enter a description underneath the drop
down. Then, select OVERRIDE.

Higher level service needs
Lower level service needs
Other Aged Care Program/s

Mo Care Approval
IR ET

Cryerride reason *

Higher level service needs -

Orverride reason description: * @
Override reason description here

4
321150

Crverride reason *
Plzase select .. -
Please select ..
¥
v

OVERRIDE CANCEL

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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5. Ifthe override is accepted, the client’'s IAT Outcome and Classifications section will show
“SaH End-of-Life Pathway”, the override reason and the override reason description.

If applicable, REVERT buttons to the client’s previous classification/s may appear.

Supporl' plon Ond Services PRINT COPY OF SUPPORT PLAN

Identified needs Goals & recommendations Decisions Manage services & referrals Associated People Review
IAT Outcome and Classifications (D)

Current assessment type: Comprehensive Assessment Existing classification: SaH Restorative Care Pathway
IAT Outcome: SaH Classification 2 SaH Restorative Care Pathway (Second Unit)
Recommended classification: SaH End-of-Life Pathway SaH Classification 2 (Pending allocation)
AT Medium
Override reason Higher level service needs

Override reason description:  Override reason description here

REVERT TO ONGOING SAH CLASSIFICATION REVERT TO RESTORATIVE CARE

6. If necessary, you will need to add or edit Home support services to match the EoL Pathway.
Select the Edit (pencil) icon in the Home support section of Other Recommendations.

@ Recommend that the client receive

Home support

{(not yet in place)
This recommendation requires a delegate decision

Classification: SaH End-of-Life Pathway
Classification type: Short-term
Home support services:

Recommendad by: Wy Agedcare Contact Centre

SAVE AND SUBMIT FOR DELEGATE DECISION RETURN TO CLIENT

Flagging End-Of-Life to an existing SaH Restorative Care Pathway

If the review is flagged as End of Life, the assessor can set the classification to SaH End-of-Life
Pathway when:

e existing classification is SaH Restorative Care Pathway
e the End-of Life Pathway form has been verified

e before submitting the Support Plan Review for delegate decision.

Support plan and services

Identified needs Goals & recommendations Decisions Manage service & referrals Associat

IAT Outcome and Classifications

Current assessment type: Comprehensive Assessment
IAT outcome:  SaH Classification 3
Recommended classification: SaH Restorative Care Pathway

OVERRIDE TO END OF LIFE ADD SECOND UNIT OF RESTORATIVE CARE PATHWAY

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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1. At the client's Goals and Recommendations tab, go to the IAT Outcome and Classifications
section, and select the OVERRIDE TO END OF LIFE button.

|dentified needs RREGEIERFEMNININERGENGHEM Decisions  Manage service & referrals ~ Associated People

IAT Outcome and Classifications

Current assessment type:  Comprehensive Assessment E
IAT outcome:  SaH Classification 3
Recommended classification: Restorative Care Pathway

OVERRIDE TO END OF LIFE ADD SECOND UNIT OF RESTORATIVE CARE PATHWAY

2. Check for the information in the recommendations section and select COMPLETE AND
FINALISE SUPPORT PLAN REVIEW button.

* Nursing care: Enrolled nurse clinical care
+ Personal care: Continence management (non-clinical)

Recommended by Damien Wayne

COMFLETE AND FINALISE SUPPORT PLAN REVIEW RETURN TO CLIENT

3. The IAT Outcome and Classifications section will now display the recommendation
classification as SaH End-Of-Life Pathway.

Support plan and services

|dentified needs MELELFNEINNERGENGEM Decisions =~ Manage service & referrals ~ Associated People  Review

IAT Outcome and Classifications

Current assessmanl type: Comprehensive Assessment Existing classification SaH Restorative Care Pathway
IAT outcome: SaH Classification 3
Recommended classification: SaH End-of-Life Pathway

REVERT TO RESTORATIVE CARE

Client concerns and goals
EA OF CONCERN

No client concerns or goals

Othar rarnmmandatinne

4. Then, select Save and Submit for Delegate Decision.

= Transport: Direct transport
= Nursing care: Enrolled nurse clinical care
* Personal care: Contlinence management (non-clinical)

Recommended by Damien Wayne

SAVE AND SUBMIT FOR DELEGATE DECISION IRE"'L. RN TO CLIENT

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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| Ifthere is a change of mind from the client or their supporter guardian that they do not want
their assessment to be flagged as END OF LIFE, the assessor will have the ability to
Revert to the ongoing classification.

5. Enter the outcome of the Support Plan Review from the drop-down menu selection
alongside who the plan was conducted with.

Select COMPLETE AND FINALISE SUPPORT PLAN REVIEW to finalise the Support Plan
Review. The outcome details entered above cannot be edited once the Support Plan Review
is complete and will appear on the client’s support plan.

Complete & finalise support plan review for Natalie HOLLAND

All fields marked with an asterisk (*) are required.

Reason for this support plan review started on 23 September 2024

Dutcome of support plan review * -

Details
Please be sware that outcome details entered here cannof be edited once the support plan review is compiete and will sppear on the client's Support Plan

e
0/1000

I Support plan conducted with * - I
I 'COMPLETE & FINALISE SUPPORT PLAN REVIEWW | CANCEL

| If a period of reablement or linking support is added to the client’s support plan during a
Support Plan Review, the outcome of the review will be automatically set to Updates to the
existing plan. Once the review is complete, the client’s assessment will be open for the
assessor to start the support period.

If the outcome of the Support Plan Review is that a new assessment is required, please
refer to Issuing an assessment referral as a result of a Support Plan Review.

6. The Support Plan Review will be visible under the PLANS tab in the client record.

View support network

Plans

Client summary Client details Support network Approvals H lAttachments Services My Aged Care interactions MNotes Tasks and Notifications Residential Fundin,

. Assessment histo
Gurrent Episod

Episode ID: 1-1APBEBY?2

16 August 2023 - Presel @ Comprehensive Assessment 16 August 2023
@ Home Support Assessment 28 September 2020

. Screening 18 September 2020
Recommendations )

= Home Care Package Level 1
= Social support and community engagement
s Meals

Support plan as at 29 September 2020
i i Support plan as at 17 July 2023
UpCOmlng ReVleW(S) Support plan as at 18 August 2023

Mo upcoming reviews scheduled Support plan as at 6 May 2025

Review history

@ Review 2 May 2025

Reablement and linking support history

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Revert End-of-Life Flag

If there is a change of mind from the client or their supporter guardian that they do not want their
assessment to be flagged as END OF LIFE, the assessor will have the ability to Revert to the
ongoing classification.

1. Go to the client’s profile and go to the Goals and Recommendations tab.

2. The IAT Outcome and Classifications page displays. It says that the recommended
classification is SaH End-Of-Life Pathway. Select the button underneath to revert to the
previous recommendation. The below example shows Revert to Restorative Care.

Support plan and services
Identified needs Decisions Manage service & referrals Associated People Review
IAT Outcome and Classifications

Current assessment type: Comprehensive Assessment Existing classificatior SaH
IAT outcome: SaH Classification 3

-of-Life Pathway

Client concerns and goals

ADD AREA OF CONCERN

No client concerns or goals

3. Select Revert at the confirmation pop up.

Revert to Restorative Care Pathway

Revert SaH End-of-Life Pathway for Sergio MAY back to Restorative Care Pathway.

REVERT CANCEL

4. Once confirmed, the assessor will be taken back to the reverted screen, which is the client’s
GOALS AND RECOMMENDATIONS tab as shown below.

Support plan and services

Identified needs [EFEERREINNENGENGHTEM Decisions  Manage service & referrals ~ Associated People  Review

IAT Outcome and Classifications

Current assessmenl lype: Comprehensive Assessment Existing classification: SaH Restorative Care Pathway
IAT outcome:  SaH Classification 3
Recommended classification: SaH Restorative Care Pathway

WERRIDE TO END OF LIFE ADD SECOND UNIT OF RESTORATIVE CARE PATHWAY

Client concerns and goals

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Overriding to End-of-Life for Transitioned Home Care Package (HCP) clients

Assessors can override a client's classification from Transitioned HCP Level 1-4 to SaH End-
of-Life Pathway during a Support Plan Review, once the End-of-Life Pathway form has been
verified. This is necessary because Transitioned clients do not have pre-created services, and
tailored Home Support services must be added to meet their end-of-life care needs.

1. Select the Goals & recommendation tab from the client’s profile. The Existing classification
will display at the IAT Outcome and Classifications section as Transitioned HCP Level 1-4.

Select the OVERRIDE TO END OF LIFE button.

Support plan and services

Idenbfed reeds Goals & recommendabons  [AS=EE Manage serdice & roferrals  Associated People e

IAT Outcome and Classifications

w Home Supgont Aseirent by et Tramitones HCP Ll 3

2. A pop-up screen OVERRIDE TO END-OF-LIFE PATHWAY will appear prompting to enter
relevant information. Upon entering the information select OVERRIDE.

Override to End-of-Life Pathway

End-of-Life Pathway and Home Modifications cannot be recommended together, if any Home Modification
n changes have been made it will be removed when overriding.

You are changing to a different classification category. Some recommendations may be removed as a result of
this change. This will require the services to be added again.

All fields marked with an asterisk(") are required.

Existing Classification:  Transitioned HCP Level 2
Classification type: Ongoing

To override the result, please specify the reason for the override and describe it for the delegate.

Classification type: Short-Term

Owverride reason *

Higher level service provision needs v

Override reason description *

w100

| OVERRIDE CANCEL

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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3.  You will be taken to the ADD HOME SUPPORT SERVICES page prompting to add the
services as required.

Assessors should consider the needs of the client noting the classification approval is for the
End-of-Life Pathway.

Tick the desired service/s, add a Frequency and Intensity, and link any goals.
Prefers to speak Chinese View support network

Add Home Support services

Al fields marked with an asterisk(") are required.
Recommended that the client receive: SaH End-of-Life Pathway
Classification type: Short term

Linked goals ©)

Please select services within each service type *

Domestic Assistance

Services Frequency Intensity Goals
General House Cleaning Frequency Intensity +  Linked goals w/)
Laundry Services Frequency Intensity *  Linked goals (#)
Shopping Assistance Frequency Intensity +  Linked goals ,:
Shapping Assistance Frequency Intensity +  Linked goals {:,)
Shopping Assistance Frequency Intensity +  Linked goals ‘,j

Home maintenance and repairs
Sarvices Fromency Intansity Ginals
4. Select SAVE TO PLAN.
Tursiong care cormaraties Frumguicy Insbersity *  Linked
Allied haalth and therapy

Sarvicor Frequency Intanmity il
] At housith asamtasen Frogusncy - Ity - Linkas
m Fraquancy _— ] = Linksd
] Suoeial wewk: Fraquancy _ ] = Linked
] Spesach pamology Frequency - IntERey - Linkasad
) Dt oo mastrisn Frequency +  Iniensiy = Linked
(71 Abongined or Toemas St iskander Hoalth Practilonsr assstance Froquency . Inioraiy . Lk
] Abaoriginal or Torres Skait iskander Hoalth iWorker assstance Fraquancy . Irtmri ey - L ik
[ Physiotherapy Friguney - IrdenRy v Lisksd
- . Friaguaniy - Iniersiy + ik
[ Exaecsa physisiogy Froquency - Ity - Linkad
[ Doougatianal ihersgpry Fraquency * Irderiniy - Linkad
[ Counsating o prychoeharapy Froquancy »  Inlorniy = Linked
) Mhusic thersgry Froquancy v Iniormiy Lkl
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5. You will be taken to the GOALS & RECOMMENDATIONS page. At this stage you can
REVERT to the transitioned classification if required.

Select SAVE AND SUBMIT FOR DELEGATE DECISION.

Support plan and services
Identified needs Decisions Manage service & referrals  Associated People Review
IAT Outcome and Classifications

ent type.  Comprehensive Assessment Existing classification Transitoned HCP Level 2

Recommended classificaton.  SaH End-of-Life Pathway

Client concerns and goals

ADD AREA
No chent concerns or goals

Other recommendations

ADD A GENERAL RE MMENDATION ADD A SERVICE RE MMEN! N RE

= Recommencied that the el MO0eRO 7
Home Support

(Not yet in place)

This quires a gate decisi

ficati SaH End-of-Life Pathway Classification type Short term
Home support services Q
Recommended by Damien Wayne

SAVE AND SUBMIT FOR DELEGATE DECISION RETURN

| If a client's existing classification is SaH End-of-Life Pathway, the Assessor can override
back to Transitioned HCP Level 1-4 prior to submitting the Support Plan for delegate
decision.

After overriding, the assessor can also revert to SaH End-of-Life Pathway if required.

Support plan and services

Identified needs |EELEERNEETGEGGEI LT Decsions  Manage service & referrals Associated People  Review

IAT Outcome and Classifications

Curven assessment typa: Home Support Assassmant Exssting classification 5aH End-of-Life Pathway

IAT oulcome;  HCP

Client concerns and goals
ADD AREA OF CONCERN

Mo chant concams or goals

Other recommendations

ADD A GEMERAL RECOMMENDATION ADD A SERVICE RECOMMENDATION

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Reverting to End-of-Life for Transitioned Home Care Package (HCP) clients

Assessors will have the option to revert the Transitioned HCP classification back to End of Life,
after overriding the End of Life to the Transitioned classification.

1. Go to the client's GOALS & RECOMMENDATIONS screen. The existing classification is
SaH End-of-Life Pathway.

Select REVERT TO END OF LIFE.

Support plan and services

Docisions  Manage service & referrals  Associated People  Review

tar Mg Sogee Addaridmunl E arile £liniiath B Erad-ol Ly Pty

i Transtcnad HCP Lvel 2

2. A pop-up screen will appear prompting the user to confirm the action. Select REVERT.

Revert to End-of-Life Pathway

Revert to End-of-Life Pathway for Claire Louise:

REVERT CANCEL

3. You will be directed to the GOALS & RECOMMENDATIONS screen.

Support plan and services

Identified neads EEEERRESGTGGEGG M Decisions  Manage service & referrals  Associated People  Review

IAT Outcome and Classifications

Current asessment iype:  Home Support Assassmant Exisling classification SaH End-of-Life Pathway

14T guicome; HCP

Client concerns and goals
ADD AREA OF COMNCERN

Ha chanl concems or goals

Other recommendations

ADD & GENERAL RECOMMENDATION ADD A SERVICE RECOMMEMNDATIOMN

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Completing the Support Plan

Follow these steps to complete the support plan:

1. Confirm that you have made all service or general recommendations, and are satisfied with
the client’s goals and concerns, as the support plan cannot be edited after it has been
completed, except when the delegate returns the assessment to you.

2. Select COMPLETE SUPPORT PLAN from any tab in the client’s support plan.

3. Ifthe client has a Support at Home classification (ongoing or short-term) but no home
address or MMM (Modified Monash Model) classification, a pop-up screen will appear while
performing this step prompting or reminding the assessor to record the client’'s home
address. The assessor can continue to complete the support plan without recording the
address at this stage. Select CONTINUE TO COMPLETE SUPPORT PLAN.

Client's MMM classification

Please update the client record to record a home address. If the home address is not recorded you will be unable to
n manually capture the MMM classification. You can continue to complete the support plan without capturing a client's

home address. However, the home address and MMM classification will not be used to determine

the client's priority category.

CONTINUE TO COMPLETE SUPPORT PLAN CANCEL

I The following banner will be displayed if you continue to complete support plan without
recording the client’s address:
“A home address is required in order to complete the assessment.”

|AT Outcome and Classifications

Current assessment type: Comprehensive Assessment

IAT Outcome: SaH Classification 1
Recommended classification: SaH Classification 6 ‘,-
AT Medium
HM Medium

Qverride reason Higher level service needs
Overnde reason description.  Change in needs. Require higher level of care

lient concerns and goals

x A home address is required in order fo complete the assessment

ADD AREA OF CONCERN

4. If the client’'s address is recorded but their location does not belong to any of Australia’s
MMM classifications (MMM1 - MMM?7), the system will prompt you to update client's MMM
classification prior to completing the support plan.

If the MMM Classification in not known, Select UNKNOWN from the dropdown menu.

@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Update client's MMM classification

All fields marked with an astenisk () are required

The client's MMM classification cannot be derived Please verify that the client's home address is Lot Number 27
SEENEY Street ORLANDO NT 0115_ If this address is incorrect please update the client record. If this address is
correct, please manually select the client's MMM classification below.

MMMClassification: * (2
A

Unknown -

Select one
MM1 Metropolitan areas L
MM2 Regional cenfres L
MM3 Large rural towns
'MM4 Medium rural towns f
MMS Small rural towns

MME Remote communities
MM7 Very Remote communities

5. Select SAVE TO PLAN to proceed.

Update client's MMM classification

All fields marked with an asterisk () are required.

The client's MMM classification cannot be derived. Please verify that the client's home address is Lot Number 27
SEENEY Street ORLANDO NT 0115. If this address is incorrect please update the client record. If this address is
correct, please manually select the client's MMM classification below.

MMMClassification: * (7
)

Unknown -

6. You will be taken to the Decisions tab to submit for Delegate decision. Go to the bottom of
the page and select SAVE AND SUBMIT FOR DELEGATE DECISION.

SAVE AND SUBMIT FOR DELEGATE DECIS RETURN TO CLIENT

7. From the pop-up tick the appropriate box and select SUBMIT.

Submit for Delegate decision

You are about to send this assessment and support plan to the Delegate for their decision.
All fields marked with an asterisk (*) are required.

E Client applied for care under the Aged Care Act 2024 |

CANCEL

8. A green banner will then display confirming the assessment and support plan has been sent
to the Delegate for their decision.

V The assessment and support plan has been sent to the Delegate for their decision

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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'Returned to Assessor’ status

A delegate can return a Support Plan Review (or IAT assessment) to the assessor because
amendments to the support plan and/or the IAT are required. It will then have a Returned to
Assessor status.

Amendments to the IAT

Where the assessment delegate identifies errors in the IAT, they may return the IAT to the
you to apply requested changes. The delegate can only do this once per assessment.

This request can also be viewed from the assessment tab under Returned to Assessor.

Returmed o assassor

Buant
SIMP 30N

LIRS
e ¥ My 0%
b 1 My J00%

*hu-h.wd .nuu.-r

The image below shows an example of a client’s record in Card view when the client’s IAT
assessment is returned. It contains:

e aninformation banner: ‘Delegate has requested the IAT questions to be reviewed. Please
refer to the Notes to assessor to review IAT below for details on the instructions provided
by the delegate

e ‘Notes to assessor to review IAT’ section, and a ‘View Details’ button, at the bottom right of
the card

A Continue Assessment button at the bottom left of the card will take the assessor into the IAT
to action any amendments as per instructions provided by the delegate.

Bruce WAYNE :

®  Deologato has requested the IAT quest e 15 5o reviewed. Plosse refer' 80 the Notes 1o
l 85306807 10 review IAT Delow for dets
AQe 92 ( Fetwuary 10, 1970 ). Femule Helerred bom Aged Care Gateway on 1 Aprd 2029
Accophed on | May 2008
Preferences
NO preference was reconded Finalised Support Plan due by § May 2025
Assosament details Clhent story
Corrgretwnnve NO chant siory wans reconded
Se¥-Refersd Commaents
Non- Mospasl 7 NO chant siory wis reconded
eta Notes 10 38408407 10 review IAT
Atred Pervsyaorm
Darrven Wayne
@ v rogem Q
@ »rogem aQ
1 May 2003 Q

"o ViEw

The below image shows the same information banner in the IAT Outcome and Classifications
section of the client’s Support Plan and Services page, Goals & Recommendations tab. This
time, select the Go to assessment button at the top right of the screen, to action any
amendments as per instructions provided by the delegate.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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FLAG AS END-OF-LIFE || PRINT COFY OF SUPPORT PLAN

Support plan and services

Identified needs S CEOENGEIGGEN Decizions ~ Manage service & referrals  Associated People  Review

IAT Qutcome and Classifications

®  Delegate has requested the IAT questionnaire 1o be reviewed. Please refer 1o the Notes to assessor (o review IAT for detail

Currant mant lypa: GoMpEnensie Assessmant

Recommended dassilication.  SaH Classificalion 3
Dwerride reason. Higher dassification needed
Dreerride dascriplion.  Increased in dient needs.

This image below shows the Notes to assessor to review IAT pop up, with example text next to
each IAT topic.

Notes to assessor to review |AT

Motes to assessor:

Addaiaman| Dokl Lorem ipsum 3olor 8 amal, coniacioluer BIpitoing bl Asnaan Commodd hjuls ogal Solor. Adnann
[RE tmmmm«- pEnatbus ol magns dis partunenl mones, RASCHIUT NdsCUlUE MUs
Raason for Assessment: Donec quam lelis, ulincies nec, pellenesgue su, prelium guis, sem. Nulla consegual massa quis
enim. Doned pede justo, fringlla wel, aliquel nec, valpulate sgel, arcw
Carar profla: |n anim jushd, mhoncus o, impandial &, venanalis vilas, jusio, Nullsm Gclum helis e pads molis pesdaum |I'|Hf!i'
Brcicunt. Cras dagibus. Vivamus slomanium Semper risi
Madical and Medications: Asnean vulpulate slesiend iellus. Asnean keo ligula, poritior su, consequal vilas, sleilend ac, anm
Aliquam lonem ante, dapibus in, siverra guis, Teugial a, tellus.
Function: Phasollus viverms nulla ul mabus varus lachsal. Duitqus rulrum, Asnean impandial. Elam wllfcess nisi vl LG
Curnbsiur Gllamcorpar Wircess nisl, Mam gl dul, ERam rhonous
Prysacal, Pavsonal Hoalth & Fraidly, Masosnas lompus, Iellus egel condimanlum rhoncus, Sem Quam sempar bbeno, sil amssl
wdlipinoang saem nogue Sed ipsum. Ham guam fund, landil v, eolus pubvnar, hindrom i, Kasm. Masoonas net oda ol
wnle lincidunl empus
Social; Donsc vilae sapien ul bbaro venenalis fsucibus. Mullam quis anle. Eliam sil amel orgl ogel eros (awcibus incidunt
Dhsis le. Sad Fringalla mauris sil amel nibk
Cognition: Donst sodales sagRlis magna, Sed consequal, o egel bbandum sodales, Sugus vell Curius NUNG, QuIs Qravida
MARNE Ml & e, Fusce vulputbbe aleihsnd sapan
Baohanvicur; Vstibulum purus quam, soelerisgue ul, mollis sed, nonummsy id, maelus. Nullam acourrsan ionsm in dul. Cras
wliricias mil e funpis hendreril L

Vastibuham anbs psum pomis in BBecibus orc luclus 8l ultfices posweng cublia Curss; In 8¢ dui Guis mi
consachslig etirng, Nam probum Durpis ol Bntu,
Homae & Personal Salaty. Duis ancu lomor, suscipd agal, impeedel nec, impandial culis, ipsum
Financial or Legal: Sad aliguam uliices maurss. Inbsges anls Arou, SOOUMSAN 8, CONSOChFLEE S8, pOSUS UL, maurns.
Suppon Considerations. Prassent adipiscing. Phasolius wlamoonped ipsuam mnam nund. Nunc ronumemy meles. Yestibubam
wiluilpa] pratum ibedo, G s il
Validated Assssaman| Tooks: Asnsan ul eos of nis sagilis vestibulum
Othar. Mullam nulla onos, ulincies. sil smel, nonumony id, impedds) Tsugial, pede. Sed leclus. Donst mollis handdail ri

CLOSE

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799

OFFICIAL



http://www.myagedcare.gov.au/

®

OFFICIAL

Reviewing and Resubmitting the returned IAT

Follow these steps to review the returned IAT and resubmit the assessment to the delegate.

1. Go to the Assessments tile of the Assessor Portal, then open the client’'s assessment card or
listing listed under the Current assessments tab, Returned to assessor section.

) Current assessments

Currently viewing Aussie Healthcare

n ICARD wmm LIST
-

Filter by
Sort by n crder of
Assessment Priority w High o Low L\ °°

Current sort order is Assessment Priority 110 46 out of 46 matehing resus
ing

Returned to assessor

Jasmine

America

JONES KETTLE

© WAKERLEY, QLD, 4154 © CAMPSIE, NSW, 2194 Assessor: Africa Green

Aged care user ID: ACT6543210 Aged care user ID: AC22222222 Delegate: Prospect Free

Date accepted: 12 Janwary 2026 Dater accepted: 19 May 2026 Aged care user ID: AC11111111
g;;;[éplﬁ: ed Support Plan due by: 22 January Completed Support Plan due by: 8 June 2026 Delegate Decision due by: 13 June 2026

f Comprehensive 8 days overdue
D.f Comprehensive A 145 days overdue ij Comprehensive A 8 days overdue D A

' Assessment In — Medi
zhssesmmm 1 High * Bgzessment In — Medi Progress
Progress - L Progress

2. Select View Details underneath the ‘Notes to assessor to review IAT’ section, from the
client’s card or listing.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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America KETTLE

4 Please confirm that 1 June 1948 78 Years, AC! ) is the person you are conducting this

1 assessment for If the person detalls are incomrect, a privacy breach may occur

o Delegate has requested the IAT questionnaire 10 be reviewed Please refer 1o the Note 10 assessor to

1 review IAT below for details

Aged 78 ( 1 June 1948 ) Male Referred from Aged Care Gateway on 4 February 2026
Accepted on 5 February 2026

Preferences

No preference was recorded

Assessment details Client story
No chent story was recorded
Assessment type Home Support
Comments
Assessment! reason the client is eligible for CHSP
ASSesSOr Africa Green Note 10 assessor 1o review IAT
Triage conducted by Africa Green Ve
Support plan @ 'n Progress a
Home Support Assessment @ In Progress Q
Latest screening 4 February 2026 (@
EWF ENT RECOR - Ve

CONTINUE ASSESSMENT

Finalised Support Plan due by 26 February 2026

Alternatively, from the Support plan and services page, go to the Goals & Recommendations
tab, then to the IAT Outcome and Classifications section. Select the Notes to assessor to
review IAT link from the information banner.

@ SUppOrI' plon Ond SeNiCeS I GO TO THE ASSESSMENT I PRINT COPY OF SUPPORT PLAN

Identified needs NEREENESLNENIEEN  Decisions  Manage sefvices & referrals  Associated People  Review

IAT Outcome and Classifications

.
1 Delegate has requested the IAT questionnaire to be reviewed. Please refer to the Note to assessor to review IAT for detail.

Current assessment type: Home Support Assessment

Recommended classification: CHSP

The ‘Notes to assessor to review IAT’ pop up appears. It shows a list of the IAT topics, and
the Delegate’s notes against each topic. Once the assessor receives the instructions from

the delegate, they are required to action the requested changes in the relevant sections of
the IAT.

These instructions direct the assessor what to amend in the IAT for resubmission.

Select Close to go back to the client’s assessment card or listing, and select Continue
Assessment, or select Go To Assessment if in the Support Plan and Services page.

The client’s IAT now appears ready for your review to action amendments as per instructions
provided by the delegate.

When the IAT is returned to the assessor for amendments, all the Review checkboxes
including the Page Review checkboxes on every screen, and the Goals Review button, will
be cleared.

The Assessor will need to finalise the IAT again, once all the mandatory questions have
been answered, including the Review checkboxes.

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Once you have finalised the assessment, assessment delegates are not able to request
another review of the IAT.

| .l | have reviewed the information on this page and | confirm that it is correct. *

FINALISE IAT AND GO TO SUPPORT PLAN SAVE QUESTIONMNAIRE AND CONTINUE TO SUPPORT PLAN CANCEL ASSESSMEMNT - NO FURTHER ACTION REQUIRED

Finalise IAT and go to support plan

Once you select 'Finalise IAT', you cannot make any changes fo the responses in this guestionnaire, 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.

I 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’.

FINALISE IAT TAKE ME BACK TO THE ASSESSMENT

5. Once the IAT is finalised (for the second time, after review), the client’'s IAT Outcome may be
different. An information banner may appear: ‘Please revise the Recommended
Classification and Support Plan recommendations based on the new IAT Outcome’.

Support plan and services

GO TO THE ASSESSMENT FLAG AS END-OF-LIFE CONVERT TO COMPREHENSIVE ASSESSMENT PRINT COPY OF SUPPORT PLAN

Identified needs Goals & recommendations Decisions IManage services & referrals Associated People Review

IAT Outcome and Classifications

.
1 Please revise the Recommended Classification and Support Plan recommendations based on the new IAT Outcome.

Current assessment type: Home Support Assessment
IAT Qutcome SaH Classification 1
Recommended classification: cHsp

You will still be required to review all classifications and any prompts triggers (for example
Restorative care pathway, Assistive technology, Home modifications). If the intention is to
recommend an ongoing Home Support Classification, the assessor must ensure
‘Recommended Classification’ matches the new ‘IAT outcome’ via the edit functionality

Otherwise, you may receive a warning message:

x Please review and edit classification to align with IAT outcome or

existing classification.

If the IAT outcome results in a lower classification than the client’s current existing
classification, please ensure the Recommended Classification is equivalent to the client's
existing Classification level when recommending ongoing home support services through

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Support at Home or CHSP.

As per existing functionality, the assessor can override the ‘Recommended Classification’ to
recommend a short-term pathway or Residential Care if required.

Edit recommended classification

[ ]

All fields marked with an asterisk (*) are required.

In line with legislation, you are not permitted to override the |AT Outcome to recommend a different ongoing home
support classification level (e.g., CHSP or SaH class 1-8) nor can you override the IAT Cutcome of 'ineligible for
CHSP/SaH' to recommend ongoing home support services. If your intent is fo recommend ongoing home support
services through Support at Home or CHSP, please ensure the recommended classification aligns with the IAT

A outcome. You can override the IAT outcome to recommend other care types, such as short-term pathways and
residential care, in line with guidance provided in the Aged Care Assessment Manual.

Note: If through the IAT review process, the IAT outcome results in a lower classification than the client's current
existing classification, please ensure the Recommended Classification is equivalent fo the client's existing
Classification level when recommending ongoing home support services through Support at Home or CHSP.

IAT outcome: SaH Classification 1
Recommended Classification: SaH Classification 1

Classification type: Ongoing

@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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6. At this stage, you may want (or need) to update the client’s support plan as well to reflect the
new IAT Outcome and recommendations.

When you have finished reviewing the new IAT classification and/or the support plan, select
the Complete Support Plan button.

Client concerns and goals

ADD AREA OF CONCERM

Mo client concerns or goals

Other recommendations

ADD A GENERAL RECOMMENDATION || ADD A SERVICE RECOMMENDATION || ADD AN ASSISTIVE TECHNOLOGY || ADD RECOMMENDED LONG TERM LIVING ARRANGEMENT

ADD A CARE TYPE FOR DELEGATE DECISION RECOMMEND A PERIOD OF LINKING SUPPORT || RECOMMEND A PERICD OF REABLEMENT || ADD NO CARE APPROVAL

() Recommend that the client receive (}‘) (- Recommend that the client receive (#) (@)
¥ _ e

"~/ Home support /" Home modifications

‘COMPLETE SUPFPORT PLAN REQUEST/CHANGE NOTIFICATION OF 5AH CORRESPONDENCE RETURN TO CLIENT

7. The Note to Delegate pop up appears. You need to provide notes on what you corrected in
the relevant IAT domains that the delegate asked you to review.

The Notes to Delegate text box is mandatory and has the list of IAT Domains pre-filled for
your convenience. This text can be updated or removed whilst inputting your notes. Non-
clinical assessors must document all clinical supervisor(s) involved throughout the
assessment process.

If this text box is not completed, an error message will appear.

Finally, select CONTINUE TO COMPLETE SUPPORT PLAN.

Note to delegate

All fields marked with an asterisk (*) are required.

Instructions: Provide information on the comections against the refevant IAT domains as per the instructions given by the
delegate. If a request for a correction was not actioned, provide your reasoning as fo why. If applicable, please list all clinical
supervisor{s) involved throughout the complefion of the IAT and Support plan.

Notes to delegate: *

Assessment Details:

Reason for Assessment:

Carer profile:

Medical and Medications: Amended this section
Function:

Physical, Personal Health & Frailty:
Social:

Cognition: | Added latest test results
Behaviour:

Psychological:

Home & Personal Safety:

Financial or Legal:

Support Considerations:

Validated Assessment Tools:

Other. Clinical Supervisor is Jane Doe

P
374 12500

CONTINUE TO COMPLETE SUPPORT PLAN CAMCEL

@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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8. Once you have completed the changes required or specified by the Assessment Delegate,
you will be required to SAVE AND RESUBMIT FOR DELEGATE DECISION.

@ Supporl' p|0n and services PRINT GOPY OF SUPPORT PLAN

Identified needs Goals & recommendations w Manage services & referrals Associated People Review

IAT Outcome and Classifications

Current 1t type: Compi i it
IAT Outcome: SaH Classification 1
Recommended classification: SaH Classification 1

HM Low
‘Override reason Lower level service needs

Override reason description:  Reason text

RECOMMEND AN ASSISTIVE TECHNOLOGY

I SAVE AND RESUBMIT FOR DELEGATE DECISION I RETURNTO CLIENT

Select SUBMIT at the pop up that appears.

Submit for Delegate decision

&
“ou are about to send this assessment and support plan to the Delegate for their decision.
All fields marked with an asterisk {*) are required. '

9. If successful, you will receive a message banner stating that the resubmission has been
successfully completed and submitted to the Assessment Delegate.

Client applied for care under the Aged Care Act 2024 *

\/ The assessment and support plan has been sent to the Delegate for their decision

An information banner displays — ‘Assessor has reviewed the IAT questionnaire as per
delegate’s request. View the Notes to delegate on the IAT review here’.

L
1 Assessor has reviewed the IAT questionnaire as per delegate's request. View the Notes to delegate on the |AT review here.

Select the here hyperlink to view both your Notes to delegate and the delegate’s notes to
assessor.

Notes to delegate on the |AT review

(=¥ Notes to delegate:

Assessment Details:

Reason for Assessment:

Carer profile:

Medical and Medications: Amended this section
Function:

Physical, Personal Health & Frailty:
Social:

Cognition: Added latest test resulis
Behaviour:

Psychological:

Home & Personal Safety:

Financial or Legal:

Support Considerations:

Validated Assessment Tools:

Other: Clinical Supervisor is Jane Doe

Notes to assessor:

CLOSE

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Amendments to the support plan

After the assessor has completed the IAT Assessment, completed the support plan, and
submitted the recommendation/s for delegate decision, the Delegate may return the
Comprehensive assessment or Home Support Assessment for amendments to the support plan.

Returned assessments will display under ‘Returned to assessor’ in the Assessment Tab.

Triage Not Started
@

UATAUTOLaurianee
(UATAUTOMicheabx)
UATAUTOWALTERY

@ ZILLMERE, QLD 4034

Aged care user ID: AC61926523

Date accepted: 13 February 2026
Completed Triage due by: 16 February 2026

Df Comprehensive A\ 84days overdue

0 - [N

Returned to assessor

©
Bart
SIMPSON

Aged care user ID: AC06538466
Date accepted: 11 May 2026
Delegate Decision due by: 11 May 2026

ﬁ Home Support o Due today

Assessors are able to amend the client’s concerns and goals, other recommendations,
assessment summary and service recommendations according to the instructions provided by
the delegate. For further detailed information, please refer to the Assessment Manual.

Finalising the support plan

When you have completed the assessment and the support plan, you will need to arrange
referrals for the recommended service(s), before finalising the support plan.

Refer to the My Aged Care — Assessor Portal User Guide 8 — Referring for services for detailed
information on this process.

I  The client’s support plan should be finalised once an effective referral(s) has been made or
where the client chose not to proceed with aged care services or to manage their own

referrals.
An effective referral is where:
e Areferral is accepted by a service provider
e The client has accepted responsibility for managing their own referral

e The outcome of the assessment is that no further action is required by the assessor.

|  Assessors should not issue CHSP referral codes until after the Assessment Delegate has
approved the recommendation.
For more information on how to issue referral codes for CHSP only, please refer to

Chapter 9: Finalising the Assessment and Service Referral of My Aged Care Assessment
Manual, and instructional videos for comprehensive and home support assessments.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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1.  From any tab in the client’s support plan, you will have the option to FINALISE SUPPORT
PLAN at the bottom of the page.

| Goal: Loris would like funding support for the Occupational Therapy recommendations.

Other recommendations

s Nursing ! Goods, equipment and assistive technology

2. A pop-up box will display, and the referral status for each recommended service type will be
pre-populated. Where a referral is Not Actioned, you will need to record a reason.

3. If the face-to-face assessment was conducted in a remote location, you should ensure that
the Remote Assessment indicator is selected before the support plan is finalised.

Finalise support plan

P
O] Remote Assessment (?)

¥ES, FINALISE THE SUPPORT PLAN MO, CAMCEL

Once you have confirmed these outcomes, select YES, FINALISE THE SUPPORT PLAN.

Finalise support plan

- Are you sure you want to finalise this support plan? ~

You will not be able to make any changes to the support plan once finalised.

Al fields marked with an asterisk (*) are required
[J Remote Assessment |®
Service Recommendations

Meals
Outcome

Referral Code Generated [~

Comments ‘

0/ 500

Domestic Assistance
Qutcome

Referral Code Generated [~

- General House Cleaning

Comments ‘

Goods, equipment and assistive technology
Outcome

Referral Code Generated v

- Support and mobility aids L

YES, FINALISE THE SUPPORT PLAN MO, CANCEL

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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| Ifyou are choosing outcomes to support a client located remotely, you can choose
Community-based care.

Outcome comments are required if you have chosen Not actioned or Community-based
care following a remote assessment. Please provide detailed comments to support your
outcome reasons.

Finalise support plan

= Are you sure you want to finalise this support plan?
You will not be able to make any changes to the support plan once finalised.

IT you are choosing outcomes to support a remote access client, please supply detailed comments to support your reasoning against
the appropriate outcome below.

All fields marked with an asterisk (*) are required.
Service Recommendations
Allied Health and Therapy Services

Outcome

Not actioned

Outcome Resson *

Funded services unavailable
To seek nonfunded senvices
Client accepted fo waitlist

YES, FINALISE THE SUPPORT PLAN NO, CANCEL

4. You will receive a confirmation message that the support plan has been finalised.

have successfully finalised Support Plan for Joseph Fran

Finalising a Support Plan for Support at Home classification

Unlike other recommendations, the screen for finalising the Support Plan for clients’
recommended Support At Home classification will not include the individual services to record the
outcome. It will be displayed as Support at Home.

Select YES, FINALISE THE SUPPORT PLAN.

Finalise support plan

All fields marked with an asterisk (*) are required.

[[] Remote Assessment ®

Service Recommendations
Support at Home

Outcome
Mot actioned

QOutcome Reason *

Comments

YES, FINALISE THE SUPPORT PLAN I NO, CANCEL

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Ending a period of Reablement or linking support
Assessors can end the period of reablement or linking support, in either one of two ways.

1. End each linking support and/or reablement period individually, by selecting END LINKING
SUPPORT PERIOD or END REABLEMENT PERIOD on the Goals & recommendations
tab of the clients Support Plan.

Assessors are required to enter the end date for the support period and the outcome.

Qther recommendations
ADD A GEMERAL RECOMMENDATION ADD A SERVICE RECOMMENDATION

There are no service recommendations for this client

- ecomme! t the client receiw Y commend that t art reooive Fn)
/> Recommend that the client receive END LUnkinG suPPORT Perion. |(#) Recommend that the client receive END REABLEMENT FERIOD | ()

‘2 Linking Support Y @ Reablement -

To finalise the support plan, but keep the support period open, select FINALISE SUPPORT
PLAN & KEEP OPEN FOR SUPPORT PERIOD.

support plan and services
\dentied poeds Managiseris Soatersis | Assosialad Peae | Pvibm

IAT oulcome

®

AT oulcome: CHSP
Cument sssessmant fype:  Home Suppor Assessmant

Client concerns and goals

o chent concems or goals

Other recommendations

Thare aie 2 ervce recormmendalon fr thit chent

~, REmmmend tt e clent mote =, Recommend hat the Cient receve
=/ Linking Support < Reablement

2. A pop-up box will appear and ask you to finalise the support plan and keep open the support
period. To finalise, select YES, FINALISE THE SUPPORT PLAN.

:

FHnalise support plan & keep open support

period

You have identified that the client requires a period of linking support and reablement
The latest recommended end date for this support plan is 23 September 2024.

Are you sure you want to keep this support plan open for this support period?

YES, FINALISE THE SUPPORT PLAN NO, CANCEL

3. End all linking support and/or reablement periods at the same time by selecting SUPPORT

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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PERIOD COMPLETE — FINALISE SUPPORT PLAN on the Goals & Recommendations
tab of the client’s support plan.

@Suppor’r plan and services

Identiled needs Manage services & refermals Assocated People Revievs

IAT outcome @

IAT sudcoma CHSP
Cumrent assessment type.  Home Supperd Assessment

Client concerns and goals

N& chenl conceins oF Gosls

Other recommendations

There are no service recommendations for thes chent

“ Linking Support = ““’ Reablement =

SUPPORT PERIOD COMPLETE - FINALISE SUPPORT MUAN

4. All periods of linking support and/or reablement that have not ended will be displayed.
Assessors are required to enter the end date for each support period and the outcome.

»Ia
ol

Support period complete - findlise support plan

s
You are about to end the support period, and finalize the client's support plan.
1] l Where you have not previously provided an end date for each linking support amd/or reablement period, it will
ki default to the end date of the support period, as entered below
All fiedds marked with an asterisk (*) are required.
Are you sure you want to finalise this support plan?
You will not be able to make any changes to the support plan once finalised.
Support Recommendations I
13/09/2024
- Linking Support - Access Aged Care senvices
Outcome of this linking support period * -
Commenis
-
t Reablement - Mobility
Wers the client's goals met? * -
N
4 Outcome of this resblement period * - L
Comments
r
g
E -
F SUPPORT PERIOD COMPLETE - FINALISE SUPPORT PLAN WO, CANCEL

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799

OFFICIAL


http://www.myagedcare.gov.au/

®

OFFICIAL

When assessors need to end the period of reablement for client they will be able to access it
from the END REABLEMENT PERIOD button beside the Reablement tile under Other
recommendations.

Other recommendations

““ Reablement

5. A pop-up will appear with the title End period of reablement.

Assessors will need to answer two mandatory questions in the End period of reablement
section in the assessor portal.

The first question asks whether the client’s reablement goals were met.

The second question prompts the assessor to detail outcomes by selecting from a drop-
down menu.

Mandatory questions will be marked with an asterisk. Assessors should provide further
information about the end of period of reablement in the comments box.

End period of reablement

- Ending this penod of support will not finalise the support plan. To finalse the support plan, selec "Support panod
complate — hinalise support plan’ on the "Goals & recommendations

All fields marked with an astensk (*) are requined

Are you sure you want to end this period of reablement?
You will not be able to make any changes related to this period of reablement when it has ended.

The &nd dale for this reablement penod i *
04/12/2018 )]
YWere Il Chenls ook mel T
Goals partially met o
Oancoimss Of i r@atiamant panod =
Incomiplete i
Comments ©
Clwant anfered hospital

23 1 500

END PERIOD OF REABLEMENT

| Ifaclientis undergoing a period of support (linking support and/or reablement), the team
leader may contact the assessor asking them to end the period of support in order to assign
a Support Plan Review.

Alternatively, the assessor can request that the team leader cancel the review so the
assessor can continue the period of support.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Printing a copy of the support plan

A PDF version of a client’s support plan is available to print from the assessor portal. The printed
version includes the client’s: Last completed Support Plan Review (if applicable), Assessment
Summary, Goals & Recommendations (including areas of concern), recommended services, a
referral code where applicable, and strategies and any current care approvals.

1. To print a copy of the client’s support plan, select the PRINT COPY OF SUPPORT PLAN
link from the client record or support plan.

REQUEST ASSESSMENT I PRINT COPY OF SUPPORT PLAN I

Support plan and services

Identified needs Goals & recommendations Manage services & referrals Associated People Review

IAT Outcome and Classifications @

Current assessment type: Home Support Assessment
IAT Qutcome: CHSP

2. A blue banner will appear at the bottom of the screen whilst the report is in progress. Select
Reports page to navigate to the Reports and documents page.

- Report is still progressing. To check the status, go to Reports page

1

3. From the Report and documents page select View.

Reports and documents

Forms Links

My Reports

# Requested Date « Status

Caroline Chisholm Support Plan 5 February 2026 5 February 2026 Ready - View

4. The printer friendly version of the support plan will download. Select your printer options and
select Print.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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SUPPORT PLAN
Austral iunr (-;l)\'-‘l' rnment myagedcm‘e
Mrs Caroline CHISHOLM
Aged Care ID: AC33333333 Date of Birth: 30/05/1928 Age: 97 years

About your most recent (support plan review

Review Date: 04/02/2026

Conducted by: Nasirc Schroederx (UAT SAH Automation Outlet)
Conducted with: Client

Outcome of Review: Updates to the existing plan

Qutcome Details:

If a client already has a previous Support Plan Review completed the following section
named Support Plan Review (first completed) would be displayed before the Goals and
Recommendations section.

» SUPPORT PLAN
P -

‘ -

ian Government myagedcare

Support plan

Mr Sly Stallone
Aged Care ID: AC76808781 Date of Birth: 09/12/1956 Age: 69 years

Support Plan Review (first completed

Review Date: 10/02/2026

Conducted by: Elnaq Gibsone (UAT SAH Automation Outlet)
Conducted with: Client

Outcome of Review: Updates to the existing plan

Outcome Details:

Your goals and recommendations
No current concerns, goals or recommendations

General recommendations

No current general recommendations

Your recommended service ‘

Your current care approvals

Home support
SaH End-of-Life Pathway - Short-term — Care management
Service: Approved from:  Approved to: Emergency approval: No care reason:

Home support care management 10/02/2026 25/08/2026

@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Support Plan Reviews

Viewing a Support Plan Review

1. Select the Reviews tile from the homepage to view all Support Plan Reviews assigned to
you.

Assessor Portal

Assessmenls

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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2. Go to the Current reviews tab to view Support Plan Reviews assigned to you.

Cumwntly ywwing Sunrme Assesaments - ACA . VIC 3

&) Cunentreviews

—_—

’ 20 My
24 2004

[CEZ N - A @ cmomanne ) 10 ton vwie @ comerwanne

o S . B2

epancy
Cumant sort artier 18 Unguncy
Not Started
< (Cy
el N
PAULINO MARSH
© MACLEOD WIC 2008 @ YALLAMINE VIO, 3005 9 WACLEOD. WC 2088
- 201234567 . Acililiin w0 AC22222222
. * Vay 2029 - 20wy 2024 . 17 e 2034
. 1 2w . . by 1 2y

0
A ™ o owen

100 3 0 o ) matcung sebety

3. Select the expand button on the top of the review card to see further information.

The card will also display the assessment type, urgency for the Support Plan Review to be
completed and if it is currently overdue.

The following example also contains the End-of-Life Pathway symbol.

Not Started

@|

Jewell

REA

@ MACLEOD, VIC, 3085

Aged care user ID: AC07973092

Review assigned date: 6 May 2025

Finalised Support Plan Review due by: 20 May
2025

Df Comprehensive A Ureent :

© Notstarted

Ford
PAULINO

9 YALLAMBIE, VIC, 3085

Aged care user ID: AC25964131

Review assigned date: 20 May 2024

Finalised Support Plan Review due by: 1 June
2024

A\ 339 days overdue

Df Comprehensive

0 Not Started

Nilsa
MARSH

9 MACLEOD, VIC, 3085

Aged care user ID: AC73005175

Review assigned date: 27 June 2024
Finalised Support Plan Review due by: 11 July
2024

A\ 299 days overdue

Df Comprehensive
© 1ot started

4. If the request is for the End-of-Life Pathway services, select the edit (pencil) button to start
verifying or adding the End-of-Life Pathway Form.
Further information on how to verify the End-of-Life Pathway Form can be found in the My
Aged Care Assessment Manual.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Jewell REA

Female, 90 years old, 4 August 1935

Requested by
Client

Contact

Jewell Rea
02 62626262

Request submitted by:  Place Jane
Client last assessed by: UAT.Ford UAT Lovell

Request dates
Date requested: 6 May 2025

Finalised Support Plan Review due by 20 May 2025

OFFICIAL

Reason for request
Why is this request urgent?
EOL Pathway

Client's change in circumstances
Needs End-of-Life Pathway

Impact on client's change needs:
EOL pathway required

I End-of-Life form verification: Verification not started

@]

[ @ NorSted

Starting a Support Plan Review

Follow these steps to start a Support Plan Review that has been assigned to you:

1. Expand the client card in either card or list view. The Client Summary page displays. Select

START SUPPORT PLAN REVIEW.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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1800 836 799 Mon-Fri 8am - 8pm Sat 10am - 2pm Welcome Rose
= Assessor Portal Logout

# Home | Find a cient | Michele JAMISON (Eloy)

Mr Michele N JAMISON (Eloy)

Maie, 93 years old, 10 January 1930, AC75850339 Primary contact: Michele Jamison (sell) - 6162626262
1007 IMBURG WAY GREENWAY, ACT, 2900

No support relationships recorded

@Clienf SummOry REFER THIS CLIENT FOR ASSESSMENT 8 VIEW CLIENT REPORT TART SUPPORT PLAN REVIEW

Chlient summary Client details Support network Approvals Plans Attachments Services My Aged Care interactions Notes

Tasks and Notffications

Client tracker @

Client summary @ @

Assessments
Home Support Assessment (& Screening ._Q
Finalised on 9 February 2023 Compiete on 12 June 2020

Community Aged Care
o/ 020404 040 204

Alternatively, from the Current reviews page you can also expand the client card and select
START SUPPORT PLAN REVIEW.

Curent reviews

Stacie HOLLINGSWORTH

Femals, 77 yrar ol & November |0

I Requeiind by Reevan for request I
Ascezar §
Sunise Asseasivents - ADA-VIC 3 il chawoc i clmmtanc I
Rewicw AT ter
LIAT el LT Lsyest mpact onchent's change needs
, 020404040 040 L]

MAIGE SN
Lau

gt

Y. AT Ford UAT Lowell
e by AT Ford UAT Lowsd

In Progress Faguest dates
- Dol remussted. 1 My 2028

1 by 2025
)
Finassed Suppon Plan Review s by 76 May 2926

& A <= B 'y 4
4 v v
h

2. From the Before you start the Support Plan Review pop-up select either CONTINUE TO
SUPPORT PLAN REVIEW or RECOMMEND A NEW ASSESSMENT.

Select CONTINUE TO SUPPORT PLAN REVIEW to start the Support Plan Review for the
client.

If the client’s circumstances have changed significantly and there is clear evidence (i.e. a
letter from a GP or allied health professional) to demonstrate that they need higher level
care, you can issue a referral directly for a new assessment rather than completing a
Support Plan Review by selecting the button RECOMMEND A NEW ASSESSMENT.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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| Thereis no SPR required to extend an EoL episode from 12 weeks to 16 weeks. This
process occurs automatically. Completing an SPR during a current EoL episode will end date
the EoL funding immediately.

Before you start the Support Plan Review

All fields marked with an asterisk (*) are required.
If the client's circumstances have changed to any of these scenarios from their initial Support Plan:

« Needs Transition care; or

+ Needs Residential care; or

« Needs Residential respite; or

Client has relocated; or

Needs End-of-Life Pathway (if not ongoing SaH client); or

Needs services after End-of-Life Pathway (if not ongoing SaH client); or
Needs Assistive Technology or Home Modification services (if not AT or HM in place); or
Needs a new or different SaH classification; or

Needs CHSP classification; or

Needs Restorative care Pathway; or

Needs services after Restorative Care Pathway

you have the option to "Recommend a New Assessment” instead of Support Plan Review.

Otherwise, a Support Plan Review must be undertaken to assess and accommodate changes in the client's current

circumstances.
I CONTINUE TO SUPPORT PLAN REVIEW RECOMMEND A NEW ASSESSMENT CANCEL

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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3. A pop-up will display asking if the client consents to share their information with My Health
Record. Select No or Yes based on the client’s response and select who this decision was
made by from the drop-down menu.

If consent is provided by a supporter guardian, then their first name must be entered before
proceeding.

Consent 1o share information with My Health Record

All fields marked with an asterisk (*) are required.

Information

The client can choose to share the support plan from this assessment via their My Health Record if they have an active account. This will allow
the support plan to be viewed by whoever has access to view their medical records. This may include healthcare providers. the client's
nominated representative(s). and the client themselves. If the client does want this information made available via My Health Record, they must
provide informed consent. This is necessary to meet requirements of both the Privacy Act 1988 with respect to the collection, use and
disclosure of personal and sensitive information and the use and disclosure of protected information under Chapter 7, Part 2 of the Aged Care
Act 2024. If there is a suggestion that the client lacks capacity, this decision can be made in consultation with the client's confirmed
representative in My Aged Care.

Does the client consent to share their Support Plan with My Health Record (MHR)? *
O No (O Yes

Consent decision by *
Decision made by

Decision made by

Client
Supporter Guardian

CONTINUE TO SUPPORT PLAN REVIEW CANCEL

4. |If the client does not consent to share their support plan with My Health Record you will also
be required to enter a consent denial reason before selecting CONTINUE TO SUPPORT
PLAN REVIEW. If the consent is not provided by the client’s supporter guardian, their first
name must be entered along with the denial reason before proceeding.

Consent to share information with My Health

Record

IS LHSIHL LAl LHUUSS WU D3NS UG SUPPULL PG U U IS asSTaS1 IS VIg UIsh vty 1ISain moLuiu i uisy 11avs an auuvs
account. This will allow the support plan to be viewed by whoever has access to view their medical records. This may include
healthcare providers, the client’'s nominated representative(s), and the client themselves. If the client does want this
information made available via My Health Record, they must provide informed consent. This is necessary to meet
requirements of both the Privacy Act 1988 with respect to the collection, use and disclosure of personal and sensitive
information and the use and disclosure of protected information under Chapter 7, Part 2 of the Aged Care Act 2024 If there is

a suggestion that the client lacks capacity, this decision can be made in consultation with the client's confirmed representative
in My Aged Care

Does the client consent to share their Support Plan with My Health Record (MHR)? *

® No O Yes
Consent decision by *
Client -
Please select a reason for not providing the consent -

Please select a reason for not providing the consent
Do not wish to disclose

Other

Privacy concerns

CONTINUE TO SUPPORT PLAN REVIEW I CANCEL

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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5. Select CONTINUE TO SUPPORT PLAN REVIEW.

Consent to share information with My Health Record

The client can choose to share the support plan from this assessment via their My Health Record if they have an active account. This will
allow the support plan to be viewed by whoever has access fo view their medical records. This may include healthcare providers, the client's
nominated representative(s). and the client themselves. If the client does want this information made available via My Health Record, they
must provide informed consent. This is necessary to meet requirements of both the Privacy Act 1988 with respect to the collection, use and
disclosure of personal and sensitive information and the use and disclosure of protected information under Chapter 7, Part 2 of the Aged Care
Act 2024 I there is a suggestion that the client lacks capacity, this decision can be made in consultation with the client's confirmed
representative in My Aged Care.

Does the client consent to share their Support Plan with My Health Record (MHR)? *
() No @ Yes

Consent decision by *
Supporter Guardian -

Supporter Details

First name: * Last name:
Roger Yeast
Comments:

017255

I CONTINUE TO SUPPORT PLAN REVIEW I CANCEL

6. Once a Support Plan Review has been started, an assessor will be able to make changes to
information in the following sections of the client’s support plan:

e Assessment summary
e Client motivations

e Goals & recommendations (including recommendations for linking support &
reablement)

e Manage services & referrals
e Associated People
e Review.

When finished, select COMPLETE & FINALISE SUPPORT PLAN REVIEW.

@ Supporl' plon ond Servic es FLAG AS END-OF-LIFE PRINT COPY OF SUPPORT PLAN
|dentified needs Decisions Manage services & referrals Associated People Review
IAT Outcome and Classifications ()

Client concerns and goals

ADD AREA OF CONCERN

Concern:

Concern text

ADD A GOAL

Other recommendations

ADD A GENERAL RECOMMENDATION ADD A SERVICE RECOMMENDATION REGOMMEND A PERIOD OF LINKING SUPPORT REGOMMEND A PERIOD OF REABLEMENT

5, Recommend that the client receive 30 Nowember 2024 5 Recommend that the client receive 30 November 2024
() . . ()]

*~ Domestic assistance “~ Transport

‘COMPLETE & FINALISE SUPPORT PLAN REVIEW RETURN TO CLIENT

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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| Previously recommended CHSP, MPS or NATSIFAC services

For clients who had CHSP, MPS and/or NATSIFAC services recommended before 23 February
2026, assessors cannot delete these services in the client’s IAT assessment during the support
plan review or when the support plan is ‘Undergoing Support’. The below image shows the Goals
& Recommendations section of a client’s support plan. Historical CHSP, MPS or NATSIFAC
services do not have the Delete button available.

Residential p Ca
e ad . Organisation o Findasenvice  Reports and MyAssessor Tasks and My Aged Care
Assessor Portal MyDashboard  Findaclent Assessments  Reviews  gyminicyaton i ANACC app provider documents app notifications interactions :

# Home | Assessments | Rosec WILLIAMS (Preferred) support plan and services

Mr Rosec WILLIAMS (Preferred)

Male, 81 years old, 10 October 1943, AC 12345678 Primary contact: Rosec Williams (self)
20 EASTY STREET PHILLIP, ACT, 2607

Requires National Relay Service and Urdu translator No support relationships recorded

Client concerns and goals

No client concerns or goals

Other recommendations

Recommend that the cient receive ay 201 -, Recommend that the cient receive 9@
Domestic assistance “/ Meals
5 Recommend that the client receive > Recommend that the client receiv
Linking Support “/ Reablement
Recommend for Comprehensive Assessment
o g

7. The Complete & finalise support plan review page appears. Fill in all mandatory fields
including Outcome of support plan review, and who the Support plan was conducted with
Optionally for each service recommendation you can fill in the outcome and comments.
Then, select COMPLETE & FINALISE SUPPORT PLAN REVIEW.

@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Complete & finalise support plan review for Alistair Koenig

All fields marked with an asterisk () are required.

Reason for this support plan review started on 11 June 2026
Change in care needs

Quicome of support plan review * -

Please provide an outcome of support plan review.

Details Yy
Please be aware that outcome details entered here cannof be edited once the support plan review is compleie and will appear on the client's Support Plan ~—"

071000

Support plan conducted with * -

Please select conducted with.

Service Recommendations

Domestic assistance
Qutcome

Referral Code Generated -

Comments

U r 500
I COMPLETE & FINALISE SUPPORT PLAN REVIEW CANCEL

Please provide an outcome of support plan review.

Flease select conducted with.

e Ifthe SPR outcome is a reassessment, you will be prompted to enter the outcome of
the review, the reason for the new assessment referral, then select an organisation of
which to issue the referral. This can only be done in circumstances where a client
requires one or more of the following:

e Transition care

e Residential care

o Residential respite

e Client has relocated

e End-of-Life Pathway (if not ongoing SaH client)

e Services after End-of-Life Pathway (if not ongoing SaH client)
e Assistive Technology or Home Modification services (if not AT or HM in place)
e A new or different SaH classification; or

e CHSP classification

o Restorative care Pathway

e Services after Restorative Care Pathway

A new assessment after the End-of-Life Pathway is only required where the person did not
receive an inactive SaH classification at their initial assessment. Otherwise, continue to
Support Plan Review, unless a reassessment is required to reflect changes in the person's
needs or circumstances.

Recommending a new assessment

Follow these steps if the client’s circumstances have changed and it is more appropriate to issue
a referral directly for a new assessment rather than completing a Support Plan Review:

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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1. Expand the client card in either card or list view. The Client Summary page displays. Select
START SUPPORT PLAN REVIEW.

= Assessor Portal Logout

# Home | Find a client | Michele JAMISON (Eloy)

Mr Michele N JAMISON (Eloy)

Male, 93 years old, 10 January 1930, AC 87654321 Primary contact Michele Jamison (seff) - 61 0404 040 0404
1000 MBURG WAY GREENWAY, ACT, 2900

No support relationships recorded

CIienT Summcry REFER THIS CLIENT FOR ASSESSMENT 8 VIEW CLIENT REPORT START SUPPORT PLAN REVIEW

Client summary Client details Support network Approvals Plans Attachments Services My Aged Care interactions Notes

Tasks and Notifications

Client tracker ®@
Client summary ®®

Assessments
Home Support Assessment@ Screening @
Finalised on 9@ February 2023 Complete on 12 June 2020

Community Aged Care
«/ 026262 6262

Alternatively, from the Current reviews page you can also expand the client card and select
START SUPPORT PLAN REVIEW.

Cument reviews

Stacie HOLLINGSWORTH

Female, T years old. 5 November 1348

Requested by Reason for request
sess0r -

hent's change in crcumstan
RevewAT ber

Sunrise Assessments - ACA - VIC 3
ontact
UAT Ford UAT Love mpac
, 0261516161 test
marquse ashoran@iesua
Lau
Y UAT Ford UAT Loved
sed by UAT Ford UAT Lovel

In Progress Request dates
ate requested: 1 May 2025
j‘ d 1 May 2025
Finalised Support Plan Review due by 16 May 2020
av
T U e Y SRS >
“ A i 2 @
g F v

2. From the Before you start the Support Plan Review pop-up select RECOMMEND A NEW
ASSESSMENT.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Before you start the Support Plan Review

All fields marked with an asterisk (*) are required.
If the client's circumstances have changed to any of these scenarios from their initial Support Plan:

Meeds Transition care; or

Meeds Residential care; or

Meeds Residential respite; or

Client has relocated; or

Meeds End-of-Life Pathway (if not ongoing SaH client); or

Meeds services after End-of-Life Pathway (if not engeing SaH client); or
Meeds Assistive Technology or Home Modification services (if not AT or HM in place); or
Meeds a new or different SaH classification; or

Meeds CHSP classification; or

Meeds Restorative care Pathway; or

Meeds services after Restorative Care Pathway

you have the option o "Recommend a Mew Assessment” instead of Support Plan Review.

Otherwise, a Support Plan Review must be undertaken to assess and accommodate changes in the client's current

circumstances.
CONTINUE TO SUPPORT PLAN REVIEW RECOMMEMD A NEW ASSESSMENT I CAMNCEL

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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3. A pop up appears to complete or finalise the support plan review and to refer your client for
assessment.

a) Select the reason for the new assessment. The values available are:
e Needs Transition care
e Needs Residential care
¢ Needs Residential respite
e Client has relocated
e Needs End of Life pathway (not Support at Home client)

e Needs services post-End of Life pathway (only for non Support at Home clients
e.g., CHSP clients)

e Needs Assistive technology or Home modification (none in place)
e Needs new or different Support at Home classification

e Needs Commonwealth Home Support Program classification

e Needs Restorative Care pathway

¢ Needs services post-Restorative Care pathway.

Complete/findlise Support Plan Review & Refer Stacey SMITH for assessment

Before you send this referral for a new contact the O isafion you want to refer the client to. Please provide as much information as possible in
the comments box below to assist the receiving organisation. Please ensure that you have client consent before sending this referral.

All fields marked with an asterisk (%) are required.

What is the reason for the new assessment? *

_

Meeds Transition Care

Needs Residential Care

MNeeds Residential Respite

Client has relocated

Meeds Eol - not SaH client
Needs servces post EoL-not SaH
Needs AT or HM - none in place
MNeeds new/different SaH class
Meeds CHSP Class

MNeeds RC Pathway

Needs services post RC Pathway

b) Assign this referral to either yourself or your organisation, or another organisation.

c) Choose the assessment type- Home support or Comprehensive. For Comprehensive,
select the outlet.

d) Select the assessment priority
e) Add any comments if necessary.

f) Select COMPLETE/FINALISE SUPPORT PLAN REVIEW & REFER ASSESSMENT.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Assign this referral to*
@® Myself / My organisation
O Another Organisation

Fleaze sabact the assassment type: *

Comprehensive Assessment

Flease sebact pullel for this refemal =

ABC Outlet

Assessment setting” Z:'_?:ZI
() Hospital
® Non-Hospital

Priarity * (7))

Medium -

Comments

Comment text here

COMPLETEFINALISE SUPPORT PLAN REVIEW & REFER ASSESSMENT CANCEI

Issuing an assessment referral as a result of a Support Plan Review

When completing a Support Plan Review, an assessor can refer the client for a new assessment.
This is completed during the Complete & finalise Support Plan Review page.

1. In the Complete and Finalise Support Plan Review section of the client’'s support plan, select
A new assessment required.

# Home | Reviews | Tomasa GUINN support plan and services | Finalise details

Complete & finalise support plan review for Tomasa Guinn

All fields marked with an asterisk (*) are required.
[J Remote Assessment (7)

Reason for this support plan review started on 27 May 2026
Change in care needs

Outcome of support plan review
A new assessment required -

Mot selected

Mo changes to support plan
Updates to the existing plan
SPR cancelled

Other

2. Complete all mandatory sections of the Complete & finalise support plan review page.

@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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3. Atthe bottom of the page, you will be required to issue a new assessment referral before
completing the review. You can send the assessment referral to yourself or your
organisation, or to another organisation. Select the appropriate option.

Assign this referral to:*
() Myself / My organisation
() Another Organisation

COMPLETE & FINALISE SUPPORT PLAN REVIEW & REFER ASSESSMENT MO, CANCEL

If you choose Myself / My Organisation, you will be prompted to select the assessment
type, outlet for referral, assessment setting (if you've selected a Comprehensive
Assessment) and indicate the priority of the referral. Optionally you can add comments.

Then, select COMPLETE & FINALISE SUPPORT PLAN REVIEW & REFER
ASSESSMENT.

Assign this referral to:”

® Myself/ My organisation

) Another Organisation

Flease select the assessment type: *
Comprehensive Assessment

Fleaze selact outlet for this referral *

Example Outlet

Assessment setting:* Iia:l

() Hospital
® MNon-Hospital

o P
Fronty * 1\_‘?-)

Medium

Comments:

COMPLETE & FINALISE SUPPORT PLAN REVIEW & REFER ASSESSMENT MO, CANCEL

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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If you choose Another Organisation, you will be required to indicate the type of
assessment required and the assessment setting (if Comprehensive Assessment has been
selected).

Then, search for the assessment organisation’s address by either using the client’s address,
or enter an alternative assessment address.

If you selected Use the client’s address, any alternative assessment addresses that the
client has will be removed from the client’s profile when the referral is issued.

Assign this referral to:*

() Myseli / My organisation
I @ Another Organisation I

Please select the assessment type: *
Comprehensive Assessment -

A By selecting client's address, the alternative assessment address will be removed from client's profile when the referral has been issued.

Mt
P_Lssessment setting: |\;'>/|
() Hospital
@® MNon-Hospital

Search for Assessment Organisation: *

@ Use the client’s address
Client address
@ Unit 32 Lot Number 192 5 OXLEY Avenue MARGATE QLD 4019

A Enfer an al Eernaflve assessmenf aaﬁ ress

@ Unit 32 Lot Number 192 5 OXLEY Avenue MARGATE QLD 4019 (}’) .j:'ﬁ_‘i:]

COMPLETE & FINALISE SUPPORT PLAN REVIEW & REFER ASSESSMENT WO, CANCEL

If you enter an alternative assessment address, you can use either the one displayed, or
select the Pencil (Edit) button to enter a different address.

Search for Assessment Organisation: *

() Use the client's address
Client address

L

Select SEARCH, then select the desired assessment organisation.

Once you have selected an assessment organisation you will be asked to enter the priority
of the assessment. Optionally you can add comments.

@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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4. Finally, select COMPLETE & FINALISE SUPPORT PLAN REVIEW & REFER
ASSESSMENT.

Select Assessment Organisation”

) Assessment 123 - ACA - Canberra ACT, PH 02 6161 6161
(® Aged Care Assessor 321 - ACA - Canberra ACT Ph 02 6262 6262

Priority * (2)

Medium

Comments

Comments description

COMPLETE & FINALISE SUPPORT PLAN REVIEW & REFER ASSESSMENT NO, CANCEL

5. Upon completing the Support Plan Review, a green banner will display to confirm the
referral has been issued.

You have successfully requested a new assessment be assigned to
Aszessment Organisation Name. This assessment is now assigned to that

Drgiiliﬁaﬁm'ﬁ Team Leader

The new assessment will appear under the Current assessments tab if you have assigned it
to yourself or appear in the Incoming referrals queue for a team leader if assigned to My
Organisation or Another Organisation.

I All assessments, including those generated from Support Plan Reviews are required to
undergo triage.

For more information refer to My Aged Care — Assessor Portal User Guide 3 — Managing
referrals for assessment and support plan reviews.

Ad hoc Support Plan Reviews

You will be able to start an ad hoc Support Plan Review for any client who has been assessed by
your assessment outlet, without requiring a Support Plan Review to be assigned to you. This can
be done from any tab within the client record by selecting START SUPPORT PLAN REVIEW or
via selecting the client card from the CURRENT REVIEWS page.

An ad hoc review will override a scheduled review. In this instance the team leader should cancel
the scheduled review in their upcoming review tab if it is no longer required.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Scheduling an Ad hoc Support Plan Review

An ad hoc Support Plan Review can be scheduled by the assessor outside the usual review
schedule, typically when there is a significant change in the client’s needs, health, or
circumstances that affect the level or type of care they require.

1. To schedule an ad hoc Support Plan Review, navigate to the REVIEW tab under SUPPORT
PLAN AND SERVICES screen.

virs Mary LAMB

emale, 87 years old, 15 April 1938, AC 87654321

7 CENTENNIAL DRIVE JERRABOMBERRA, NSW, 2619
refers to speak Croatian

Y Support plan and services

Identified needs Goals & recommendations Decisions Manage services & referrals Associated People

All fields marked with an asterisk (*) are required.

Schedule a review

Schedule a date to review the client's Support plan

Review Date: *

(e.g. dd/mmiyyyy)

SAVE CHANGES

COMPLETE SUPPORT PLAN AND CONTINUE TO MATCH AND REFER RETURN TO CLIENT

2. Selectthe CALENDAR icon under SCHEDULE A REVIEW, pick a future date for review
and select the SAVE CHANGES button.

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Ars Mary LAMB

:male, 87 years old, 15 April 1938, AC87654321

B

CENTENNIAL DRIVE JERRABOMBERRA, NSW, 2619
efers to speak Croatian

) Support plan and services

Identified needs Goals & recommendations Decisions Manage services & referrals Associated People m

All fields marked with an asterisk () are required.

Schedule a review

Schedule a date to review the client's Support plan.

Review Date: *

(e.g. ddimmdyyyy)

SAVE CHANGES

COMPLETE SUPPORT PLAN AND CONTINUE TO MATCH AND REFER RETURN TO CLIENT

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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3. Select COMPLETE SUPPORT PLAN AND CONTINUE TO MATCH AND REFER.

Support plan and services

Identified needs Goals & recommendations Decisions Manage services & referrals Associated People m

All fields marked with an astenisk () are required

Schedule a review

Schedule a date to review the client's Support plan.

Fray
2
SAVE CHANGES
COMPLETE SUPPORT PLAN AND CONTINUE TO MATCH AND REFER RETURN TO CLIEN

4. You will notice the START SUPPORT PLAN REVIEW button on the top right hand side of
the client’'s PLANS tab. Select START SUPPORT PLAN REVIEW.

REFER THIS CLIENT FOR ASSESSMENT & VIEW CLIENT REPORT | START SUPPORT PLAN REVIEW |

Approvals Attachments Services My Aged Care interactions Notes Tasks and Notifications

Assessment history

E/.;"\" Comprehensive Assessment 9 May 2025

5. Select CONTINUE TO SUPPORT PLAN REVIEW button on the next screen

Before you start the Support Plan Review

All fields marked with an asterisk (*) are required.
If the client's circumstances have changed to any of these scenarios from their initial Support Plan:

« Needs Transition care; or

» Needs Residential care; or

« Needs Residential respite; or

« Client has relocated; or

+ Needs End-of-Life Pathway (if not ongoing SaH client); or

« Needs services after End-of-Life Pathway (if not ongoing SaH client); or

+ Needs Assistive Technology or Home Modification services (if not AT or HM in place); or
« Needs a new or different SaH classification; or

+ Needs CHSP classification; or
* Needs Restorative care Pathway; or
» Needs services after Restorative Care Pathway

you have the option to "Recommend a New Assessment” instead of Support Plan Review

Otherwise, a Support Plan Review must be undertaken to assess and accommodate changes in the client's current

circumstances.
I CONTINUE TO SUPPORT PLAN REVIEW RECOMMEND A NEW ASSESSMENT CANCEL

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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6. This will take you to the CONSENT screen. Complete the required fields and select
CONTINUE TO SUPPORT PLAN REVIEW.

Consent to share information with My Health

Record

All fields marked with an asterisk (*) are required.

Information

The client can choose to share the support plan from this assessment via their My Health Record if they have an active
account. This will allow the support plan to be viewed by whoever has access to view their medical records. This may include
healthcare providers, the client’s nominated representative(s), and the client themselves. If the client does want this
information made available via My Health Record, they must provide informed consent. This is necessary to meet
requirements of both the Privacy Act 1988 with respect to the collection, use and disclosure of personal and sensitive
information and the use and disclosure of protected information under Chapter 7, Part 2 of the Aged Care Act 2024 . If there is
a suggestion that the client lacks capacity, this decision can be made in consultation with the client's confirmed representative
in My Aged Care.

Does the client consent to share their Support Plan with My Health Record (MHR)? *
O No @ Yes

Consent decision by *
Client v

Comments:

CONTINUE TO SUPPORT PLAN REVIEW CANCEL

7. A pop-up window will open to input the client’s change in circumstance. Select the relevant
reason.

Start support plan review for Freddy FLINT

All fields marked with an asterisk (*) are required

What circumstances have changed for the client? =

Please select . “
Hospital Discharge

Fall(s) or risk of falling

Change in medical condition

Change in cognitive status

Change in care needs

Increasing frailty £
Change in caring arrangements 071000
Change in living arrangements

Review service recommendations

Mulnerable client

Needs Transition Care

Needs Residential Care

Needs Residential Respite Lipeg. jpg, -bmp. .png. .docx, xlsx, .pdf, txt
Client has relocated

MNeeds End-of-Life Pathway

Review End-of-Life Pathway

Review HM tier

Review AT tier

heeds Bestorative Care

AR PPORT PLAN R CANCEL

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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8. Continue to input all the relevant information, UPLOAD any supporting documentation (such
as a letter from qualified health professionals) as required and select START SUPPORT
PLAN REVIEW.

Start support plan review for Freddy FLINT

All fields marked with an asterisk (*) are required.

‘What circumstances have changed for the client? *

Change in care needs -

How has this affected the client's need? *.C‘_?j.

Client's day to day routine is impacted due to declining health condition|

Z
7311000

Add additional information to support your request?( '_J)l

UPLOAD ADDITIONAL INFORMATION1

You can upload files up to 5 MB to this record. The following file types are accepted: jpeq, .jpg, .bmp, .png. .docx, xlsx, .pdf,

xt
START SUPPORT PLAN REVIEW CANCEL

Transferring a Support Plan Review

Both assessors and team leaders can transfer Support Plan Reviews to other assessment
organisations.

1. To begin transferring a Support Plan Review, go to Current reviews and select the client
card you wish to transfer for the Support Plan Review. Select TRANSFER SUPPORT PLAN
REVIEW.

Melina RAMSEY

Fomule 22 poury ot 30 My 1580
Requeated by Reeacn for tegquent
Hoat® Profeisceal Ade 8
Moaghsl Dachrge
Srayien Jeartastnte
Marley 15 roguantny) Domestc Assatance Mok Pervonal Care d
Dwreta Vatute, Traraport for Mieed SeChute Momaning Lacions Secine 2ach pen and

Ty ot oo
y  Abbey Redean

RQequest dates
j Dt reguesind ) Naech 2023

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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2. You will need to enter What is the reason for the transfer and search and select the
Assessment Organisation which the Support Plan Review will be transferred to.

Once the reason for transfer and organisation has been selected, select TRANSFER to
finalise.

A banner will display at the bottom advising you to call the assessment organisation you are
referring the client to. This banner also highlights the need for client consent prior to
transferring.

Transfer this support plan review for Melina Ramsey

Al fipkds makod with a7 astenck ") are required

arzee
Search for Assessment Orgenisaton: °

@ UsE e Ceenis aess

Clisnt address

¥ L0000 NHCOLE Crascant WODOMGEA VL 3600
) Enter an alterrative assessment address

SEARCH

Claimer  Teims
aaliin Of Aucsinaka #

I Support Plan Reviews can only be transferred once.

Support Plan Review for Support at Home

A Support Plan Review for Support at Home is conducted when there is a need to reassess a
client’s current Support at Home services due to changes in their circumstances, goals, or care
needs. This review ensures that the services being provided remain appropriate, effective, and
aligned with the client’s preferences and situation.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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The Goals & recommendations tab is where you will record the clients:
e areas of concern,
e goals to address their concerns,
e any services or general recommendations, and

e any care type recommendations.

Identified needs Client Motivations Goals & recommendations Decisions Manage services & referrals Associated People Review

Support at Home care types are delivered under the Aged Care Act 2024 (the Act). If they need a
delegate decision, this can be done at Add a care type for delegate decision.

@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Support Plan Review for services following an End-of-Life Pathway episode

Assessors may receive a Support Plan Review (SPR) request for a client who is nearing the end
of their End-of-Life pathway episode, or has outlived their End-of-Life (EoL) pathway episode and
requires ongoing services.

In this situation the assessor must complete an SPR to determine the client’s current needs and
recommend to either:

e revert to the previous (‘latent’) SaH classification, or

e conduct a reassessment to allow the client to access a higher ongoing Support at Home
classification. (for example, they may have been approved initially for a SaH 4, then
accessed EolL, and now need a SaH 8 ongoing which will better support their higher
needs).

For clients in this scenario, the SPR request will typically be initiated by the service provider.

The provider will submit the request by selecting Review End-of-Life Pathway as the reason
when lodging the SPR.

Revert to the previous ‘latent’ SaH classification

To revert to the previous (‘latent’) Support at Home classification:

1. Open the SPR request linked to the client’s record.

§ GOROCEAM MSW XM
: e 100 RCHTEMES M
Regossied revea date M My 20

o

-. T el "r.""'l:'E"‘ﬂ

0 1o s A e

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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2. Review the reason for the request, noting the provider has identified that the client has
outlived the End-of-Life Pathway or is close to finishing their 16 weeks of services.

Princeton MCDONALD

F
Mg 53 |14 Oolabssr T300] Male
Lo Pl
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Wb iy b & i Ty 5 A T
T
Pl Barker .-'.‘1.- LTl
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Dot st Gyliaa il
Fradan
Szgeis Baruer
- Mokarsd y el by regus 3
Riepots For Bkl OB F Gereiet b el wfn iPE o rpoeed o B
Suppe o Hewre
- L .'

3. Go to the client’'s Goals & Recommendations tab of their Support plan and services page.

In the IAT Outcome and Classifications section, an Information banner displays, indicating
that the client is currently on the End-of-Life Pathway and can only be recommended for a
Latent or higher ongoing Support at Home classification.

[ ]
1 Client currenily on EOL can only be recommended Latent or Higher Ongoing SAH classification.

Select Revert to Ongoing SAH Classification or Override to Transitioned HCP
Classification.

Revert to Ongoing SAH Classification example

Suppor'l' plon Ond Sewices PRINT COPY OF SUPPORT PLAN

|dentified needs Goals & recommendations Decisions Manage services & referrals Associated People Review

IAT Outcome and Classifications

Current assessment type: Comprehensive Assessment Existing classification: SaH Classification 4
IAT Outcome: SaH Classification 4
Recommended classification: SaH End-of-Life Pathway
AT Medium
Override reason: Higher level service needs

Override reason description.  EOL test

REVERT TO OMGOING SAH CLASSIFICATION

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Override to Transitioned HCP Classification example
R ]

@ Support plan and services

Identified needs [EREERNEER BTN Decisions  Manage jices & referrals. i pl Review

IAT Outcome and Classifications
Current assessment type:  Comprehensive Assessment Existing dlassification: Transitioned HCP Level 2 (Pending allocation)
SaH End-of-Life Pathway
AT Medium

.
1 Client currently on EOL can only be recommended Latent or Higher Ongoing SAH classification

OVERRIDE TO TRANSITIONED HCP CLASSIFICATION

4. A pop up appears to confirm the revert or the override. Select REVERT or OVERRIDE to
proceed.

Revert to ongoing SAH Classification pop up example

Revert to ongoing SaH Classification

Revert to ongoing SaH Classification for PGrihana SONDONTUSEGP:

Classification: SaH Classification 4
Classification type: Ongoing

Override to Transitioned HCP Classification pop up example

4
Override fo Transifioned HCP Classification

! Override curent SaH Classification for Hong BLOCK (o ongaing Transitioned Classification: I

ation: Transitioned HCP Level 2

ssification type:  Ongoing

5. |If successful, a green banner appears at the bottom of the screen.

\/ Successfully reverted to ongoing SaH Classification.

6. Once overridden, the client’s IAT Outcome and Classifications section now shows their latest
classification and the override reason of Latent Pending.

(2 Support plan and services

lenifedrecss WESSIRSUREEEEEl Deosions  MenagesenieesErfemab  AssosiedPecple  Revew

AT Qutcome and Classifications
Cuvert assessmendfype:  Comprehensive Assessmert Exsing cassifcston: Transfoned HCP Level 2 (Pending sllocalion)
Recommended ciassicaton  Transsioned HCP Level 2 SaH EndobLie Patway
O resan Highe kvl e e AT

Ot reason desespior Laent Peniing

] Ceege strt o Higher Onge

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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7. Finalise the SPR and record the outcome in the system, transitioning the client from the End-
of-Life pathway to their ‘latent’ ongoing Support at Home classification to support continuity
of services.

You will be taken to the Decisions tab to submit for Delegate decision. Go to the bottom of
the page and select SAVE AND SUBMIT FOR DELEGATE DECISION.

SAVE AND SUBMIT FOR DELEGATE DECISION RETURN TO CLIENT

8. The Submit for Delegate decision pop up appears. Confirm that the Client applied for care
under the Aged Care Act 2024 by selecting the tickbox, then select SUBMIT.

x
Submit for Delegate decision

‘fou are about to send this assessment and support plan to the Delegate for their decision. L
¥ All fislds marked with an asterisk [*) are required. .

Client applied for care under the Aged Care Act 2024 *

9. A green banner will then display confirming the assessment and support plan has been sent
to the Delegate for their decision.

V The assessment and support plan has been sent to the Delegate for their decision

Reassessment for a new Support at Home Classification following an episode of End
of Life

1. Go to the Plans tab of the client record, and select REQUEST A REVIEW from the top right
of the screen.

1800 836 799 Moo Fri sam - pen St 103m - 2pm

UATAUTOAlexandreb UATAUTOHILLLU (UATAUTOBobbiev)
040, ACET405€31 o

mary contact UATAUTOLytaw UATALITOHI (S6F) - 0464 519 913

NG SUPPONT (RAAONSIES 0o

® UATAUTOLaylaw UATAUTOHilllu support plan

Chovtmmary  Clentoetals  Supponnenvark  Retomats o my rgansation ﬂ Mexaments | Approvat | Senwces  MyAgedCave weacices  Nows | Tasks and Notmcamons
<"1 Assessment Information
< Assessment summary
< Needs identified at assessment

< Assessment history

</ Current care approvals

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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2. The Request a Review page appears. Fill out all mandatory details and add any relevant
documentation (such as a care plan).

1800 836 799  Mon Fr fiam - fyrm Sot 10 - 2y

Service and Support Portal

Mr UATAUTOMaryami UATAUTOHobartx UATAUTOFAYH (UATAUTO Jaycel)

Mok, 78 ynoes o, 9 Oncrmsber 1947, ACACLZHGAY Lot Nurmiber 28 SEENEY STREET ZLLMERE. QLD, 4034

® Request aReview

Al i marked Wit an actedsk () ave required

Request details

Doome P rocquanat sweet 39 b sxshirmnt crjenty? You

Finare provente o copy of Pm chant s care gl and indas e buckyet

s oy st b mormainn wten e Wined Cane phan ar Dbl g ”

(The Team Leader will then be required to assign the assessment to a suitable assessor.)

Assign this review for Doloris Carlos

All fieids marked vath an asterisk (*) are required

Urgent -
TEST
41255
Assign to*
) Elle HUMPHREYS (0 assessments and 0 reviews assigned)
) Roderick WILLINGHAM (0 assessments and 0 reviews assigned)
4 O Benj ROOT (0 assessments and 0 reviews assigned)
! O Aja SCARBROUGH (0 assessments and 0 reviews assigned)
_) Trenton PADRON (0 assessments and 0 reviews assigned)
) Eligh STUTZMAN (0 assessments and 0 reviews assigned)
Juliann MACKLIN (0 assessments and 0 reviews assigned)

[Ty

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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3. The assessor that is assigned the assessment will need to go to the Reviews tile of the
Assessor Portal home page, and then the Not Started section of the Current Reviews page,

to find the client.

) Cument reviews oy oy A Ot

o
= =
Fliter by >

o o et it 3

Cument 10rt srder 15 Ligency
110 7 cut of 7 matcang mesuts

In Progress

-’ 0.
Sucey Al
SMITH SMITH

© MARGATE. OLD 401 © WOOL BAY. 34, 8574 9 BRISEANE CITY, LD, 4000
0 Ac 99939999 1 cars AcBESBE8E3 3 TITITITT
o 27 Ny 2026 beew ot date 1330 2024 . iged dale 21 Apr 2026
25 Vay 2008 Sow by 31 May 2028 cugas Oc v 30 May 2006
x In Progrens x n Pagress x a2 2
Not Started

Dotrts.

CARLOS

@ BLACEBUNN WC 3130
. w10 M EEEE6666
¢ 70 My 2006
¥ Rave by 18 Janwary
poil)

Ay rom dusont A 700 23 e

4. The client’s card appears. Select START SUPPORT PLAN REVIEW.

Dolons CARLOS

Male, 67 years old, 5 March 1959

Requested by Reason for request
Representative Client's change in circumstances:
Contact: Change in care neads
g;i—'@gﬂ;f;g[,d Impact on client's change needs:
Thaer Jamoaa needs Assessment because He is

strugagling to find a provider who has staif that can speak
Arabic. He wants home care package. He had lower
back surgery and can't walk distances. He use a walking
Request dates " " :

Date requested: 4 January 2025 stick. . The client reguires an Aged Care Assessment.

Request submitted by: Landon Greenfield

Finalised Support Plan Review due by 18 January
2025

VIEW FULL CLIENT RECORD VIEWALL CLIENT NOTES & VIEW CLIENT REPORT

_I FLAG AS END-OF-LIFE TRANSFER SUPPORT PLAN REVIEW

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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5. The ‘Before you start the Support Plan Review’ pop up appears. Select RECOMMEND A
NEW ASSESSMENT.

Before you start the Support Plan Review

All fields marked with an asterisk (*) are required.
If the client's circumstances have changed to any of these scenarios from their initial Support Plan:

« Needs Transition care; or
Needs Residential care; or
MNeeds Residential respite; or
Client has relocated or

eeds Assislive Techno ogy or Home '- cation services
Meeds a new or different SaH classificafion; or

Meeds CHSP classification; or

Meeds Restorative care Pathway; or

Meeds services after Restorative Care Pathway

in place); or

you have the option to "Recommend a Mew Assessment” instead of Support Plan Review.

Otherwise, a Support Plan Review must be undertaken to assess and accommodate changes in the client's current

circumsiances.
CONTINUE TO SUPPORT PLAN REVIEW RECOMMEND A NEW ASSESSMEMNT I CAMCEL

6. The assessor will then press START TRIAGE and then continue to START ASSESSMENT,
after Triage is completed.

Start Triage

Doloris CARLOS

2SS8880¢ Kesha Doy G098 were spect and The Ond was efing lowAnd on | wend hough the -
008 were spent and the Orubd was Geling lowAnd on | went though the
GOPS were 30008 and the OrUD Was QEIING IowANd on | weet Ihough the
Suppont plan review 2 Jone 2006 SO98 were spent and the Orud wis Qetiing lowAnd on | wend though the
Suppent plae 14 Novermer 2019 a) g8
Compretens e Asseysment 2 June 2026 Q S0V 7)
“ 2 8 AN preasy smoke in an inky cloak went steaking across Be sky
Comgreneri e Asservment 18 Asgust 2025 ? Tgwlﬂl And every day Bt guet clay seemed 10 heavy a0d heavier [\f
Comprehensive Assessment 27 Jay 2023 o GrowAng every day That Quiet clay seemed 1o hea
Home Seopint Arsesament 9 January 2023 e
Comments
TEST

“
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Start Assessment
=
a - 0ogs weve spent and the was gefieg lowAnd on | went though the a
AN Kesba Day wmcwmnxutmwmlmmn
Triage conducted by  Mesha Oay 0008 were spent and the orud was geling MwsAnd on | went though the
ogs were 300Nt and the Grud was Qefiag lowAnd 00 | weet Though the
Suppant phan © Triape Completed @) o N
Compretonsive Assessment @) Trage Completed o 04032024 ()

wgowmnmmwmmmkﬁy
DCTES 101936 And every day Bt quiet clay seemed 10 hedvy and heavier
Growang every day Bat quet Clay seemed 1 hed

Comments
TEST

Cohatstant Getais

| START ASSESSMENT

7. After the assessment is finished, select FINALISE IAT.

L vg

Finalise IAT and go to support plan

Once you sefect Finalise IAT you cannot make any changes 10 the responses in vs questonnaire. and you will De taken 1o e Support Plan. Once the AT i fnalised. e system wil determine
e outcome of the dssessment whch Can be wewed n Pe Suppont Plan

¥ you wish 1o coninue with the Support Plan, please select Finakse AT o f you wish 1o make any changes 10 Be questonaare. please select Take me back 1o e assessment

8. The IAT outcome from the re-assessment will appear in the Goals & Recommendations
tab. An Information message displays that the client can only be recommended their latent or
a higher ongoing classification level.

) Support plan and services
m_mW Managy vorvcen S s s Pocgie R

Funteg casscston Trsstonad MCP Liew &
a1 EnclokLie Py
AT Mt

9. The assessor will then accept the new SAH Classification, complete the assessment and
support plan as per normal processes prior to submitting for delegation.

) support plan and services
PR e [ ————

IAT Outcome and Classiicabons.
Larmert dmsaaseed i oot £testemeed Busteg snstcston  Timaoned HCP Lvel 4
T Cutonene a1 Caammtnston T ot st Pattny
AT Mot

Client concerns and goals

Concs

em:
Drtrn | ot st | bt s e, st b oy S4T30

<) Goal: | would lioe 1o gt hidp thal assists me ko Stay at home. 7

(¥ Goal: | can aceass respite cane when | need i )@
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