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[bookmark: _Toc115343099]Assessor Portal User Guide 6 – Completing an Assessment 
This guide explains the roles and responsibilities of assessors when completing an aged care assessment in My Aged Care. It covers:
· Non-clinical assessors, who can complete Home Support Assessments
· Clinical assessors, who can complete Comprehensive Assessments
Assessors can complete the Integrated Assessment Tool (IAT) using:
· the Assessor Portal (covered in this guide)
· the Aged Care Assessor App, and upload the assessment when they next have internet access
· a printed or blank copy of the IAT, and enter the information into the Assessor Portal after completing the assessment
If you only have an Organisation Administrator or Outlet Administrator role, you cannot view or complete assessments in the Assessor Portal.
For detailed instructions on completing an assessment, refer to the Integrated Assessment Tool (IAT) User Guide.
	!
	On 1 November 2025, the Aged Care Act 2024 and the Support at Home program come into effect with significant change to support plans in the IAT.
To ensure the right IAT is used, and triage can continue for priority referrals, any assessments in the following statuses already started prior to 1 November 2025 and in progress on 1 November 2025 must be restarted:
Triage complete, main assessment not started
Triage complete, main assessment in progress (includes incomplete support plan)
Main assessment completed, awaiting delegate decision (comprehensive assessments).
For information on the Restart Assessment Process, please refer to Management of active assessments for 1 November 2025 transition – Standard Operating Procedure and Restarting In Progress Assessments for Support at Home (instructional video). 
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[bookmark: _Viewing_assessments][bookmark: _Toc199406466][bookmark: _Toc1861769871][bookmark: _Toc237294421]Viewing assessments
Follow these steps to view an assessment:
1. Select Assessments on the homepage.
[image: Image of the Assessments homepage with Assignments highlighted.]
2. From the Assessments tile, assessors can view all assessments assigned to them under the Current Assessments tab. This tab includes assessments with the following statuses:
· Triage not started
· Assessment not started
· Assessment in progress
· Assessment completed but not yet finalised
· Assessment awaiting delegate decision (not applicable for reviews)
· Delegate decision completed but not finalised (not applicable for reviews).
· Assessments returned to the assessor from the delegate.
[image: Image of the Current assessments screen.]
For more information about assessments returned to the assessor from the delegate, refer to My Aged Care – Assessor Portal User Guide 7 – Completing a support plan and support plan review.


	!
	To view the next Key Performance Indicator milestone (for example, Finalised Support plan) and due date for an assessment, go to the client’s referral card.
[image: Client card with completed Support Plan due date highlighted.]


3. The Recent assessments tab shows assessments that have been finalised, cancelled, and/or closed. It also contains completed and cancelled Support Plan Reviews.
[image: Recent Assessments screen showing a table of client information, including name, ID, location, and assessment completion date.]
	[bookmark: _Hlk166582785]!
	[bookmark: _Hlk166581443]You can sort and filter assessments. For more information refer to the My Aged Care – Assessor Portal User Guide 3 – Managing referrals for assessment and support plan reviews. 


[bookmark: _Toc199406467][bookmark: _Toc1827720844][bookmark: _Toc237294422][bookmark: _Toc108042066][bookmark: _Toc2107386891][bookmark: _Toc1653179918][bookmark: _Toc1244172464][bookmark: _Toc542326495]Starting an assessment 
1. To start an assessment, select a client from the Assessment Not Started heading, and then select the double arrow icon on the top right-hand corner of the client card. 
[image: Current Assessments page, showing a client card under the heading of 'Assessment not started'. The Expand icon at the top right of the client card is highlighted]
The client card shows a summary of the client’s information. Assessors can view read-only copies of previous screenings, triages, and assessments; as well as referral-related attachments and the client’s support plan, if one is available.
	[bookmark: _Hlk166663538]!
	When you open the client card, the Support plan status is shown as Triage Completed. To view details from the screening and triage, select the magnifying glass icon. 
[image: Image of a client card with the  magnifying glass icon highlighted. ]


[bookmark: _Hlk167117954]
2. [bookmark: _Hlk167117988]For comprehensive assessments, clinical assessors can select the assessment setting before starting the assessment. Select the Edit (pencil) icon next to Assessment Setting.
[image: Client card image with the assessment setting highlighted.]
3. The Assessment setting pop up appears. Select Hospital or Non-Hospital and then select Save.
[image: Image of the assessment setting pop-up.]
4. The Assessment setting entered here must be the same as the value recorded in the Integrated Assessment Tool (IAT).If either value is changed, clinical assessors must update both fields so they match. 
Before starting an assessment, clinical assessors can change a Home Support Assessment to a Comprehensive Assessment. To do this, select CONVERT TO COMPREHENSIVE ASSESSMENT.
[image: Client Card, with the 'Convert to Comprehensive Assessment' button at the bottom highlighted.]
5. The reason for the change will be automatically filled. Enter your Reason or comments about converting the assessment. 
Non-clinical assessors who want to change a Home Support assessment to a Comprehensive assessment must also enter the name of the supervising clinical assessor. 
[image: 'Convert to Comprehensive Assessment' pop up, containing the 'reason for change', 'reason or comments', 'supervising assessor' sections.]
6. Once you have completed the required information, select YES, CONVERT ASSESSMENT to continue. After an assessment has been converted to a Comprehensive assessment, it cannot be changed back to a Home Support assessment. The assessment type will then be shown as a Comprehensive Assessment.
[image: 'Convert to Comprehensive Assessment' pop up, with the 'Yes, convert assessment' button at the bottom right highlighted.]
7. The assessment type will now be shown as Comprehensive Assessment. When you are ready to begin, select START ASSESSMENT.
[image: Image of the client card with start assessment highlighted.]
8. [bookmark: _Hlk166664038][bookmark: _Hlk166663649]Record client consent before starting the assessment.
Read the relevant consent script from the My Aged Care Assessment Consent Form to the client, and record their response. If you believe the client may not have the capacity to provide consent, complete the form with the client’s confirmed supporter or supporter guardian recorded in My Aged Care.
Download the My Aged Care Assessment Consent Form from the Reports & Documents tile in the Assessor Portal.
[image: Reports and Documents page, forms tab, showing a list of forms available. the Assessment Consent form is highlighted.]
9. If the client gives consent, select the relevant consent options in the Consent for Assessment pop-up (shown in the next page) and then select CONTINUE. During this step, obtain the signed copy of the Aged Care Assessment Consent Form.
	!
	If the client does not give consent, the system displays a warning message advising that you cannot continue with the assessment. Enter the reason the assessment could not be completed. If you select Other, please specify, provide additional details in the free-text field. 
Select SAVE AND CLOSE to cancel the assessment.
[image: Consent for Assessment screen with the ‘Consent Obtained From’ and ‘Reason for Not Providing Consent’ fields highlighted.]


Consent for Assessment pop-up
[image: Consent for Assessment pop up, including information, when and how to seek consent? does client have capacity to give informed consent? script to be read, and a drop down indicating who gave the consent.]
10. [bookmark: _Hlk167118255]You can Pre-populate the IAT with existing client information or start a blank assessment.
For new clients who have not completed a screening or have had a previous assessment, you can pre-populate the IAT using information from the triage. 
If the client has completed a screening, you can also select to pre-populate the IAT with information from the screening. If the client has had a previous assessment you can choose to use information from that assessment as well.
After selecting the information that you want to use, select CONFIRM SELECTION.
[image: 'Prepopulate or start a blank assessment' pop up. There is a chose between Triage (and/or Comprehensive assessment), or Blank assessment. the Confirm Selection button is highlighted.]
If you do not wish to pre-populate the IAT select Blank Assessment.
	!
	If you select Blank Assessment, you cannot reverse this decision during the assessment. 


[image: 'Prepopulate or start a blank assessment' pop up. There is a chose between Triage (and/or Comprehensive assessment), or Blank assessment. the Confirm Selection button is highlighted.]
11. [bookmark: _Hlk166664158]Review and update the client’s demographic information, including:
· Whether the assessment is being completed remotely
· The client’s personal details and background
· Whether the client would prefer a First Nations Assessment Organisation (if available)
· Government identification details such as Medicare card number.
The system pre-populates these details from the triage record. Update any information if needed.
After confirming the correct details are correct, select SAVE AND CONTINUE TO ASSESSMENT. 
[image: Demographic details pop up of the IAT assessment. The Remote assessment tick box, and the Save and continue to Assessment button are highlighted]
	!
	It is important to ensure that the client’s Aboriginal or Torres Strait Islander identity is accurately captured, as this will trigger the system to display Validated Assessment Tools that are appropriate to use with First Nations people if required. 
 [image: The image shows the question “Does the client identify as Aboriginal or Torres Strait Islander?”, with “Yes - Aboriginal” selected from the available radio button options.]
A client’s Medicare card number must be correctly entered to ensure that their My Health Record can be successfully linked if they consent to do so.
 [image: Image showing the field for entering a Medicare card number.]

	!
	Select Remote Assessment only when you complete a face-to-face assessment in a remote (MM6) or very remote (MM7) area. Recording remote assessments accurately helps improve reporting and supports future planning for clients in remote communities. To check whether a client lives in a MM6 or MM7 area, use the Health Workforce Locator:
1. Select Start the Locator Now from the home page
2. Enter the client’s address
3. The MM number displays in the Summary section.
[image: Except of the Health Workforce Locator. the Monified Monash Model section is highlighted]


12. If an assessor needs to update a client’s demographic details after they have commenced the assessment, they can do so from the CLIENT DETAILS tab of the Client Record by navigating through the FIND A CLIENT tile from the homepage.
[image: Client details page, client details tab. The Client details tab is highlighted]
13. A record of any previous screenings or assessments will be accessible through the PLANS tab of the client record under ASSESSMENT HISTORY.
[image: Client details page, Plans tab, showing the Assessment history section at the top right]
[bookmark: _Toc1465716288][bookmark: _Toc792113095][bookmark: _Toc2029562106][bookmark: _Toc1006538679][bookmark: _Toc1594528633][bookmark: _Toc199406468][bookmark: _Toc1998476382][bookmark: _Toc237294423]Completing an assessment
	!
	The Client Journey Tracker is a visual tool that shows where a client is in their My Aged Care journey and what happens next. It displays above the Client Summary. During the assessment, the client's tracker displays: "An assessment to determine care needs is in progress."
[image: Client Summary screen showing the client journey tracker, currently indicating the Assessment stage.]

	[bookmark: _Hlk177050859]!
	The Integrated Assessment Tool (IAT) uses an algorithm to help assessors make consistent recommendations based on a client’s needs. The algorithm analyses the client’s assessment responses and current aged care approvals, then recommends appropriate aged care services. After you finalise the IAT, the recommended services appear on the Support Plan and Services page under the Goals and Recommendations tab. 
In some cases, the system also displays information messages to indicate that the client may be suitable for:
· the Restorative Care Pathway
· Support at Home
· Assistive Technology
· Home Modifications.


1. When you start an assessment, the Demographic Details page opens. The system may pre-fill some information from an earlier triage, screening, or assessment. Review the details, update them if needed, and make sure all required fields are complete. When you are ready to continue, select SAVE AND CONTINUE TO ASSESSMENT.
[image: Image of the client's demographic details page.]
2. [bookmark: _Hlk166664537]The Assessment Details page opens. Key client information appears at the top of each assessment page for quick reference.
[image: Image of the ASSESSMENT DETAILS page with key client information displayed at the top of the page. ]
3. To view information collected during triage, select TRIAGE from the navigation bar. The triage information opens in read-only mode.
[image: Screenshot of a digital form interface titled "Assessment Details" for entering assessment information. ]
4. [bookmark: _Hlk166664565]The navigation bar moves with you as you scroll through the assessment. A tick appears next to the section in the navigation bar when you have completed that section.
[image: Screenshot of a user interface menu displaying three options: Assessment Details, Reason for Assessment, and Carer Profile. ]
	[bookmark: _Hlk166664584]!
	To protect client information, the system automatically logs you out after a period of inactivity. If there is no activity for 25 minutes, the system displays a warning message. If the system remains inactive for another 5 minutes, it automatically logs you out. You will then need to log in again before continuing the assessment.


[bookmark: _Toc229760173][bookmark: _Toc1690201812][bookmark: _Toc270320133][bookmark: _Toc1376122355][bookmark: _Toc1339098042][bookmark: _Toc597923440][bookmark: _Toc199406469][bookmark: _Toc237294424]Assessment features
1. [bookmark: _Hlk167118449][bookmark: _Hlk166664627]To remove any information you have entered on the current page, select Clear Page Information in the top-left corner of the page.
[image: Image of the ASSESSMENT DETAILS page highlighting the clear page information selection option.]
2. A pop-up message appears. Select Yes, clear page information. To remove all information entered on the page.
[bookmark: _Hlk166664643][image: Image of the clear page information pop up.]
	!
	Pages that do not contain Validated Assessment Tool triggering questions will only give you the options to Clear Page or Cancel. On pages that contain Validated Assessment Tools trigger questions, you also have the option to select Clear All. 
When you select Clear Page, the system shows a progress indicator while it removes the information. Clearing the page also removes any selected check boxes [image: ] that triggers the display of a Validated Assessment Tool. 
To clear information entered in a Validated Assessment Tool, either select Clear All, or go to the page where the tool is located and select Clear Page Information.


3. Visual indicators help you complete the form. If you have not answered a required question, a red line appears beside the field. Once you answer the required question, this line changes to green.
[image: Example of visual cues on form including red line for questions not answered and green line for completed mandatory questions.]
4. Some answers require you to provide additional information. When this happens, a red asterisk (*) appears next to the relevant field to show that it is now required.
[image: Image of mandatory fields based on question answer with Details highlighted.]
5. [bookmark: _Hlk166664723]Some answers may trigger additional questions. Complete these questions to provide more information about the client’s needs based on the response you selected. 
6. Select the Information [image: ] icon next to a question to view on-screen help text. The help text remains open until you select the X to close it or open a different help text box.
[image: Example on screen help text for the question 'Sensory concerns' - show 'Whether the client has any concerns of difficulties with their vision, hearing or speech. Multiple responses may be appropriate.' Select the X at the top right to exit the help section.]
7. At the bottom of each page, select both required checkboxes:
· ‘I have reviewed the information on this page and I confirm that it is correct.’
· ‘I have confirmed that any required goals are added to the Support Plan.’
To continue, select Next in the bottom-right corner of the page, or choose the next section from the navigation bar. The system automatically saves your assessment information as you move between pages. 
[image: Image of the two mandatory tick boxes that must be filled at the bottom of each page and the next button for navigating to the next assessment page.
]
8. When you complete all required questions on a page, marked by an asterisk (*) and a red line, a green tick appears next to that section in the navigation bar to show it is complete.
[image: Image showing a checklist for a triage assessment process. Sections include Assessment Details and Reason for Assessment marked complete with green checkmarks, while Medical and Medications is highlighted in blue, indicating current focus.]
[bookmark: _Toc237294425]Clinical attendance (for non-clinical assessors)
The IAT uses threshold questions to identify when a client may need a more detailed clinical or comprehensive assessment. These questions are highlighted with a blue banner.
Your answer to a threshold question may trigger additional clinical questions.
For example, if you answer No to the question "Is the client managing urinary incontinence issues?", the system displays additional questions that require input from a clinical assessor.
[image: Image of the form related to urinary incontinence assessment, showing dropdown and toggle options for toileting bladder incidents and client management status. The image also displays a highlighted notice about clinical governance requirements.]
Non-clinical assessors can only complete these questions through the clinical attendance process, in line with their assessment organisation’s clinical governance framework.
To complete these questions:
1. Select Yes to confirm that you are completing this section of the IAT under your organisation’s clinical governance arrangements.
2. Enter or select the name of the supervising clinical assessor who provided the clinical attendance.
3. Select SAVE DETAILS.
[image: Image of Clinical Declaration and Supervisor details section.]
After you save the details, the supervising clinical assessor’s information appears in the IAT. You can then continue completing the assessment with clinical supervision.
[image: Image of Clinical Declaration and Supervisor details section.]
[bookmark: _Toc237294426]Health Conditions
In the Medical and Medications section, add the client's health conditions by searching for the condition name or code.
[image: Screenshot of a medical assessment form focused on Medical and Medications section, used for recording client medical treatments and health conditions.]
You can add up to 10 health conditions for each assessment.
Start typing in the search field and select the appropriate health condition from the list of options. 
[image: Image of the health conditions screen showing the free text field for displaying up to 10 health conditions.]


After selecting a condition, update the description if needed to reflect the client's circumstances and choose the relevant Diagnosis Status.
[image: Image of the health conditions screen displaying where the client's health condition details can be edited and selection of the diagnosis status value.]
To add another health condition, select + Add Health Condition. To remove a health condition, select the bin icon.
You must also identify the client's Primary Health Condition. You can choose to include health conditions as Other Considerations in the client's Support Plan.
[image: Image of the health condition screen showing two entries with codes, descriptions, diagnosis status, and primary health condition selection. ]


[bookmark: _Toc237294427]Adding Identified Needs
As you complete the assessment, you can add information to the client’s Support Plan by selecting:
· Add as Functional Need
· Add as Complexity Indicator
· Add as Other Consideration
· Add as Recommendation.
When available, these options appear as checkboxes on the right-hand side of the relevant IAT questions.
[image: Image of four checkboxes with labels indicating different categories for selection. ]
Add As Functional Need example
[image: Image of a form section titled "Get to places out of walking distance" with options for assistance levels: "Without help," "With some help," and "Completely unable." ]
Add As Other Consideration and Add as Recommendation examples
[image: Add as Other Consideration and Add as Recommendation example image.]
In some cases, the system automatically selects these checkboxes based on the answers you enter.
For example, if a client has an assistance dog, is eligible for and able to access the Physical Assistance Dogs Program, and the dog meets the HealthDirect definition of an assistance dog; the system automatically adds Assistive Technology – Assistance Dog as an Other Consideration in the Support Plan.
[image: Image displaying Assistance Dog as Other Consideration example screen.]
You can also add Assistive Technology and Home Modifications as Other Considerations in the Support Plan.
The system displays this option at the end of seven assessment topics:
· Medications
· Function
· Physical Personal Health and Frailty
· Social
· Cognition
· Psychological
· Home and Personal Safety.
Use this option to identify whether the client may need funding for assistive technology or home modifications.
When you select this option, the Add as Other Consideration checkbox is automatically selected and cannot be changed.
[image: Image displaying where Assistive technology and Home modifications are also able to be added as an Other Considerations.]
When you select these checkboxes, the information appears in the relevant sections of the client’s Support Plan.
Functional Needs, Complexity Indicators, and Other Considerations appear on the Other Considerations tab and in the Assessment Summary.
Recommendations appear on the Goals & Recommendations tab.
	!
	Remember to add any Assistive technology and Home modifications considerations to the client’s support plan. Refer to My Aged Care – Assessor Portal User Guide 7 – Completing a support plan and support plan review.


[bookmark: _Toc1967378798][bookmark: _Toc488895791][bookmark: _Toc1796599626][bookmark: _Toc596390722][bookmark: _Toc1771665257]
[image: Image of the support plan and services summary screen, with other considerations from previous steps displayed.]
[bookmark: _Toc199406471][bookmark: _Toc2087623745][bookmark: _Toc237294428]Viewing and adding carers in the assessment
You can view, add, and update carer information directly from the assessment without returning to the client record.
1. In the navigation menu, select Carer Profile, then select View/Add Carers.
[image: Image displaying the Carer Profile section of the assessment form and tab to View or add carers.]
2. A pop-up window opens and displays any carers already linked to the client. To add a new carer, select Add a Carer.
[image: Image of the find a carer pop up box. The 'add a carer' button is highlighted]
3. Enter the person's first and last name, then select Search. To search using more information, select Show More Search Fields and enter the available details.
[image: Image of the find a carer search screen. The 'show more search fields' and 'Search' buttons are highlighted]
4. If the person already has a record, they appear in the search results. Select the radio button next to their name to open additional fields, including client consent, carer consent, and the carer's relationship to the client. Then select Add.
[image: Image of the find a carer search screen with an example matching record for an existing carer.]
5. A confirmation message appears to let you know that you have successfully added a carer.
Select Save to save your changes.
[image: Image of Carers pop up box with confirmation message. Save button is highlighted.]
If there are no results, or you want to add a different carer, select ADD A CARER.
[image: Image of the find a carer screen with add a carer highlighted.]
6. Enter all required information about the carer, including confirmation that both the client and the carer have consented to the relationship. Then select Save.
At this stage, consent is only required to create the client-carer relationship in the My Aged Care system. Once you create the relationship, the carer appears in the client’s support network and becomes available to add to the client’s support plan later.
You must obtain consent for any future changes to the client-carer relationship.
For information about recording consent for referrals or call-backs from the Carer Gateway and/or National Dementia Helpline, go to Assessor Portal User Guide 2 – Registering support people and adding relationships.
[image: Image of the add a person form and mandatory fields needing completion, including consent from both the client and carer.]
7. A confirmation message appears to confirm that you have successfully added a carer.
[bookmark: _Toc1893406013][bookmark: _Toc225192921][bookmark: _Toc1436814069][bookmark: _Toc1142324767][bookmark: _Toc493156877]Select Save to save your changes.
[image: Image of Carers pop up box with confirmation message.]
[bookmark: _Toc199406472][bookmark: _Toc2091618097][bookmark: _Toc237294429]Adding a Sensitive Attachment in the assessment
Assessors can add sensitive client information as part of the assessment.
1. To download the Sensitive Attachment Form, go to the Support Considerations section of the IAT and select Download Sensitive Attachment Form.
[image: Except of a client's IAT assessment, showing the last section 'Support Considerations'. The Download Sensitive Attachment Form button is highlighted, on the top right of page]
You can also download the form from the Forms tab in the Reports & Documents section of the assessor portal.
[image: Image displaying the Reports and Documents hyperlink of the assessor portal.]
[image: Image displaying the Reports and Documents page with the Forms tab highlighted.. The Sensitive Attachment is listed in the Downloads section of the Forms section.]
Once downloaded, the Sensitive Attachment form will display.
[image:  Image of Sensitive Attachment Form ]
2. Complete the form, then upload it by selecting Upload Sensitive Attachment Form on the Support Considerations page. You can also upload it from the Attachments page by selecting Add an Attachment.
Support Considerations page of the IAT assessment
[image: Image displaying an excerpt of a client's IAT assessment. the last section 'Support Considerations' is shown with the Upload Sensitive Attachment Form button highlighted on the top right of the page.]
Attachments Page
[image: Image of attachments tab with add an attachment highlighted. ]
3. The Upload sensitive attachment pop up, or the Add an attachment pop up, appears. Enter the required details for the attachment.
If you are using Add An Attachment, select either Sensitive Attachment or Sensitive Client Status as the attachment type.
Select Upload to submit the file.

Upload sensitive attachment pop up
[image: Image of the upload sensitive attachment pop up.]
Add an attachment pop up with the Type Of Attachment drop down expanded
[image: Image of the Add an attachment pop up with the Type Of Attachment drop down expanded.]
4. Once successfully uploaded, a green banner will display at the bottom of the screen.
 [image: Green banner 'the sensitive attachment has been successfully uploaded']
5. The sensitive attachment appears in the Other Attachments tab on the client's Attachments page. The client's personal details section also displays a Sensitive Attachment indicator.
If you do not want the attachment and its details to appear on the Attachments page, select Hide from View.
[image: Attachments Tab of a client record. 
a Sensitive Attachment listing is shown underneath the 'Other Attachments' tab. ]
	!
	[bookmark: _Hlk115181518]If you add a Sensitive Attachment during the assessment, record this on the Support Considerations page.
Sensitive attachments are only visible to My Aged Care contact centre staff and assessors. Clients cannot view them through their My Aged Care online account, and service providers cannot access them directly.
When a service provider accepts the client's referral, the system notifies them that sensitive information is available. The provider can then contact the client's assessor or the My Aged Care contact centre to request access to the information.
[image: Image of Attachment radio button on Support Considerations page that is highlighted.]


[bookmark: _Toc1839004936][bookmark: _Toc1179606357][bookmark: _Toc1284388583][bookmark: _Toc943335857][bookmark: _Toc1376494603][bookmark: _Toc199406473][bookmark: _Toc806855555]

[bookmark: _Toc237294430]Navigating the Validated Assessment Tools
1. [bookmark: _Hlk166664887]Use Validated Assessment Tools (VATs) to help assess a client's needs. The system includes a range of VATs, with some built directly into the Integrated Assessment Tool (IAT) and others available as optional tools when needed. For example, the Duke Social Support Index is built into the Social section of the IAT.
[image: Image of the duke social support index - social interaction subscale.]
2. [bookmark: _Hlk167121784]Some Validated Assessment Tools (VATs) only appear when the client's responses indicate they may be relevant and the client agrees to complete them.
For example, the Revised Urinary Incontinence Scale appears when the client's responses indicate urinary incontinence and the client is willing and able to complete the tool.
[image: Image of the Revised Urinary Incontinence Scale]
3. The system automatically calculates the total score for these Validated Assessment Tools (VATs) based on the client's responses.
Your assessment organisation can also choose to use other validated assessment tools that are not included in the IAT. If you use these tools, upload the completed forms as attachments to the client's record.
You can download blank copies of these tools from the Reports & Documents section of the assessor portal.
4. [bookmark: _Toc1654291644][bookmark: _Toc600170128][bookmark: _Toc1798805384][bookmark: _Toc1159772103][bookmark: _Toc845508954]If you need to remove responses from a Validated Assessment Tool (VAT), select the eraser icon to clear the tool's responses.
[image: Image depicting the location of the eraser button.]
	!
	Assessors must complete all required screening tools in the Cognition section.
If the client does not have a confirmed dementia diagnosis and does not complete either Step 1 GP-Cog or Step 2 GP-Cog, you must record the reason why the client did not complete the cognitive screening tool.
[image: Image of the cognition section and mandatory questions.]


[bookmark: _Toc199406474][bookmark: _Toc1232737759]

[bookmark: _Toc237294431]Modified de Morton Mobility Index (DEMMI) and Residential Respite Care (Clinical assessor)
The IAT includes a validated assessment tool called the Modified de Morton Mobility Index (DEMMI-Modified).
Only clinical assessors can complete this tool, and they must do so during a face-to-face assessment when assessing a client's needs for residential respite services.
Non-clinical assessors must not complete the DEMMI-Modified, including under clinical attendance arrangements.
The information collected through the DEMMI-Modified contributes to the Australian National Aged Care Classification (AN-ACC).
1. In the Function section of the IAT, answer the question: Are you likely to recommend residential respite care? Select Yes or No.
If you select Yes, the system asks a second question: De Morton Mobility Index (DEMMI)? Select Yes or No.
[image: Image displaying two questions with Yes and No response buttons. Questions ask about likelihood to recommend residential respite care and De Morton Mobility Index (DEMMI) modification, with Yes selected for the first question in this example.]
2. If you answer Yes to the above question, you must complete the DEMMI-Modified assessment.
The DEMMI-Modified will appear in the navigation bar below the Function section.
[image: Image of the The De Morton Mobility Index (DEMMI) - Modified screen.]
3. Complete the four sections of the DEMMI-Modified by selecting the option that best reflects the client's mobility.
· Bed
· Chair
· Static Balance (No Gait Aid)
· Walking.
[image: Screenshot of a digital form section titled "Bed" assessing physical abilities related to bed mobility as part of the The De Morton Mobility Index (DEMMI) - Modified. ]
4. Select the Help icon [image: ] to reveal help text.
[image: Image depicting help text that is displayed when the help icon is selected.]
5. Select the Eraser icon [image: ] to clear your answer.
[image: Image depicting the location of the eraser icon used to clear a previously entered answer.]
6. After completing all required sections, confirm that the information on the page is correct and that you have added any required goals to the Support Plan. Then select Next.
[image: Image depicting the location to confirm the information is correct and the next button.]


7. Continue completing the assessment and submit your recommendation for residential respite care for delegate approval.
If you recommend residential respite care without completing the DEMMI-Modified, the system prompts you to select a declaration checkbox and to enter a reason for not completing the DEMMI-Modified.
[bookmark: _Toc1895442453][bookmark: _Toc870549670][bookmark: _Toc613620915][bookmark: _Toc39546725][bookmark: _Toc1459278983][bookmark: _Toc423023387][image: Image of the screen with two yes/no questions regarding residential respite care recommendation and De Morton Mobility Index (DEMMI) completion. The form includes a blue notification box stating that selecting "No" for DEMMI requires a declaration and justification for non-completion.]
The Add Care Type for Delegate Decision pop-up displays the declaration checkbox and the field where you enter the reason for not completing the DEMMI-Modified.
[image: Image of the ADD CARE TYPE FOR DELEGATE DECISION pop up with declaration.]
[bookmark: _Toc199406475][bookmark: _Toc1029921208]

[bookmark: _Toc237294432]Saving an assessment
1. If you are not ready to finish the assessment, select Save Assessment to save your progress.
[image: Image of the client card and location of the save assessment button.]
2. [bookmark: _Hlk167119435]The system displays a green confirmation message to let you know the assessment has been saved successfully.
[image: Image of the client card displaying the green banner advising of a successful save.]
3. You can return and continue the assessment at a later time. If you want to work on the support plan before finishing the assessment, select Save Questionnaire and Continue to Support Plan at the bottom of the page.
[image: Image of the SAVE QUESTIONNAIRE AND CONTINUE TO SUPPORT PLAN button at the bottom of the assessment page.]
4. The assessment appears in the Assessment In Progress section of your Current Assessments tab.
To help prevent data loss, the system also saves your work automatically at regular intervals, including when the portal is idle.
[image: Image of the assessment in progress section located within the current assessments tab.]
[bookmark: _Finalising_an_assessment][bookmark: _Toc237294433][bookmark: _Toc199406477][bookmark: _Toc661148646]Finalising the IAT
1. Before you finalise the IAT, make sure you have recorded and completed the client’s goals.
For more information about goals, refer to My Aged Care – Assessor Portal User Guide 7 – Completing a support plan and support plan review
[image: Image of the client's goals section and declaration.]
2. When you have completed all required assessment questions, select Finalise IAT and Go to Support Plan at the bottom of the assessment page.
[image: Image depicting the FINALISE IAT AND GO TO SUPPORT PLAN tab located at the bottom of the Assessment page. ]


3. The system then displays a pop-up asking whether the client consents to sharing their support plan through My Health Record. The pop-up includes:
· information about sharing the support plan
· guidance on when and how to obtain consent, including whether the client has the capacity to provide informed consent
· a consent script to read to the client
· options to record consent for service referrals and consent to share the support plan through My Health Record.
	!
	A client can withdraw their consent at any time by calling the My Aged Care Contact Centre on 1800 200 422.
Assessors can also update a client's consent through the Client Details tab in the client record.
For more information regarding this please refer to the My Aged Care – Assessor Portal User Guide 4 – Navigating and updating the client record.


[image: Image of the consent for service referrals and share support plan with my health record pop-up.]
[image: Image of the consent information about 'When and how to seek consent?' ]
[image: Image of the consent information with 'the script to be read']
4. After reading the Consent to Service Referrals information to the client or their supporter, record their decision by selecting the appropriate consent option.
[image: Image of the consent to service referrals drop down list]
5. Ask the client whether they consent to sharing their Support Plan through My Health Record (MHR), and select Yes or No. If the client gives consent, select Yes, record who made the decision, and then select Continue.
[image: Image of the consent to share Support Plan to My Health Record  drop down list with yes selected and the continue button highlighted.]
If the client does not give consent, select No.
Record who made the decision, then select the reason for not providing consent from the drop-down list.
Select Continue to proceed.
[image: Image of the consent to share Support Plan to My Health Record  drop down list with no selected and the continue button highlighted.]
6. If a supporter or guardian made the consent decision, enter their first name before selecting Continue. You can also enter their last name and add comments if needed.
[image: Image of the screen appearing if the consent decision has been made by a Supporter guardian, ]
7. Another pop-up will then display. Select FINALISE IAT to complete the assessment. 
	!
	Once you finalise the IAT, you cannot make any further changes unless the Assessment Delegate returns it to you for amendment. Before selecting Finalise IAT, review the assessment carefully and make sure all information is complete and accurate.
For information about assessments returned by a delegate for changes, refer to My Aged Care – Assessor Portal User Guide 7 – Completing a support plan and support plan review.


[image: Image of the finalise IAT pop-up with finalise IAT selected.]
8. A green confirmation message appears at the bottom of the screen stating: "Consents for Service Referrals and My Health Record were updated successfully."
[image: Image of the green banner containing “Consents for Service Referrals and My Health Record were updated successfully” ]
9. The system then takes you to the client’s Support Plan and Services page to complete the support plan.
If the client agreed to share their support plan through My Health Record, a green confirmation message appears at the bottom of the Support Plan and Services page to confirm that the link was created successfully.
[image: Image of the support plan and services page and green banner.]
	
!
	If the client’s My Health Record does not link successfully, the system displays an amber error message instead of a green confirmation message.
If you see the message "Unable to share data as the system could not find an active My Health Record", tell the client that their support plan cannot be uploaded to My Health Record. If they need assistance, advise them to contact the My Health Record Helpline on 1800 723 471.
[image: Image of an error message banner.  'Unable to share data as the system could not find an active My Health Record']
If you see the message "Unable to retrieve the client's Healthcare Identifier, so we cannot match them with their My Health Record. Their Support Plan cannot be made available in their My Health Record", contact the My Aged Care Service Provider and Assessor Helpline on 1800 836 799.
[image: Image of an error message banner. ‘Unable to retrieve the client's Healthcare Identifier, so we cannot match them with their My Health Record. Their Support Plan cannot be made available in their My Health Record’ ]
In both cases, you can still complete the client's Support Plan, but the system will not upload it to My Health Record when you finalise it. 


10. You can reopen the assessment from the Support Plan and Services page, by selecting Go to the Assessment on the Identified Needs tab.
[image: Image of the support plan and services page with go to the assessment button highlighted.]
[image: Image of the support plan and services page with go to the assessment button highlighted.]
11. You can also return to and review Functional Needs, Other Considerations, and Complexity Indicators by selecting the return arrow. Any Assistive Technology (AT) and Home Modifications (HM) identified during the assessment also appear here.
[image: Image of the supprt plan and services page with return arrows highlighted.]
12. The assessment outcome from the IAT appears in the Goals and Recommendations tab.
[image: Image of the goals and recommendations tab on the support plan and services page.]
[bookmark: _Toc237294434]Accepting or Overriding an Assessment
When the IAT outcome appears, you can either accept the recommendation or override it.
[image: Image of the goals and recommendations tab on the support plan and services page with the accept and override buttons highlighted.]
	!
	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).


[bookmark: _Toc237294435]Accepting IAT Outcome
To accept the recommendation, select Accept. The system displays a confirmation message asking you to confirm your decision. If you still want to proceed, select Accept again.
[image: Image of the Accept IAT outcome pop-up box ]
If the client receives a Support at Home (SaH) classification, the system displays a message explaining that the client’s preference for seeking home support services determines whether they are active in the Support at Home Priority System.
Select the client's preference:
· Seeking Services if the client wants to access home support services through the Support at Home program.
· Not Seeking Services if the client does not want to access home support services at this time.
[image: Image of the Accept IAT outcome pop-up box with information banner included.

Radio buttons for Seeking services and not seeking services are also displayed.]
If the client receives a Support at Home (SaH) classification and is not seeking Home support services, select Not seeking services. Then select a reason at the drop down:
· Deceased
· Care needs reduced
· Permanent residential care
· Other care arrangements
· Means testing
· Does not want Restorative care
· Did not wish to specify
· Returned mail
· Other. Please specify
[image: Image of the Accept IAT outcome pop-up box with information banner included.

The not seeking services radio button is selected and a drop down box is displayed containing reasons for selection.]
If Other. Please specify is selected, enter the reason in the text box below.
[image: Subsequent image of the Accept IAT outcome pop-up box depicting other, please specify being selected.

A mandatory text field for details to be entered also appears.]
Finally, select ACCEPT.
The client will have any existing requests for Home support services removed, and no Home support services requested.
[image: Image of a yellow banner that will appear to advise the client is no longer seeking services and, upon saving any existing requests for home support services will be removed.]
	!
	Transitioned Home Care Package (HCP) clients
When you complete a reassessment for a transitioned client and the Integrated Assessment Tool (IAT) recommends a Transitioned Home Care Package (HCP) Level 1, 2, 3, or 4 classification, the system displays a warning message on the Accept IAT Outcome screen.
[image: Image of the Accept IAT outcome pop up displaying a warning message advising 'The system has recommended SAH Classification 2 for the client. This is lower than the client's existing classification Transitioned HCP Level 3. By selecting the Accept button the system will keep the existing classification level Transitioned HCP Level 3.]


[bookmark: _Toc237294436]Overriding IAT Outcome
When you select Override, the Override IAT Outcome window opens.
Enter the following information:
· the outcome you want to override the IAT recommendation to
· the reason for the override
· a description explaining the override reason.
After entering the required information, select Save to Plan.
[image: Image of the Override IAT outcome pop-up box containing mandatory fields for completion.
]

If the recommended classification is Support at Home, End of Life, or a Residential Care Program, the system takes you to the Add Home Support Services page. Review the recommended services and choose whether to accept or override them.
Refer to My Aged Care – Assessor Portal User Guide 7 – Completing a support plan and support plan review for information on how to add Home support services.
	!
	Legislation and Overriding IAT Outcomes
In line with legislation, you are not permitted to:
· recommend a different ongoing Home Support classification level.
· override ‘Ineligible for CHSP/SaH’ to any ongoing Home Support services.
You are permitted to recommend short-term pathways and Residential Care according to the rules of the My Aged Care Assessment Manual.
Recommending ongoing Home Support services via Support at Home or CHSP
· Ensure the recommended classification aligns with the IAT outcome.
· If after an IAT review, the IAT outcome shows a lower classification than the client’s current classification, ensure the recommended classification is equivalent to the client’s existing classification. 
[image: Image of a warning message about legislation and IAT Outcome guidelines for recommending ongoing home support classifications. Text highlights restrictions on overriding IAT Outcome for different support levels, exceptions for short-term pathways, and instructions for clients with lower classification after IAT review, with emphasis on following Aged Care Assessment Manual and existing classification levels.]


[bookmark: _Toc237294437]Recommending SaH Restorative Care Pathway
Assessors can override an IAT outcome (SaH Classifications 1–8, and Ineligible for CHSP/SaH) to SaH Restorative Care Pathway (RCP). This applies to both initial assessments and reassessments, and to transitioned and non-transitioned clients.
When you override the outcome to SaH Restorative Care Pathway, the system automatically adds Assistive Technology (AT) Medium and Home Modifications (HM) Medium recommendations. You can review, change, or remove these recommendations if needed.
[image: Image of an information banner that contains the following text: adding SaH restorative care pathway automatically includes AT Medium and HM Medium.  You can still edit or remove these recommendations if needed.]
Overriding the outcome to RCP may remove some existing recommendations. If required, add these recommendations back to the support plan.
[image: Image of a warning banner containing the following text: 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.]
1. Select ‘SaH Restorative Care Pathway’ at the Override IAT Outcome to drop-down.
2. Select an override reason at the Override reason drop-down
The override reasons available for this pathway are:
· Has restorative care goals
· Delay/prevent ongoing services
· Needs early intervention care
· Other.
 [image: Screenshot of the Override IAT outcome screen.  It features informational and warning boxes, dropdown menus for selecting classification type and override reasons, and buttons to save or cancel changes.]
3. Enter the override reason description in the text box below the drop-down.
[image: Image of the override reason drop-down field and associated override reason description text field.]
4. Finally, select SAVE TO PLAN.

	!
	Recommending RCP From Ongoing SaH Classification only
The IAT also allows a CHSP classification to be overridden to RCP during a comprehensive assessment. However, assessors must not undertake this action and delegates must not approve assessments where this occurs. 
Where a CHSP classification outcome is generated, RCP cannot be recommended for approval (in line with section 81-15 of the Aged Care Rules). 
An ongoing SaH classification must be generated to override and recommend RCP for approval. 


[bookmark: _Toc237294438]Overriding for transitioned clients undergoing reassessment
For transitioned clients being reassessed, the Override IAT Outcome list shows:
· all Support at Home (SaH) classifications that are the same as or higher than the client's current Active Transitioned Classification
· SaH Restorative Care Pathway
· SaH End-of-Life Pathway.
The list does not show the client's current IAT outcome.
If the IAT outcome is higher than the client's Active Transitioned Classification, the list also includes the client's current Active Transitioned Classification as an override option.
[bookmark: _Toc237294439]Overriding to the SaH End-of-life Pathway
When you select SaH End-of-Life Pathway and confirm the override, the system automatically applies the appropriate latent classification based on the override rules.
The system also automatically selects Assistive Technology (AT) Medium.
[image: Screenshot of the support plan and services screen showing the IAT Outcome and Classifications section with current assessment type as Comprehensive Assessment. Key details include recommended classification marked as "SaH End-of-Life Pathway" and AT Medium, highlighted with a red box, indicating higher level service needs and end-of-life override reason.]
[bookmark: _Toc237294440]Converting to Comprehensive Assessment
Non-clinical assessors can change a Home Support Assessment to a Comprehensive Assessment after finalising the IAT and receiving an outcome recommendation, provided their organisation delivers both assessment types.
1. On the Goals & Recommendations tab, select Convert to Comprehensive Assessment in the top-right corner of the page.
[image: green banner confImage of the convert to comprehensive assessment button on the goals and recommendations tab.]
2. The system automatically selects High Level Care Needs as the reason for the conversion. Enter any additional comments, then select Yes, Convert Assessment.
[image: Image of the convert to comprehensive assessment screen with reason for change and reason or comments fields displayed.  The Yes, convert assessment button is highlighted.] 
3. The system displays a green confirmation message to confirm the assessment has been converted successfully. The IAT outcome also updates to show that a Comprehensive Assessment has been completed.
[image: Image depicting the green banner confirming the assessment has been successfully changed.]
[bookmark: _Toc199406478][bookmark: _Toc814740528][bookmark: _Toc237294441]Flagging an Assessment as End of Life
If a qualified health professional has assessed the client and provided supporting evidence that the client is approaching end of life, you can flag the client as End of Life.
1. In the Current Assessments tab, go to the Assessment Not Started section and select the expand card icon for the client.
[image: A partial screenshot of client cards that are underneath the 'Assessment Not Started' heading, in the Current Assessments tab]
2. In the pop-up window, select Flag as End of Life.
[image: Client Card. the 'Flag as end of life' button at the bottom right is highlighted.]
	!
	You can also start the End-of-Life process while an assessment is in progress. On the client's Goals & Recommendations tab, select Flag as End of Life and follow the prompts.
[image: Client Record, Goals & Recommendations tab. the 'Flag as end of life' button on the top right is highlighted.]



3. The Flag referral as End-of-Life window opens. Select the appropriate verification option from the drop-down list based on the documents provided.
[image: 'Flag referral as End Of Life for CLIENT' pop up. There is a drop down menu for 'End of life form verification' - No selection made, Document reviewed Valid, Document reviewed Pending, and Document reviewed Not Valid.]
4. Select the UPLOAD ATTACHMENT button to start uploading documents.
[image: 'Flag referral as End Of Life for CLIENT' pop up. the Upload Attachment button is highlighted.]
	!
	If the client cannot provide the required documents, or the documents are not valid, you can complete the verification process from the Goals & Recommendations tab by selecting Verify End of Life Form in the top-right corner of the page.
[image: In the Support Plan and Services page, under the Goals and recommendations tab, the 'Goal and recommendations' tab is selected, and the 'VERIFY END OF LIFE FORM' button on the top right of the page is also highlighted.]


5. The Add Attachment window opens. Upload documents from the qualified medical professional that support the client’s end-of-life diagnosis.
Select Choose File and upload the required document. Make sure the document meets all requirements shown on the screen.
[image: Add Attachment pop up. Entry fields include Attachment type (drop down), Attachment name (free text) and attachment description. the Choose File button is highlighted.]
6. Select the appropriate Attachment Type from the drop-down list and enter an Attachment Name.
[image: Add Attachment pop up. Shows the 'Attachment type' drop down as End of life form, and End of life Other.]
7. Select UPLOAD.
[image: Add Attachment pop up.
Shows the attachment type is End of life form, and attachment name is Medical diagnosis report. the Upload button is highlighted.]
8. The system displays the uploaded document for review.
To upload additional supporting documents, select Upload Attachment. You can upload up to five files, provided each file meets the required criteria.
[image: 'Flag referral as End Of Life for CLIENT' pop up. Shows an uploaded attachment's name, type of attachment, type of file, size of file, date, and the delete button]
9. Once all relevant documents are attached, Select FLAG AS END OF LIFE.
[image: 'Flag referral as End Of Life for CLIENT' pop up. Shows two types of attachments uploaded. the Flag as end of life button is highlighted.]
10. On the Current Assessments page, the client appears in the Assessment Not Started section with a red hand icon containing a cross, indicating that the client has been flagged as End of Life.
[image: Client card under the 'Assessment not started' section, with a High priority and a End of Life tag on the card.]
	!
	More information on flagging a referral as End of Life can be found in Assessor Portal – User Guide 7 – Completing a support plan and support plan review.


[bookmark: _Toc199406479][bookmark: _Toc110383661]

[bookmark: _Toc237294442]Cancelling an assessment
If you need to cancel an assessment, you can do this from within the assessment. Record the reason for the cancellation by adding a note or interaction to the client's record.
1. At the bottom of the assessment page, select Cancel Assessment – No Further Action Required.
[image: Image of the cancel assessment - no further action required button.]
2. Select the reason for cancelling the assessment from the Reason for Ending the Assessment drop-down list.
If you select Client Deceased, go to Step 4.
[image: Image of the cancel assessment - no further action required screen.]
3. Enter comments explaining why you are ending the assessment, then select Cancel Assessment.
[image: Image of the cancel assessment - no further action required screen including reason for ending the assessent and comment text fields.]
4. If you cancel an assessment because the client has died, enter the following information and then select Cancel Assessment:
· who informed you of the client's death, when they informed you, and how they informed you (for example, "Mrs Smith called to advise that Mr Smith passed away on Saturday")
· the client's date of death, if known
· any supporting attachments, such as a death certificate or hospital discharge documents
[image: Image of the cancel assessment - no further action required screen with fields required if client deceased is the reason for ending the assessment.]
	!
	If you cancel an assessment because the client is deceased, the system updates the client's status to Deceased and changes their record to read-only.
The system also:
· recalls any unaccepted service referrals
· stops any services currently in place
· removes the client's access to the client portal.
After the status changes to Deceased, My Aged Care no longer sends correspondence to the client or their supporters.
If the client is active in the Support at Home Priority System or has been assigned aged care services, the system removes them from the priority system and withdraws any assigned services.


5. The system displays a confirmation message to show that the assessment has been cancelled successfully.
The system then takes you to the Client Summary page, where the assessment status appears as Cancelled.
[image: Image of confirmation message - assessment was successfully cancelled.]
6. After you cancel the assessment, the client's information moves to the Recent Assessments tab.
[bookmark: _Reviewing_IAT]You can still find the client later using the Find a Client search function.
[image: Image of the recent assessments tab containing cancelled assesssment details.]
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other people WIII be included in your My Aged Care client record and will be handled in the same way as your own
personal information - being for the purpose of providing aged care services to you.

« The information you provide may also be recorded in the assessment organisation’s IT systems and will be used and
disclosed by the assessment organisation for the purpose of determining your eligibility for aged care services.

« The assessor may share your personal information with other organisations to manage the support you need, for
example, the Department of Health and Aged Care, aged care or health providers, Services Australia and state and
territory services.

« As we go through the assessment, please tell me if you do not want any of your information to be recorded. We can
discuss how to manage this further.

« You can change your mind and withdraw your consent to participate in the assessment at any time. However, this will
mean the assessor cannot complete your assessment for aged care services. You will need to arrange your own aged
care services.

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

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

[

Consent Obtained From *
Consent was not given -

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

Please be advised that without capturing the consent, you cannot proceed any further with the Assessment. If
sure, then select 'Save and Close'. This will reject the referral.

SAVE AND CLOSE ‘ CANCEL ‘
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Pre-populate or start a blank assessment

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

By selecting ‘Triage(Completed on pommYYYY ) the new assessment will be pre-populated with answers from the Triage completed on pommyyyy and if applicable the
Comprehensive Assessment completed on  pp mm yyyy

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

@® Triage (Completed on DD MMYYYY) and Comprehensive Assessment (Completed on  DDMMYYYY )

Note: The completed Triage decision will be viewable as a completed screen in the IAT.

CONFIRM SELECTION | CANCEL
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Pre-populate or start a blank assessment

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

By selecting ‘Triage(Completed on  pommYyYy ) the new assessment will be pre-populated with answers from the Triage completed on  pommyvyy and if applicable the
Comprehensive Assessment completed on  pp um yvyy

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

Please select”

o DDMMYYYY

CONFIRM SELECTION CANCEL
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Demographic details

a

Al fields marked with an asterisk () are required.
Please check the following information for this client before starting the assessment. Al fields must be completed before the assessment can begin.
Personal details & Identification

Address:
First nama* XX Street Name, SUBURB, STATE, POSTCODE
Name Contact details:

not specified

Medicare number:

To change the above details,
Middle name view the full client record.
Last name *
SURNAME
Background
Please enter the date of birth. If the date of birth is not known, please enter an estimated age in the Age field. This will then be used to automatically determine
an approximate date of birth for the Client. *
Date of birth
DD/MM/YYYY
or
Estimated age
AGE
Gender *
Gender v
Country of birth *
Country v

v

SAVE AND CONTINUE TO ASSESSMENT
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Does the client identify as an Aboriginal or Torres Strait Islander?
Indigenous origin:

O No- Neither

© Yes - Aboriginal

O Yes - Torres StraitIslander

O Yes-Both

) Not stated/inadequately desc

Doss the cient refr  Frst Ntons Assessmant Organiesion o thersssessment?

Yes
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XX Street Name, SUBURB, STATE, POSTCODE
was classified as:

Summary  Classifications

District of Workforce Shortage for Specialists

Anaesthetics Yes
Cardiology Yes
Diagnostic Radiology Yes
General Surgery Yes
Medical Oncology Yes
Obstetrics & Gynaecology Yes
Ophthalmology Yes
Psychiatry Yes

Catchment: Mackay (31202)
Distribution Priority Area for GPs

IMGs / FGAMS Yes
Bonded doctors Yes

Modified Monash Model

2015
2019
2023

ASGS Remoteness Areas

2011 Outer Regional Australia - RA Code 3
2016 Outer Regional Australia - RA Code 3
2021 Outer Regional Australia - RA Code 3
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Name SURNAME

Gender, XX years old, DD Month Year, ACXXXXXX01 Primary contact: Name SURNAME

XX Street Name, SUBURB, STATE, POSTCODE
No support relationships recorded

m

ENT REPORT

Client details eree s vt rosssssuen [ &

Client summary Support network Approvals Plans Attachments Services My Aged Care interactions

Notes Tasks and Notifications Residential Funding Classifications

About Name NOTIFY MY AGED CAR
Personal information Identity documents (ID)
Born [DD Month Year], [Nationality], born in [Country Name], Aged Care ID:  ACXXXXXXX1
[Marital Status], lives alone.

Status: Active Identity Status

Preference for a First Nations Assessment Organisation to do their IHI Record status: Not Attempted

assessment: No Identity match status: Not Attempted
Wallet check status: Incomplete

Client association status: Not Attempted
To contact Name
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Plo ns ‘ REFER THIS CLIENT FOR ASSESSMENT ‘ ‘ & VIEW CLIENT REPORT

Client summary Client details Support network ~ Approvals Plans | Attachments Services My Aged Care interactions

Notes  Tasks and Notifications =~ Residential Funding Classifications

i Assessment histo
Gurrent Episode

Episode ID: ABC123
DD Month Year - Present @ Comprehensive Assessment DD MM YYYY

SUPPORT PLAN @ Screening DD Month Year

Recommendations ]
Services under the MPSP Plan history @
Services under the NATSIFACP

« Case Management
« Nursing care Support plan as at DD Month Year
* Residential Permanent Support plan as at DD Month Year

Residential Respite Care
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@ Client summary REFER THIS CLIENT FOR ASSESSUENT | VIEW cLENT REPORT

Client detalls ~ Supportnetwork  Approvals  Plans  Attachments  Services My Aged Care interactions  Notes

Tasks and Notifications ~Residential Funding Classffications

Client tracker (

Registered

Waiting for services Receiving services

An assessment to determine care needs is in progress.
Next step - Call the assessment organisation to complete the assessment. The phone number is in the summary table below.
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Demographic details

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

[J Remote Assessment @

Personal details & Identification

X Address:
First name * Contact details:
Name not specified
Medicare number:

To change the above details,
view the full client record.

Middle name

Last name *

SURNAME

Background

Please enter the date of birth. If the date of birth is not known, please enter an estimated age in the Age field. This will then be
used to automatically determine an approximate date of birth for the Client. *

Date of birth
DD/MM/YEAR

or N

CANCEL ‘
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# Home | Assessments | Assessment

Name SURNAME

Gender, XX years old, DD Month Year, ACXXXXXX01

Save Assessment @
, Assessment Details Clear Page Iformation
Triage

| Assessment Details

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

Carer Profile Date of assessment* (i) DD/MM/YY

Medical and Medications

Participants consulted prior to the assessment * ®

Yes No

Function

Physical, Personal Health & Frailty

Social
Mode of assessment * ®
Cognition Face-to-face Over-the-phone Via tele-health
Behaviour
Psychological

Please select... >

Home & Personal Safety Details
i

Financial or Legal

Support Considerations

2
0/500

| Assessment setting* (i) @
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©
Assessment Details Clear Page Information
riage

| Assessment Details

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

Reason for Assessment

Caver Profle | Date of assessment * (i) DD/MM/YY
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Assessment Details

Reason for Assessment

Carer Profile
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O
_ Assessment Details
Triage

| Assessment Details @ All fields marked with an asterisk ( * ) are required.
Reason for Assessment
Carer Profile Date of assessment * @ DD/MM/YY

Medical and Medications
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Clear page informatio x

Select "Yes, clear page information' to clear information on this page.
Select ‘Cancel to go back to the questionnaire.

Yes, clear page Information
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Any oral health concems? (e.g. problems with teeth, mouth and/or dentures) *

Do you have any problems with swallowing causing difficulties when you eat or drink? *

o | Vessometimss | Veroey | o )
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Family and other support networks * (2)

@ ves No

To assist with completing|




image34.png




image35.png
x

Whether the dlient has any concerns or difficulties

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

Sensory concerns * (1)
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1 have reviewed the information on this page and | confirm that it is correct.

Please confirm you have completed the clients’ goals before you finalise the IAT.
Once you finalise the IAT, the IAT outcome and any recommendation prompts will be generated.

Before you confirm, please select ‘Save Questionnaire And Continue to Support Plan’ and in ‘Goals & Recommendations'
take the following actions:

= Add any goals that you may have identified are required for the client.
« Review any pre-existing goals.

f you have identified there are no goals required for the client, you can confirm and finalise the IAT.
1 have confirmed that any required goals are added to the Support Plan *
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Triage.

Assessment Details

Reason for Assessment

Carer Profile

Medical and Medications

Function

@
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Toileting - Bladder * (

[[Occasiona sccident (max. once per 24 hours) - ‘D Add as Functional Need.

Is the client managing urinary incontinence issue? *

No

() T T e e

I the cent sbleuiling to complete the Revised Urinay ncontinence Scale? *
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Clinical Declaration and Supervisor details
§ I confirm that | am completing this section of the IAT under my organisation’s cinical governance *

Please select the supenvising assessor

Cancel
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Clinical Declaration and Supervisor details

Clinical Declaration: Provided Supervising Assessor Name SURNAME Update Details

0 This section of IAT must be completed under your organisation’s clinical governance Clear Section

Is the client able/willing to complete the Revised Urinary Incontinence Scale? * @

Yes No
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Triage.

Assessment Detais
Reason for Assessment

Carer Profile

Medical and Medications
Function
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Behaviour

Peychalogical

Home & Personal Safety
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Support Considerations

Medical and Medications
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Medical
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Health condition(s) @ () Add as Other Consideration
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“® Description* *® “®
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Does the client have any vision, hearing, speech or somato related concerns or difficulties? *

Vision *

Low vision Monocular blindness Binocular blindness

Does the client have an assistance dog? *

ible for and able to access the Federal Government funded Physical Assistance Dogs Program? *

s the client el

Does the client’s assistance dog meet the definition of an assistance dog used by Health Direct? *

Add as Other Consideration
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Inrelation to function, this client would benefitfrom funding for

Assistive technology [ Home modifications
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@ Support plan and services

COMPREHENSIVE ASSESSMENT DD MmMYYYY PRINT COPY OF SUPPORT PLAN

SOUCLEE  Goals & recommendations  Decisions ~ Manage services & referrals ~ Associated People  Review
Assessment summary »* Functional needs »~
EDIT Transport o/
. Light Housework -
Introduction i
Shopping )
Title Name SURNAME, age XX,  contacted My Aged Care and has been refemed for sssessment as Reduce rate of decline -
in leved of function andlor ndependence. An assessment occurmed Face-lo-face DD Month Year  in Client's home. Meals preparation o)
Assassment information was provided by client. -
Situation
[Add comments relaling (0 curmsnt social situation]. Other considerations
Name  a@xparence 0000 - No health conditions presant.
{Add comments reialing lo medical issues]. Assistive lechnology consideralion - Function
Background Home modfications consideration - Function
Name  lives with no specified in Independent living within a retrement vilage. Assistive technology consideralion - Physical personal hesith and frailly
o comments redaling fo socis! histovy].
s 4 Home modiications - Physical parsonal health and frailty
[Add commenls relaling (o informa! support).
AT-Ongoing consideration - Assistancs Dog
Assessment
Data goes here aboul assessment
[Add comments relaling fo fnclionmodiliy) Complexity indicators

Bruce expenences. Manageable medical issues and mobility.

Recommendation PRE-POPULATE FROM ASSESSMENT ‘ EOIT
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Name SURNAME

Gender, XX years old, DD Month Year, ACXXXXXX01
XX Street Name, SUBURB, STATE, POSTCODE

Carer Profile

)

Triage @

(

Assessment Details

narked with an asterisk ( % ) are

Reason for Assessment

Sl How many people excluding the client live in the same household as the client?

Medical and Medications I:]
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Current carers
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Find a carer

Al felds marked with an asterisk () are required.

Firstname *

Last name *

Date of birth

(e sy

SHOW MORE SEARCH FIELDS .
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Find a carer

Date of birth

(e.g. dd/mmiyyyy)

‘ SHOW MORE SEARCH FIELDS

1 matching results

® Name SURNAME

Client Consents to Relationship™
® Yes
O No

Carer Consents to Relationship™
® Yes
O No

What is the relationship of the user to the client? *
Neighbour

ADD A CARER

SEARCH
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Carers

v You have successfully added a carer.

Current carers

Name SURNAME

Carer, added DD Month Year
XX Street Name, SUBURB, STATE, POSTCODE
Lives with client

OVYes
@ No

Add a carer
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Find a carer

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

First name *

Name

Lastname *

SURNAME

Date of birth

(e.g. dd/mm/yyyy)

‘ SHOW MORE SEARCH FIELDS

1 matching results

O Name SURNAME

ADD A CARER
=
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Add a person

Add a person

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

First name: *

Name

Lastname:*

SURNAME

Date of birth:

(e.g. dd/mmiyyyy)

Gender*
Gender -

Lives with client”
O Yes

® No
Client Consents to Relationship™

® Yes

O No
Carer Consents to Relationship*

@® Yes
O No

What i the relationship of the user to the cient? *
Friend v

CANCEL
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Carers

v You have successfully added a carer.

Current carers

Name SURNAME

Carer, added DD Month Year
XX Street Name, SUBURB, STATE, POSTCODE
Lives with client*

OYes

@No

Name SURNAME

Carer, added DD Month Year
Lives with client*

@ Yes
ONo

Add a carer

ADD A CARER

SAVE




image59.png
Name SURNAME

Gender, XX years old, DD Month Year, ACXXXXXX01
XX Street Name, SUBURB, STATE, POSTCODE

- ; 7\ Any evidence that the client is self-neglecting of personal care, nutrition or safety? ===
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Support Considerations @
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Reports and documents

Reports

Forms

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

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

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

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

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

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

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

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

‘Self-Service Form - Home Support Assessment and Support Plan - October 2018 [pdf 484 48KB]
‘Self-Service Form - Informant Questionnaire on Cognitive Decline in the Elderly (IQ CODE) [pdf 219.08KB]
‘Self-Service Form - my-aged-care-assessment-iat-offline-form-v1 [pdf 1.28MB]

‘Self-Service Form - K-10 [pdf 942 84KB]

Self-Service Form - KICA-COG images [pdf 539.52KB]

Self-Service Form - Kimberley Indigenous Cognitive Assessment - ADL [PDF 148 59KB]

‘Self-Service Form - Kimberiey Indigenous Cognitive Assessment - Carer [pdf 695.20KB]

‘Self-Service Form - Kimberley Indigenous Cognitive Assessment - Cognitive Assessment (KICA-C... [pdf 895.96KB]
Downloads - Mini Nutritional Assessment [pdf 81.38KB]

‘Self-Service Form - Modified Caregiver Strain Index [pdf 216.96KB]

Self-Service Form - My Aged Care Assessment Consent Form v2.1 [pdf 316.19KB]

Template - Template Notice of priority for home care service - not vary v1.0 [rif 10.27KB]

“Template - Template Notice of priority for home care service - vary v1.0 [rif 10.73KB]

‘Self-Service Form - Offline Approval Form Vary Time Limitation v2.0 - 20220523 [pdf 359.29KB]
‘Self-Service Form - Offline Approval Form v2.0 20221027 [PDF 674.00KB]

‘Self-Service Form - Older Americans Resources and Services (OARS) - Instrumental Activities ... [pdf 942.40KB]
‘Self-Service Form - Oral Health Assessment Tool [pdf 218 42KB]

‘Self-Service Form - Residents Verbal Brief Pain Inventory [pdf 248 45KB]

‘Self-Service Form - Revised Faecal Incontinence Scale [pdf 217 63KB]

‘Self-Service Form - RE\IISBﬂ Llnnaly Incontinence Scale [pdf 148.13KB]

sment Scale [pdf 981.66KB]

SeM-Service Form == TTal Pad [pdf 217.14KB]
Self Service Form - Standarcised MiniMental State Examination (SVMISE) [pdf 200 84K8]
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Name SURNAME

Gender, XX years old, DD Month Year, ACXXXXXX01
XX Street Name, SUBURB, STATE, POSTCODE

Financial or Legal (J, Any evidence that the client is self-neglecting of personal care, nutrition or safety? -

Support Considerations @
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Client summary | Client details  Support Network | Approvals | Plans [
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Upload sensitive attachment

i Please note: Some attachments will be viewable by other people with authorised access to this client record. Please refer

to your portal guide for detaiks.

Al flelds marked with an asterisk (°) are fequired.

‘You can upload files up to 5 MB to this record. The following il types are accepted:
ipeg, .ipg, bmp, .png, .docx, xisx, .pdf, bt *

CHOOSEFILE | No file chosen p

Name of the attachment:

Please provide a short description about the contents of the aftachment, &, assessment date and fime
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Add an attachment

o Please note: Some attachments will be viewable by other people with authorised access to this client record. Please refer
1 v vt e o e

Al flelds marked with an asterisk (°) are fequired.

‘You can upload files up to 5 MB to this record. The following il types are accepted:
ipeg, .ipg, bmp, .png, .docx, xisx, .pdf, bt *

CHOOSEFILE | No file chosen

Tpe o stachment

Name of the attachment: Select one -

(150 charscers) M prescription q
M quote

Please provide a short description about the contents of the attachment.
Inbound referral information

ineligile for Assessment Lir
250 charscers) egal documentation

etter by Medical Pract.
tedication Summary
ion-Approval Letter to Client

Occupational Therapy Plan

(ffine Approval Form

Offine Notes

Prior Assessment

Prior Support Plan
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Name SURNAME

Gender, XX years old, DD Month Year, ACXXXXXX01 Primary contact: Name SURNAME  (Supporter, Spouse/Partner) - 02 XXXX XXXX

XX Street Name, SUBURB, STATE, POSTCODE

Sensitive attachment View support network

Attachments

Client summary Client details Support network Approvals Plans Attachments Services My Aged Care interactions Notes Tasks and Notifications

Residential Funding Classifications

Attachments

ADD AN ATTACHMENT
Assessment Attachments Other Attachments Correspondence

Sensitive Attachment

Sensitive attachment for Title Name.docx [62.41KB]
Sensitive information related to assessment on 1/1/2025

DD Month Year
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Atacnment* (7)

@

I have reviewed the information on this page and | confirm that s correct *
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Duke Social Support Index - Social Interaction Subscale

Other than members of your family, how many persons in your local area do you feel you can depend on or feel very close to?

Noe | T2peope | Vo tanzpeape

How many times during the past week did you spend time with someone who does not live with you, that is, you went to see
them or they came to visit you or you went out together?

(Nore [ onee [ Toice | Toveetimes | rowrtimes | e tmes | Sicimes | seemormaretmes

How many times did you talk or communicate to someone, friends, relatives or others on the telephone, mobile (eg, text
‘message) or social media (e Facebook, snapchat, Instagram) in the past week (either they contacted you or you contacted
them)?

None | Once | Twice | Threstimes | Fourtimes | Fivetimes | Sixtimes | Sevenormore fimes

‘About how often did you go to mestings of clubs, religious meefings or other groups that you belong to in the past week?.

([Nore [ Ovee [ Twice | Toveetimes | Fourimes | Fvetimes | Sicimes | smenormoretmes

Total score Total score cannot be calculated until all questions have been answered

Landerman alternative models sress buffering 1985
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Is the client able/willing to complete the Revised Urinary Incontinence Scale? *

Revised Urinary Incontinence Scale (RUIS)
Urine leakage related to the feeling of urgency
(ot | sy | vosestey |Gty )

Urine leakage related o physcal activiy, coughing or sneezing
(ot | sy voseatey |Gty )

Smallamounts o une eakage (ops)
(otsta | sy | voseatey |Gty )

How often do you experience urine leakage?

Newr | lestranoncamontn | Atewtmesamonts | Afowtmesaweek
HowRRLARIAREAE o ose cach time?
(oo [ oo [ sraimmes [ wor

Total score Total score cannot be calculated until all questions have been answered

Sansoni J, Hawthorne G, Fleming G, Owen £ and Marosszeky N (2015) Technical Manual and instructions: Revised incontinence and.
Patient Satisfaction Tools, Version 2, Centre for Health Service Development, Australian Health Services Research Institute,
University of Wollongong. Used by permission.
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Other than members of your family, how many persons in your local area do you feel you can depend on or feel very close to?

T o v 2o





image73.png
Cognition

Allfields marked with an asterisk  * ) are required.

Does client have a confirmed dementia diagnosis from a geriatrician or neurologist? *

Ye No

I

Is it suitable the client complete the Step 1 GP Cog? *

I

Ye No

Is there an informant available to complete GPCog - Step 27 *

I

Ye No

Please provide a reason for the client not completing the cognitive screening tool *

Client displays cognitive issues. Client does not display cognitive, Unsure if Client displays cognitive
but declines to complete fssues but declines to complete. issues but declines to complete
cognitive questions cognitive questions cognitive questions
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Triage.

Assessment Details

Reason for Assessment

Carer Profile

[CRCHCNCINC)

Medical and Medications

Function

De Morton Mobity Indes (DEMMI )

Modified

Physical, Personal Health & Frailty

Social

a)

De Morton Mobility Index (DEMMI) - Modified

Allfields marked with an asterisk ( * ) are required.

General Description

Measures the mobility of older people across clinical settings and rates what the person is capable of doing (Can Do), rather than what
they currently do.

Capability - take account of physical function, cognition and behaviour, motivation, and organisational abilty

If differences in function occur in different environments or times of the day (ie. day/night), record the lower score.

Preferably base this tool on direct observation, unless there i a falsrisk or it causes the resident distress

Rate with current aids and appliances in place:

Scoring definitions
Minimal assistance - *hands-on” physical but minimal assistance, primarily to guide movement

Supenvision - another person monitors the activity without providing hands-on assistance. May include verbal prompting
Independent - the presence of another person is not considered necessary for safe mobilty
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Walking independence
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Independent without gait aid

Please confirm you have completed the clients’ goals before you finalise the IAT.
Once you finalise the IAT, the IAT outcome and any recommendation prompts

Before you confirm, please select ‘Save Questionnaire And Continue to Support Plan’ and in ‘Goals & Recommendations'
take the following actions:

= Add any goals that you may have identified are required for the client.
« Review any pre-existing goals.

ll be generated.

If you have identified there are no goals required for the client, you can confirm and finalise the IAT.

1 have confirmed that any required goals are added to the Support Plan

=1
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