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

This user guide is for aged care needs assessors who use the My Aged Care
Assessor Portal to complete a support plan or conduct a Support Plan Review.

|  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)
o 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
A client’s support plan records their care needs and outlines how to address them. It includes:

e Areas where the client needs support or has concerns about their care.
e Goals the client wants to achieve.
e Recommended services or actions to help achieve those goals.

During the face-to-face assessment, the client works with the assessor to develop their support
plan.

The Support Plan contains the following tabs:

o Identified Needs — records the client’s care and support needs.

¢ Goals & Recommendations — records the client’s goals and recommended services or
actions.

e Manage Services & Referrals — manages service referrals and referral status.
(Refer to My Aged Care — Assessor Portal User Guide 8 — Referring for services)

e Associated People — lists people linked to the client’s support plan.

e Review —records when the support plan should be reviewed.

This guide focuses on the Goals & Recommendations tab.

The Identified needs tab

The Identified Needs tab summarises the needs identified during the assessment that must be
addressed in the client’s support plan. If the client has completed a Support Plan Review, the tab
also displays information from their most recent review.

Support plan and services

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

Headings in the Identified Needs tab

Support plan and services

COMPREHENSIVE ASSESSMENT 8 MaY 2025 | | PRINT COPY OF SLIPPORT PLAN

[CEENEERIEEEN  Goals & recommendations  Decisions  Manage services & referrals  Associated People  Review

Assessment summary ) Functional needs

EDIT Transpost

-
Light Housework -
Introduction

Shoppang -
AT Bruce Wayns, & 76, contacted My Aged Cans @ has been ralemed for asssssment 55 Reducs rae of decing
in leved of funslion andior independence. An esseasment ooourred Face-lo-face on B May 2025 in Clienl's home, Meals pregaration -
Asssasment informalion was provided by clent.

Situation
A CovTenls reling 10 Cursnt Socie! stustion] Other considerations
Buce ax perencs DODO - Mo healih candiions pressnt
A comments retaling o medical issuss]

Background

I st snd ity

A camments relaling 1o informe) Suppo).

Assessment

Comprahensive Assessment complated by Allred Peanywont,
ASSESEMENT_ONE, aUTLET_ONE, 123458777

Latest completed support plan review

Mo compieted review fund

COMPLETE SUPPORT PLAN RETURN TO CLIENT

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

When completing a support plan, you can add an Assessment Summary in the Identified
Needs tab.

The Assessment Summary appears on the printed support plan provided to the client. It can also
support future assessments and is visible to service providers who receive a referral for the
client.

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 illness/event. An assessment occurred Face-to-face
on 18 April 2025 in Client's home. Assessment information was provided by client.

To create an Assessment Summary using information recorded in the assessment:

1. Select PRE-POPULATE FROM ASSESSMENT.

Assessment summary

2. The system automatically adds available information from the assessment. Information that
can be automatically included is marked with an icon (an arrow leaving a square).

Date of assessment * ':’_’: (a4

11/06/2018

3. Youcan:

e enter the missing information in the assessment
e add the information directly to the Assessment Summary
¢ remove the instruction from the Assessment Summary.
4. If information is missing, the system displays the field name in square brackets, for example,

[field name]. The system may also display prompts for information that cannot be
automatically populated, for example, [example instruction].

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

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

Assessment summanry

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 after a recent acute illness/event. An Bssessment occurmed Face-lo-face
on 18 Apnl 2025 in Chent’s home. Assessment information was prowided by chent

Situation
[Add comments relating o currant social situahion]
jeenie expenences 0000 - No health conditions present

[Add comments relafiing o medical issues]

Background

If you want to create or update the Assessment Summary manually:

1. Select EDIT.

Assessment summary )

PRE-POPULATE FROM ASSESSMENT EDIT

2. Select CONFIRM EDIT to open the editable version.

After you select CONFIRM EDIT and save your changes, the PRE-POPULATE FROM
ASSESSMENT option is no longer available.

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 CAMNCEL

3. Enter or update the required information.

The Assessment Summary has a limit of 5,000 characters. If pre-populated information
causes the summary to exceed this limit, remove or summarise older content to reduce its
length.

4. When you finish updating the Assessment Summary, select SAVE.

I You can continue to edit the Assessment Summary after saving. Save your work regularly,
as the Assessment Summary does not support auto-save.

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

The Goals & Recommendations tab is where you record the client’s areas of concern, goals,
and any recommended services or other actions to help address those concerns.

This tab also displays the client’s Integrated Assessment Tool (IAT) outcome and
recommended classification(s). The system determines the recommendation(s) based on
information recorded in the IAT assessment and the client’s current care approvals.

In some cases, more than one active approval may appear. For example, if a client has an active
Restorative Care Pathway (RCP) approval and receives a Support at Home (SaH) Classification
1-8 approval following a reassessment, the tab will display both classifications.

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

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

idanifrd raeds Chpririeh Aanags Fenice & refermas AlForiated Pecplr v

IAT Qutcome and Classifications

Curen? assescment hpe  Comprehentyve Assessment

m SaH Classification 5

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 allows an ongoing Support at Home classification to be overridden to a different
ongoing classification level. However, assessors must not do this, and delegates must not
approve assessments where it has occurred.

You cannot override an ongoing Support at Home classification outcome to a higher or
lower ongoing Support at Home classification level. This requirement aligns with section 81-
10 of the Aged Care Rules.

1. To override a recommended classification, select OVERRIDE under the IAT Outcome and
Classifications heading.

S U pporl' plo n 0 nd SeNiC es GO TO THE ASSESSMENT FLAG AS END-OF-LIFE PRINT COPY OF SUPPORT PLAN

Identified needs  [ELECRNELNENIEEM  Decisions ~ Manage services & referrals  Associated People  Review

IAT Outcome and Classifications

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

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. Enter:

e the new classification

e the override reason

e the override reason description.

The classifications available for selection depend on the original IAT outcome. You can only

select classifications that comply with the Aged Care Rules. For more information, refer to
the My Aged Care Assessment Manual.

The appearance of the pop-up and the available options vary depending on the original IAT
outcome and the override you choose. Below is an example of an Override IAT outcome pop

up.

x
Override IAT outcome

All fields marked with an asterisk (%) are required
AT outcome. SaH Classification 5
Classification type:  Ongoing

Crverride AT cuscome o *
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 restofative care goalks -

Cherrice reason desoription: * |

teason description goes herd

I8 1150

If you are overriding to any classification other than Restorative Care Pathway, select an
option from the RCP reject reason drop-down list.

The available options are:

¢ Not suitable/eligible for RCP
o Seeking ongoing services

e Other.

(If you are overriding to Restorative Care Pathway, refer to the Overriding to Restorative
Care Pathway section of this guide).

RCF reject reason: *

Please select... -

Please select...

Mot suitable/eligible for RCP
Seeking ongoing services
Other

If you select Other, enter a description explaining the reason.

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

RCP reject reason: *

Other -

RCP reject reason description *

0/150

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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3. If you select a Support at Home classification, indicate whether the client is seeking
Support at Home services by selecting:

¢ 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 message may appear to remind you that the client’s preference determines
whether they are included in the Support at Home priority system.

. The client's preference for seeking Home support services determines whether they are in the Support at Home
1 Priority System.

4. Select SAVE TO PLAN, OVERRIDE, or ACCEPT after you complete all fields.

5. After you accept or override the classification or recommendation, the system opens a new
screen. Use this screen to select the services available under the classification that you want
the client to receive, and record the frequency and intensity for each service.

This example of the Add Home Support Services page displays the services available
under each service type. For example, the Allied Health and Therapy service type may
include several services for you to choose from.

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

O Aboriginal or Torres Strait |slander Health »
Practitioner assistance

O Aboriginal or Torres Strait Islander Health Worker »
assistance
[] allied health assistance hd

6. Enter all required values, then select SAVE TO PLAN at the bottom of the page.

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

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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[] Remedial massage b

Transport

Service Frequency Intensity
Direct transport 5 Days perweek
Indirect transport 10 Time(s) per year w

SAVETC PLAN CAMCEL

7. The system displays the updated classification on the client's Goals and
Recommendations tab.

Supporl' plqn qnd Servic es FLAG AS END-OF-LIFE PRINT COPY OF SUPPORT PLAN

Identified needs  [ELEERAENDENGEIGIEE  Decisions Manage services & referrals ~ Associated People  Review

IAT Outcome and Classifications

Current assessment type: Comprehensive Assessment
IAT Outcome: SaH Classification 5
Recommended classification: SaH Restorative Care Pathway

Override reason Has restorative care goals
Override reason description.  reason description goes here

Client concerns and goals

Mo client concerns or goals

Other recommendations

5, Recommend that the client receive
%)
~ Home support

If the client already has an existing classification, the system displays it beside the updated
classification in the Existing Classification section.

The image below 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.

SUpporI' plon Ond SeNiC es REQUEST ASSESSMENT PRINT COPY OF SUPPORT PLAN

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

IAT Outcome and Classifications

Current assessment iype. Comprehensive Assessment
IAT Qutcome: SaH Classification &

Existing classification:  Transitioned HCP Level 4

The system displays this existing classification for reference only. You must still select the
services the client requires.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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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 recommendations — refer to Adding Home Support
services for a Support at Home Classification.

For non-clinical aged care needs assessors (non-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 — you should consider converting the assessment to a comprehensive
assessment under the supervision of a staff member who holds a clinical assessor role.

Types of Recommendations

You can add or remove seven types of recommendations in a support plan after completing an
assessment:

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

General recommendations are non-Commonwealth funded supports that you and the client
identify. The client or assessor actions these recommendations, not a service provider. For
example, you may recommend that the client visit a health professional or join a local support

group.

Service recommendations add funded services to the client’s support plan, such as
Commonwealth Home Support Programme (CHSP) services.

Assistive technology recommendations provide access to assistive technology through the
Support at Home program.

Home modification recommendations provide access to home modifications through the
Support at Home program.

Recommended long-term living arrangement applies only to comprehensive assessments.
After discussing goals with the client and/or their supporter, select the most suitable long-term
living arrangement from the available accommodation options. You can only add this
recommendation after completing a comprehensive assessment.

Care type for Delegate decision recommendations apply only to comprehensive assessments
where CHSP is not recommended. These recommendations relate to care types under the Aged
Care Act 2024 and require Delegate approval.

Linking support recommendations apply when a client’s complex circumstances make it
difficult to access aged care services. Linking support helps the client connect with the services
they need.

Recommendations for a period of reablement provide time-limited interventions that help the
client achieve specific goals or outcomes. These interventions can help the client adapt to a loss
of function, regain confidence, or improve their ability to carry out daily activities. Examples
include learning a new skill, modifying the home environment, or accessing equipment or
assistive technology.

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

OFFICIAL


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

®

OFFICIAL

Linking Recommendations to Goals

Recommendations can be linked to one or more concerns and goals, or you can add them as
Other Recommendations. For more information about linking support and reablement, refer
to the My Aged Care Assessment Manual.

A recommendation can be linked to multiple goals. When you add a recommendation, you can
link it to one or more goals, or leave it unlinked.

1. In the Other Recommendations section of the Goals & Recommendations tab, select the
recommendation you want to add. You can then choose whether to link the recommendation
to a relevant goal. The recommendation will appear under the Other Recommendations
heading.

ULINUITIUET 99 1 UELED | C AVEINUE LAD |LE RILL, NSVY, £ 194
No support relationships recorded

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

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

Other recommendations I

ENERAL RECOMMENDATION ADD A SERVICE RECOMMENDATIO DD AN ASSISTIVE TECHNOLOGY ADD RECOMMENDED LONG TERM LIVING ARRANGEMEN ADD A CARE PE FOR DELEGATE DECISION
NG CARE TYPE UNDER THE ACT RECOMMEND A PERIOD OF LINKING SUPFOR RECOMMEND A PERIOD OF REABLEMENT
~~, Recommend that the client receive 9May 2025 (@) (#) 5 Recommend that the client receive 9May 2025 (@)(
“/ Home maintenance and repairs c “/ Transport T
>, Recommend that the client receive _~,~' 5 Recommend that the client receive (0) (4
*/ Home Support “/ Home Modifications

You can also add a recommendation directly to an area of concern and goal. Select the
double arrow next to the goal, then select an option under Add to this goal on the right side
of the panel.

When you add a recommendation this way, the recommendation appears under the selected
goal.

To view the recommendation details, select the double arrow to the left of the goal.

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

Most relevant domain that goal area relates to
= Physical function
= General health
« Parsonal 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 support in order to achieve this goal
Difficulty 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.

itk

Recommendations
~, Recommend that the chient receive My 205 (A)(| ~ Recommend that the client receive
-/ Client Care Coordination “/ Domestic assistance
5, Recommend that the cllent receive suy 2025 (7))

(«") . .
Home maintenance and repairs

Recommendation

Exercise twice per week
Responsibility to action: Client
Recommended by:  Sam Myers

Add to this goal
)0 A GENERAL RECOMMENDATION DD A SERVICE REGOMMENDATION DD AN ASSISTIVE TECHNOLOG! RECOMMEND A PERIOD OF LINKING SUPPORT || RECOMMEND A PERIOD OF REABLEMEN DD A CARE TYPE FOR DELEGATE DECISION

v pescsmsenn e

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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2. Toremove the link between a recommendation and its associated goals, select the Edit
(pencil) icon next to the recommendation. Select UNLINK THIS RECOMMENDATION
FROM ALL GOALS, then select SAVE TO PLAN.

bl
Edit service recommendation

Priority and dates

Priarity *

Medium -

—~ o
Recommended service frequency ( 7 ) Recommended service intensity ( 7 -

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

After you enter the goals and recommendations, send the assessment to the delegate for review
and decision-making.

Once the delegate completes their review, you can view the outcome and find out:

e which recommended services the delegate approved
e which recommended services the delegate modified
e any new services the delegate added.

To view this information:
1. Use Find a Client in the Assessor Portal to open the client record.

- Assessment
Assessor Portal My Dashboard  Find a client refermals

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

OFFICIAL


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

OFFICIAL

2. Select the Plans tab, then 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

R .
t () Comprehensive
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

) -
) Screening 29 Au

|UJ

plan as at
plan as at

R
R

(P (%]

u
U

port
port

2]

SEE SERVICE DETAILS - -
Review history

Mo review history ava

Upcoming Review(s)

Mo upcoming reviews scheduled Reablement a

Mo linking support ite

3. In the client’'s Support Plan and Services screen, select the Decisions tab.

The Decisions tab shows the outcome of the delegate’s review, including any approved,
modified, or newly recommended services.

@ Supporf p|on and services PRINT GOPY OF SUPPORT PLAN

Identified neads 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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4. Scroll to the Delegate Decisions and Comments section to view all decisions the delegate
made about the services recommended for the client.

This section provides a detailed summary of:

e approved services

e modified services

e newly recommended services

e« any comments or reasons provided by the delegate.

Delegate decisions and comments

Assessment: Submitted on 29 January 2026 6

Decisions
@ Recommend that the client receive @ Recommend that the client receive
Home support Assistive technology

Classification SaH Classification 7 Assistive technology fier: AT Medium

Classification type: Ongoing Classification type: Short-term

Home support services: Care management: Home support care @ Assistive technology services: Equipment and products: Assistive
management technology prescription and clinical
Domestic assistance: General house support, Communication and information
cleaning, Laundry services, Shopping management products, Domestic life
assistance products, Managing body functions,
Home maintenance and repairs: Mability products, Self-care products

Assistance with home maintenance and

repairs, Expenses for home maintenance Approval start 29 January 2026
and repairs, Gardening Cease date: 23 April 2027
Home or community general respite:

Community and centre-based respite, 9 Agreed

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

L ] Agreed

@ Recommend that the client receive
Home modifications

Home modifications tier: HM High
Classification type: Short-term

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

Approval start: 29 January 2026
Cease date: 23 April 2027
L ] Agreed

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

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

e To add a general recommendation, go to General Recommendation.

e To add a service recommendation, go to Service Recommendation.

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

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

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

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

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

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

e 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
1. Select Add a general recommendation.
Examples of general recommendations include:

e Develop an emergency care plan.
e Connect with a GP or other health professional.
e Seek support with decision-making.
e Obtain a smoke alarm.
o Develop a personal emergency plan.
o Explore getting a personal alarm.
2. When the Add General Recommendation pop-up appears, enter the recommendation

details. If you want to link the recommendation to a goal, select the checkbox. Then select
SAVE TO PLAN.

Add general recommendation

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

Recommendation: *

0/ 255

Responsibility to action
[ Assessor [] Client [] Other

Comments:

0/100

Associated goals

4 To be mobile enough to enjoy gardening and outdoor
s . ) 9 1oy g g [ To go to the gym twice per week.
activities again.

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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3. During the assessment, you can add general recommendations directly to the support plan.
Select Add as Recommendation to include the recommendation in the client's support
plan. The recommendation will then appear in both the Identified Needs tab and the Goals
& Recommendations tab of the support plan.

Service Recommendation

1. Select Add Service Recommendation.

SUpporl' plC]n (]r]d SerViceS PRINT GOPY OF SUPPORT PLAN

|dentified needs  Goals & recommendations m Manage services & referrals ~ Associaled People  Review

IAT Outcome and Classifications ()

In line with legislation, you are not permitted to override the IAT Outcome to recommend a different ongeing home support classification level (e.g., CHSP or SaH class

1-8) nor can you override the IAT Outcome of ‘ineligible for CHSP/SaH' to recommend ongoing home support services. If your intent is to recommend ongoing home

support services through Support at Home or CHSP, please ensure the recommended classification aligns with the IAT outcome. You can override the IAT outcome to
n recommend other care types, such as short-term pathways and residential care, in line with guidance provided in the Aged Care Assessment Manual

Mote: 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 to the client's existing C ion level when r 1ding ongoing home support services through Support at Home or
CHSP.
Current assessment fype: Comprehensive Assessment
IAT Ouicome: SaH Classification 7
Recommended SaH Classification 7 (}:. ® ~greed
CHANGE

Recommended care requiring delegate decision

~, Recommend that the client receive
)
*~ Home support

I ADD A SERVICE RECOMMENDATION I ADD & CARE TYPE FOR DELEGATE DECISION ADD NO CARE APPROVAL RECOMMEND AN ASSISTIVE TECHHNOLOGY

RECOMMEND HOME MODIFICATIONS

2. When the pop-up appears, select the recommended service and complete all mandatory
fields.

Use the Comments field to describe the specific services the client needs within the
recommended Support at Home service type. Base your comments on the needs identified
during the assessment and the goals recorded in the support plan. For example:

e Unable to travel beyond walking distance.
e Requires transport to attend health clinic appointments.

When finished, select SAVE TO PLAN.

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

»

All fields marked with an asterisk () are required.

Service Type: * -

Priority and dates

,,,,,,,

i (7 L e
Recommended service frequency l\?_)l Recommended service intensity |\?/| -

Recommend a start date
) Yes @ No

Recommend a review date
O Yes @ No

Recommend an end date
O Yes @ No

Responsibility to action
[] Assessor [ Client [ Other

Comments:

4
0/100

SAVE TO PLAN CANCEL

3. For Support at Home service recommendations, the system automatically applies the priority
calculated by the Integrated Assessment Tool (IAT).

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.

| Transitioned Clients from MPS or NATSIFAC Program

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

The system identifies transitioned clients by the text MPSP NATSIFACP Deeming on the
Client Summary page and the Goals and Recommendations tab of the client record.

— Recommended that the client receive
al

"2 Services under the MPSP

In place Start date 01/11/2025

|MPSP NATSIFACP Deeming |

The system also displays an information message to remind assessors that the client is
approved to access services through an MPSP or NATSIFACP provider.

.
1 Client is approved to access services through a provider under MPSP or NATSIFACP. Please view related correspondence in Attachments.

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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No Care Type Under the Act

Use No Care Type Under the Act when a client withdraws their application for care under the
Aged Care Act. This outcome does not require delegate approval.

This option is available before you accept or override the IAT outcome. It does not appear if you
accept an IAT recommendation for a Support at Home (SaH) or CHSP classification.

1. Select Add No Care Type Under the Act.

In some cases, Add No Care Type Under the Act may be the only available
recommendation. When this occurs, all other recommendation options are unavailable until
you accept or override the IAT outcome.

Supporl' plgn Gnd sewices 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 Qutcome: SaH Classification 4

ACCEPT OVERRIDE

Client concerns and goals
ADD AREA OF CONCERM

No 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 RETURN TO CLIENT

2. When the pop-up appears, select the reason for recommending No Care Type Under the
Act. Add comments if required, then 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 will not be itted to the
Delegate for a Decision.
Al fields marked with an asterisk (*) are required

Feason: *
Client withdrew application -

Reason or comments (optional)
@ Maximum 235 characters

P
07255

SAVE TO PLAN CANCEL

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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3. Ifyou add No Care Type Under the Act from the Other Recommendations section, the
recommendation appears under that heading. The system does not link this
recommendation to a goal.

Other recommendations

& Recommend that the client receive (’;"’) (F)
) 'No care type under the Act'

There are no service recommendations for this client

\/ Arecommendation 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 special care type
recommendations that require a delegate decision.

Comprehensive assessors and home support assessors can add either recommendation to an
IAT assessment and submit the assessment to a delegate for approval before they finalise the
support plan.

You cannot use these options during a support period or a support plan review.
Use No Care Approval when:

e the client has no previous care approvals

o the client has been assessed

e no services or care approvals are recommended because the IAT outcome shows the
client is not eligible for CHSP or Support at Home based on their assessed needs.

You must accept the IAT outcome before selecting this option.
Use No Change to Existing Care Approvals when:
e you are completing a reassessment, and
e the reassessment does not change the client's existing care approvals.

This option requires delegate approval and is only available when the client already has care
approval records.

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

1. Select NO CARE APPROVAL or NO CHANGE TO EXISTING CARE APPROVALS from
the Other Recommendations section. You can also add these recommendations directly to
a client's goal.

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

OFFICIAL


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

OFFICIAL

No Care Approval example

GO TO THE ASSESSMENT

@ Support plan and services

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

Mo 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

Decisions Manage services & referrals Associabed People  Review

Coamgprehensive Assessment Existing dassification CHSP
CHEP

CHSP

Client concerns and goals
ADD AREA OF CONCERMN
No chant concams or goats

Other recommendations

GATE DECISION

ECOMMENDATION ADD RECOMMENDED LONG TERM LIVING ARRANGEMEN

ADD A GENERAL RECOMMEMNDATION

RECOMKEND A PERIOD OF REABLEMENT ADD NO CHANGE TO EXISTING CARE AF

Adding recommendation directly to a goal

Client concerns and goals

ADD AREA OF CONCERN

Concern:

Mobility within the home

+ Goal: To get around their home easily without as much assistance B (A ]

Moal ralevant domain thal goal sees rlsie ko

» Propsieal bipcten

* To regain a funcion {e.j can be physical, cogniive o social)

Mofivation to achieve: 1
ik I Prsgress
Recommendations
Adld o this: goal:
ADD A GENERAL RECOMMENDATION ADD A SERV RECOMMENDATION OMMEND A PER 0D OF LINKING SUPPORT RECOMMEND A PERIOD OF REABLEMENT
LINK T AN EXISTING RECOMMENDATION

2. Ifrequired, enter comments or a reason in the pop-up window.

Select SAVE TO PLAN.

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

0/255

SAVE TO PLAN CANCEL

3. The recommendation appears in the client's Goals & Recommendations section of the
support plan. A confirmation message displays to show that the recommendation has been
added. Submit the assessment to a delegate for decision and approval.

No Care Approval example

@ Recommend that the client receive 23 July 2026

No Care Approval
(not 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

No Change to Existing Care Approvals example

Recommend that the client receive 23 July 2026

@ 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

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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| CHSP, MPSP or NATSIFAC in the support plan

If the client already has a CHSP, MPSP, or NATSIFACP recommendation in their support
plan, including CHSP services marked as urgent, you can complete the support plan for a
comprehensive assessment without adding:

e Care Type for Delegate Decision

e No Care Approval

¢ No Change to Existing Care Approvals.

Otherwise, an error message will appear:

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

has been recommended.

Period of Linking Support
1. Select RECOMMEND A PERIOD OF LINKING SUPPORT.
2. When the pop-up appears:

e Enter the start date and recommended end date for the linking support period.
e Select a reason for recommending linking support from the drop-down list.

e Add any relevant comments.

e Link the recommendation to one or more goals if applicable.

e Select RECOMMEND to save the recommendation to the client's support plan.

During a linking support period, you can request and receive approval for extensions to
Transition Care and Residential Respite Care services.

For more information about linking support, refer to My Aged Care Assessment Manual.

Recommend a period of linking support :

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

What is linking support @

Start date *
25/05/2018

@

Recommended end date *

(e.g. do/mmAyyy)

Reason for linking support period *

Short term assistance to access aged care services

@

<l

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

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Period of Reablement
1. Select RECOMMEND A PERIOD OF REABLEMENT.
2. When the pop-up appears:

o Enter the start date and recommended end date for the reablement period.

e Select a reason for recommending reablement from the drop-down list.

e Add any relevant comments.

e Link the recommendation to one or more goals, if applicable.

e Select RECOMMEND to save the recommendation to the client's support plan.

During a reablement period, you can request and receive approval for extensions to Transition
Care and Residential Respite Care services.

For more information about reablement, refer to the My Aged Care Assessment Manual.

Recommend a pernod of reablement

All ields marked with an astensk (™) are required. N

What is reablement (‘5}

Start date *

09/02/2023 I
RecommendedEndDate: *

28/0212023 ) |
Reason for reablement period *

To supporting independence through assessment for appropriate aids and equipment -

Comments

Comments go here

g
16/ 500

Care type for Delegate decision

1. Select ADD A CARE TYPE FOR DELEGATE DECISION. You can add this
recommendation under a goal or as a separate recommendation.

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 RE

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

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

2. In the pop-up window:

e Select the appropriate care type.
e Enter a reason and any comments, if required.
e Select SAVE TO PLAN.
The available care types are:
e Residential Permanent Care
e Residential Respite Care
e 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

| Ifthe client is under 65 years of age, complete the additional fields that record their
exceptional circumstances.

3. After you select a care type, the pop-up expands to display additional fields. Enter the
required information, including the priority or urgency of the care type.

For Residential Permanent Care, select the appropriate urgency level.

For Residential Respite Care, the urgency automatically defaults to High and cannot be
changed.

Refer to the My Aged Care Assessment Manual for guidance on selecting the appropriate
urgency level.

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 cars type appiies? *

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):

fe.g. dd/mmbayw)

What is the urgency of this care type? * @ -

|s this emergency care?
) Yes @ No

Reason or comments

4

SAVE TO PLAN CAMNCEL

E

For Residential Respite Care, make sure you:

e select the DEMMI checkbox, and
e enter a valid reason.

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

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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4. Select SAVE TO PLAN.

| If the client's home address is not recorded, the system displays a warning message
prompting you to update the address before continuing.

Add care type for delegate decision

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 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.
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. dd/mmiyyyy)

What is the urgency of this care type? * IC'?DI

Is this emergency care?

O Yes @ No

SAVE TO PLAN CANCEL

Support at Home Recommendations

Adding Home Support services

After the clinical assessor accepts the Support at Home classification, add the Home Support
services the client needs.

I  If you do not select a service, the Support at Home service provider cannot deliver that
service to the client. This may result in the need for a Support Plan Review to add the
service to the client’'s Support at Home classification.

When completing a Support at Home assessment, select all relevant service types when
making recommendations in the support plan. This helps reduce the number of Support
Plan Reviews required.

The only exception is Allied Health and Therapeutic Services for Independent Living.
You must select this manually based on the client’s identified goals.

1. For each recommended service, select the checkbox and enter the required frequency and
intensity.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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A Home | Assessments | Assessment | Bart SAMPSON support plan and services.

Master Bart SAMPSON

Malo, 51 years old, 1 March 1944, AC01234567

Add Home Support services " e FoR [ e

Al fields marked vith an asterisk ( * ) must be completed before submission

Recommended that the client receive: SaM Classification 5
Classffication Type: ©Ongoing

Please select services within each service type®

Home or community general respite

Service Frequency Intensity Goals
and centre-based respite 2 Days per month v

Flexible respile 3 Days per week v

Nutrition
Service Frequency Intensity Goals
Nutrition supports 2 Time(s) per day v

Therapeutic services for independent living
Service Frequency Intensity Goals
) Adt therapy ¥

2. Review all recommended services and make sure you have selected the services the client
needs and deselected any that are not required.

3. Select SAVE TO PLAN.

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 4
O speech patholagy &~
71 Physotherapy v
0 Psycroiogy A
O Musi: thecapy 1
Diet or nutrition 3 (Cays per month v}
[ Ased heatth assistance 5l
[ Aboriginal or Torres Strait Ielander Health Practifoner acsetance .
[ Abonginal or Torres Strait Islander Health Worker assistarce b s
O Exercise physiology 2%
[ Occupaticnal terapy 5
[ Courseling or psychotherapy h 2

4. After you save the plan, the system returns you to the Goals & Recommendations tab. A
banner will advise that it may take up to 60 seconds for the new services to appear.

Supporl' plGn Qnd services GO TO THE ASSESSMENT FLAG AS END OF LIFE PRINT COPY OF SUPPORT 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.

To view the Support at Home service recommendations:
1. Expand the relevant section.
2. Select the View (magnifying glass) icon next to a service recommendation.

3. Review the service details, including the recommended frequency.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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@ Recommend that the client receive 6 May 202 @
~/ Home Support

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

Classification: SaH Classification 5

Classification type: Ongoing
Home Support services: Home or community general respite: Community and centre-
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 tfransport

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 Assessments - ACA-VIC 3

4. Use the expand buttons to view additional information.

5. Select CLOSE to return to the support plan.

Home support services

| 4

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:

() Domestic assistance
" ()Home maintenance and repairs

.~ (-Home or community general respite

g + Community and centre-based respite: recor ded freq y is 2 days per month.
i « Flexible respite: ded frequency is 3 days per week.

al

G

 (@)Meals
P () Nursing care
he (<) Nutrition %

pi
:

6. When you have finished making all required changes, select COMPLETE SUPPORT PLAN
REVIEW.

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

1. To view the details and status of services recommended under a client's Support at Home
classification, go to the Goals & Recommendations tab and locate the Other
Recommendations section.

2. Select the expand icon next to the service recommendation, then select the View (blue
magnifying glass) icon.

Other recommendations |

5, Recommend that the client receive 8 May 2025
(&®) .

*~ Equipment and products

) Recommend that the client receive 8 May 2025
\ J

=/ 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 cenire-based respite, Flexible respite Iiﬁjl
Nutrition: Nufrition 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 ity tr A panied 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: Assistance with self-administration of medications, Assistance with seff-care and activities of daily living, Confinence
management (nen-clinical)

Nursing care: Enrolled nurse clinical care, Nursing assistant clinical care, Nursing care consumables, Registered nurse clinical care
Allied health and therapy: Diet or nutrition

3. A pop-up window will open and display all recommended services.

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

CLOSE

4. Select the expand card icon to view detailed information and the status of each
recommended service.

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

CLOSE

Assistive technology and Home modifications (AT-HM) Recommendations

This section explains how to view, add, and edit Assistive Technology and Home Modifications
(AT-HM) recommendations.

Adding a Home modification Recommendation

| Before adding or editing a Home Modification recommendation, refer to:

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

e The 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 The AT-HM Scheme Guidelines for support plans and support plan reviews.
Assessment Operations Managers can access the AT-HM Tier Guide on the
Assessor SharePoint site and provide it to assessors as required.

e Assessor workforce training.

If the client has received a Support at Home classification through the IAT, you can add a Home
Modification recommendation during the assessment.

1. Go to the client's Goals & Recommendations tab in the Support Plan and Services
screen.

If you selected AT/HM Short-term in the Other Considerations section of the IAT, the
system displays a reminder message: "Please consider the identified needs captured in the
Other Considerations section when making an AT or HM funding tier recommendation."

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

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

Idpntified neads  REREIEENLENEGEHEN  Decisions Manage services & referrals  Associated People . Review

]  Fieasa considar the entfied neecs caphund In the oiher considaralions saction whan making an AT or HW funding tier recommendation

IAT Outcome and Classifications

Cumant BE5eSEMa Nt fype Comprehansive Assassment
IAT outcome: ZaH Classification 3
Recommandad dassiicaton;  SaH ClassMeation3 (2]

2. Scroll to the Other Recommendations section and select ADD A HOME MODIFICATION.

Support blan and services

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

Current azsessment type: Comprehensive Assessment
IAT Qutcome: SaH Classification 1
Recommended classification:  SaH Classification 4 (#) @ Agreed
L
AT Medium
Override reazon: Higher level service needs
Override reason description:  Require higher level of care

Client concerns and goals

ADD AREA OF CONCERN

Mo client concerns or goals.

Other recommendations

ADD A GENERAL RECOMMENDATION ADD A SERVICE RECOMMENDATION ADD AN ASSISTIVE TECHNOLOGY ADD A HOME MODIFICATION ADD RECOMMEMY

RECOMMEND A PERIOD OF LINKING SUPPORT RECOMMEMD A PERIOD OF REABLEMENT

3. The Add Home Modification Recommendation screen opens.
e Select the appropriate Home Modification Tier from the drop-down list (HM Low, HM
Medium, or HM High).
e The system automatically populates the associated Service Type(s).
e Ifrequired, select Edit next to Linked Goals to link relevant goals.

e For the question "The client's preference for seeking Home Modification services
through the Support at Home program is", select Seeking services.

e Select SAVE TO PLAN.

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

All fields marked with an asterisk (*) are required

Momse modific.ations ter *

HM Medium

Linked goals x.l"\

Home modifications prescription and clinical support Linked goals J'

The clienl's preference for seeking Home modifications services through the Support at Home program is-*

(® Zeeking services Mot seeking senvices

4. The Home Modification recommendation will appear in the Other Recommendations
section of the client's Goals & Recommendations tab.

';3 Support plan and services

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

IAT Outcome and Classifications

Current type: Cs

IAT Outcome: SaH Classification 1

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

QOverride 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 ADD'NO C.

RECOMMEND A PERIOD OF REABLEMENT

3, Recommend that the client receive 7 May 2025 @ ~, Recommend that the client receive

) Home Support '~ Home Modifications

~ Recommend that the client receive

Viewing Home modification Service Recommendation

1. In the Other Recommendations section, select the Edit (pencil) icon next to the Home
Modification recommendation.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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3 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 Qutcome: SaH Classification 1

Recommended classification” gaH Classification 4 @ @ ~greed
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 O

RECOMMEND A PERIOD OF REABLEMENT

~, Recommend that the client receive 7 May 2025 @ | Recommend that the client recaive

) Home Support /I Home Modifications

2. The system displays the details of the recommended Home Modification service.

= Recommend that the chient recane

2/ Home Modifications

(mot yel in place)

This recommendation requires a delegate decision

Home Modification Tier HM Medum

Classification type Short-lerm

Home Moddication services. Home adjustments: Home modification products, Home modifications preschiption and clinical suppor
Recommeanded by UAT. Ford UAT Lovell (Assessor) Sunnse Assessmants - ACA-VIC 3

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.

N AN ASSISTIVE TECHNO ) RECOMMENDED N Wi N N RE TY ISION
NICING R REC 1| 10D
~ Recommend that the client receive 7May 2025 () /5 Recommend that the client receive 7May 2025 |
* Home Support “/ Home Modifications

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

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

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

HM Medium -

‘ Home modifications tier *

Service Type *

Home modification products Linked goals

Home modifications prescription and clinical support Linked goals

SAVE TO PLAN CANCEL

Adding an Assistive technology Recommendation

|  Before adding or editing an Assistive Technology recommendation, refer to:

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

e The 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 The AT-HM Scheme Guidelines on support plan or support plan reviews for AT-
HM. Assessment Operations Managers can access the AT-HM Tier Guide on the
Assessor SharePoint site and provide it to assessors as required.

e Assessor workforce training.

If the client has received a Support at Home classification through the IAT, you can add an
Assistive Technology recommendation during the assessment.

1. Go to the client's Goals & Recommendations tab in the Support Plan and Services
screen.

If you selected AT/HM Short-term in the Other Considerations section of the IAT, the
system displays a reminder message: "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 A5 END OF LIFE COMPREHENSIVE ASSESSMENT B MAY 2025 PRINT COPY OF SLPPORT PLAN

Identified neads  ERE]

GEUEE Decisions  Manage services & eferrals Associated People  Review

] Fleasa considar the denifed neads captured In the oiher conskaralions saclion whan making an AT ar HM funding tiar recamenendation

IAT Qutcome and Classifications

Comprahansive Assessment
ZaM Classification 3

ficstion;  SaM Classification 3 ()

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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The system may also display other information messages to help you make an Assistive
Technology recommendation.

.
1 e cllent may be sultabb for Agsistive lechnokogy - Ongalng delvensd thraugh Suppant at Homa, This can be added as & recommenditian through e balow bultans

2. Scroll to the Other Recommendations section and select ADD ASSISTIVE
TECHNOLOGY.

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

Current nt type: Compreh

IAT Outcome: SaH Classfication 1

R ded classification: - §aH Classification 4 () @ Agreed
AT Medium
HM Medium

QOverride reason: Higher level service needs

QOverride 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 DECIS

RECOMMEND A PERIOD OF LINKING SUPPORT RECOMMEND A PERIOD OF REAELEMENT

3. The Add Assistive Technology Recommendation screen opens.
e Select the appropriate Classification Type (Ongoing or Short-term).

o Select either a Specified Need (for example, Assistance Dogs) or an Assistive
Technology Tier (AT Low, AT Medium, or AT High) from the drop-down lists.

e Based on your selection and the client's classification, the system may automatically
populate and pre-select the relevant service types.

e Forthe question "The client's preference for seeking Assistive Technology services
through the Support at Home program is", select Seeking services.

e Select SAVE TO PLAN.
4. The Assistive Technology recommendation appears in the Other Recommendations
section of the client's Goals & Recommendations tab.

I  The system does not display linked goals for service recommendations carried over from a
previous assessment.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Add AT recommendation - Ongoing Assistance Dogs

M 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 Priorty System

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

Ongoing -

Speced needs *

Specied needs - Assistance Dogs -

Linked goals

r « § 3 Linked goals
Linked goals

Linked goals

Linked goais

NVIVYY (VN

Linked goats

The chient's preference 1o seeking Assisiive technology services through the Support at Home program bs *
& Seeking services NoOt seeking services

SAVE TO PLAN

Add AT recommendation - Short Term, Medium Tier

Add Assistive technology recommendation

1 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.

Classification type *
Short-term -

Assistive technology tier *
AT Medium -

Senvice Typa *

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 () Mot seeking services

SAVE TO PLAN I 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. After you add an Assistive Technology recommendation, it appears in the Other
Recommendations section of the client's Goals & Recommendations tab.

E: Suppoi I p|0 N C]ha services
Identified needs Decisions Manage services & referrals Associated People Review

IAT Outcome and Classifications

Client concerns and goals

ADD AREA OF COMCERMN

Concern: Unable to perform certain household duties

ADD A GOAL

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

Other recommendations

ADD A GEMNERAL RECOMMENMDATION ADD A SERVICE RECOMMENDATION ADD AN ASSISTIVE TECHNOLOGY ADD RECOMN

RECOMMEND A PERIOD OF LINKING SUPPORT RECOMMEND A PERIOD OF REABLEMENT

@ Recommend that the client receive
Home Support

@ Recommend that the client receive
Assistive Technology

2. To view the recommended Assistive Technology services, select the 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 iAsmsori 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. In the Other Recommendations section, select the Edit (pencil) icon in the upper-right
corner of the Assistive Technology recommendation.

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 Edit Assistive Technology Recommendation screen opens.

Make 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 -
Service Type

Assistive technology prescription and clinical support

Communication and information management products

Domestic 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. On the Support Plan and Services page, select the Goals & Recommendations tab.

In the Client Concerns and Goals section, select ADD AREA OF CONCERN.

IVHD YYHITINA VI I/\UND

>ender not specified, 56 years old, 25 August 1968, AC 01234567
ot 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 (@

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 window, enter the area of concern and select SAVE TO PLAN.

Add area of concemn

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

What is the area of concern? *
Difficulty with mobility including performing some household tasks such as laundry, preparing meals, cleaning

P
109 /50

SAVE TO PLAN CANCEL

3. The area of concern appears in the Client Concerns and Goals section.

e Select the Delete (bin) icon to remove the area of concern.

e Select the Edit (pencil) icon to update the area of concern.

Client concerns and goals

ADDAREA OF CONCERN

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

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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4. To add a goal for the area of concern, select ADD A GOAL.

No support relationships recorded
Recommended classification: 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

In the pop-up window, enter the goal, record the client’'s motivation to achieve it on a scale of
1 to 10 (where 1 is least motivated and 10 is most motivated), select the goal status, and
then 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

A

37 1500
Most relevant domain that goal area relates to?
Physical function [J 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
P
93 / 500

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

SAVE TO PLAN CANCEL

5. The goal appears under the relevant area of concern in the Client Concerns and Goals
section.

e Select the Edit (pencil) icon to update the goal.

e Select the Delete (bin) icon to remove the goal if it is no longer relevant.

No support relationships recorded

Client concerns and goals

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

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

6. To add more areas of concern and goals, repeat the previous steps.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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| Changing the Display Order of Areas of Concern or Goals

If you have added multiple areas of concern or goals, you can change the order in which
they appear.

Use the drop-down list on the right side of the area of concern or goal, and select the
required position. The system updates the display order accordingly.

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.

@

©

7. You can also add service recommendations to help the client achieve their goals.
Select the Expand icon next to the relevant goal.
Select the appropriate recommendation button.

For more information, refer to Adding Recommendations.

'\ oal: 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 sirengths 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 support in arder 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 o achieve: 8
Status In Progress

Recommendations

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

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

Linking Goals to Existing Support at Home Recommendations

Assessors can link goals in the support plan to existing Support at Home service
recommendations.

1.  On the client's Support Plan and Services screen, select the Goals & Recommendations
tab and go to 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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@ 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 Outcome: SaH Classification 1
rRecommended classification” saH Classification 4 @ Agreed
HiM Medium

Specified needs - Continence Products

Override reason: Higher level service needs
Owerride reason description: Reqguire higher level of care

Client concerns and goals

ADD AREA OF COMCERMN

Concern: Difficulty in cooking

ADD A GOAL

>*) Goal: Ability to cook

2. Select the Expand icon next to the relevant goal, then select LINK TO EXISTING SAH
RECOMMENDATIONS.

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 RECOMMENDATIONS

3. The Link to Existing SaH Recommendations screen opens.

e Select a recommendation (classification) from the drop-down list.

e Select the Expand icon to view the available service types.

e Select the checkbox next to each service you want to link to the goal.

e Select SAVE TO PLAN.

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

4. The linked Support at Home recommendation appears under the relevant goal in the Client
Concerns and Goals 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 move and walk

Client's current areas of difficulty or activities where the client needs support in order to achiewve 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

= Personal care: Assistance with self-care and activities of daily living

Recommendations

dd to this goal:

ADD A GEMERAL RECOMMENDATION ADD A SERVICE RECOMMEMDATIHOM ADD AN ASSISTIVE TE(]

LIMNK TO THE EXISTING SAH RECOMMENDATIONS

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Recording Service Frequency and Intensity

You can record the recommended frequency and intensity for each service you recommend. This
is optional.

Record any information discussed with the client, including their preferences for how often they
would like to receive the service and the level of support they need. Service providers can use
this information as a guide when agreeing on service frequency and intensity with the client.

If a client does not want to access a service immediately, or only needs it occasionally, you
should still create the service recommendation. The client can access the service later by
contacting the My Aged Care Contact Centre, which can arrange electronic referrals from
recommendations already included in the client's support plan.

Providing details about the recommended services helps service providers and Contact Centre
staff understand whether a service is needed for a specific purpose or as ongoing support.

This information also helps the Contact Centre determine whether it can make a referral directly
or whether it needs to request a Support Plan Review from the assessment organisation.

Add service recommendation

All fields marked wath an aslensk (*) are reguirgd

Servioe Type: * bl

Priority and dates

Recommendad senice freguency | ?__' Reoomimended sanace mtensity

Recommend a start dale
O Yes @ No

Recommend a review dale
OYes @ No

Recommend an end date
OYes @No

Responsibility 1o action
O Assessor [ Clent [ Other

Comiments

o400

Associated goals
O To be mobile enough to énjoy gardening and outdoor

o again B To go to the: gym twice per week

LRHIL I, THES RIECOMBEMNDATION FROM ALL GOALS

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

Overriding to Restorative Care Pathway

After a client receives an IAT outcome, you can override the outcome to the Support at Home
(SaH) Restorative Care Pathway.

1. Go to the client's Support Plan and select the Goals & Recommendations tab, and Select
OVERRIDE.

Supporl' plOn 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 Q)

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

ACCEPT OVERRIDE

2. The Override IAT Outcome pop-up window opens.

¢ In Override IAT Outcome To, select SaH Restorative Care Pathway.
e Select an override reason.

e Enter a description of the reason for the override.

e Select SAVE TO PLAN.

The system may display a warning message advising you to review and add recommended
services again.

- Overmide IAT 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

Owerride AT 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.

Owerride reason *

Has restorative care goals -

Override reason description: * @

07150

SAVE TO PLAN CANCEL

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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3. Ifthe original IAT outcome was a Support at Home classification, review the list of Home
Support services and select SAVE TO PLAN.

The system may display the following message: "Your request is being processed and may
take up to 60 seconds. Once processing finishes, you will see the services updated on the
screen.”

L]
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.

4. The Goals & Recommendations page displays again. Return to the IAT Outcome and
Classification section to view the updated outcome.

Supporl' plon Gnd Services GO TO THE ASSESSMENT FLAG AS END-OF-LIFE PRINT COPY OF SUPPORT PLAMN

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

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

Recommended classification” 5aH Restorative Care Pathway [:_4;‘:.

Override reason Has restorative care goals

Override reason description:  Override reason goes here

If you overrode a Support at Home classification, the classification now displays as SaH
Restorative Care Pathway.

) Recommend that the client receive (#)
(%) A
“~ 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, Iﬁ:ﬂ:ﬁl
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,
Nursing assistant clinical care, Nursing care
consumables, Registered nurse clinical care
Nutrition: Nutrition supports

5. After you accept the classification or recommendation, the Add Home Support Services
screen opens.
e Enter the required services for each available service type.
e Record the recommended frequency and intensity for each service.

e The Home Support Restorative Care Management service is selected by default and
cannot be changed.

Restorative care management

Service Frequency Intensity

Home support restorative care management »

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Editing IAT Outcome to Restorative Care Pathway
To edit an existing IAT Outcome to the Restorative Care Pathway:

1.  Open the client's support plan from the Client Record, Current Assessments, or Recent
Assessments tab.

2. On the Goals & Recommendations tab, select Edit Classification. The Edit
Recommended Classification window opens.

3. Inthe Override IAT Outcome To drop-down list, select SaH Restorative Care Pathway.

An information message advises that adding the Restorative Care Pathway automatically
includes the AT Medium and HM Medium classifications. You can edit or remove these
recommendations if required.

4. Inthe Override Reason drop-down list, select one of the following reasons:
e Has restorative care goals
e Delay/prevent ongoing services
e Needs early intervention care

e Other.

5. Enter the reason for the override in the Override Reason Description field. Then select
SAVE TO PLAN.

Edit recommended classification

= Adding SaH Restorative Care Pathway automatically includes AT Medium and HM Medium. You can edit or remove
1 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

: - o)
Override reason description * I\? )

0/150

SAVE TO PLAN

@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Recommending Second Unit of Restorative Care Pathway

If a client has an approved and active Support at Home (SaH) Restorative Care Pathway in
their support plan, you can recommend a second unit of Restorative Care Pathway within 16
weeks of the first unit starting.

Before recommending or approving a second unit, confirm that the client has started receiving
services under the first Restorative Care Pathway unit.

I Do not approve a second unit if the client has not started using their first Restorative Care
Pathway unit.

If a delegate approves the second unit, the system creates a new Restorative Care Pathway
approval. The approval start date is the date of delegate approval, and the approval end date
matches the end date of the first unit.

You can remove the second unit recommendation if circumstances change.

1. Go to the Support Plan and Services section and select the Goals & Recommendations
tab.

Under IAT Outcome and Classifications, confirm that the existing classification is SaH
Restorative Care Pathway.

Select ADD SECOND UNIT OF RESTORATIVE CARE PATHWAY .

Support plan and services

Iy naesy m Dechions  Manape senvices & redemals  Associied Peopie  Review

IAT OQutcome and Classifications

COFQIENEnive Asbeiamen! SaM Restomtive Care Pathway

Client concerns and goals

i chieni coRCemns of poak

Other recommendations

o s \/ Yiou have successily staried fhis Support Fian Review This Feview i now assgned o you
Home Support

2. A new window opens. Select ADD SECOND UNIT to confirm the recommendation.

The system then begins the process to create the RCP - Approval of Second Unit of
Funding recommendation.

'

Add second unit of Restorative Care Pathway

The SOMNONN Sanang Wil De 20060 10 1he Chent's exning Sa04 Reseative Care Pathway epmoce The Chent Can e 1wl 300000 Nenang
a0 3y (f Tew rerdoray Anang Uit The end of Dew Qeaiiraive Care Ca¥way epeode

Sart Cunaficancn 3

1 i e

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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3. If you need to withdraw the recommendation, select REMOVE SECOND UNIT OF
RESTORATIVE CARE PATHWAY.

) Support plan and services

T e Pl m U e jeivioes B ivsirah Patired ) il e ] Py
IAT Outcome and Classifications

Cumer assesumeni Prpe TR MEE AR S S B PRI Ewizning dasuficaton  Sa- Reeg
IAT Ciulonse S Clas sl S 1

Ty

Client concerns and goals

o I EONCETTE OF Qs

COther recommendations

s vl 1T | S
Home Support

In the confirmation window, select REMOVE.

Remove second unit of Restorative Care Pathway

Remove second unit of Restorative Care Pathway for Sergio MAY.

REMOVE CANCEL

End-of-Life Pathway

This section explains how to edit and override IAT outcomes to include the End-of-Life (EoL)
Pathway.

For clients starting a new Support Plan Review for services following an EolL episode, refer to the
relevant section of Support Plan Reviews.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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| Before you recommend or approve the End-of-Life Pathway, you must:
e Flag the client as End-of-Life in the My Aged Care assessor portal.

o Validate the client's End-of-Life Pathway form in accordance with the current
process described in the Assessment Manual.

You can complete these actions during the client's assessment, from the client record, or
during a Support Plan Review

On the Support Plan and Services page

Suppoﬁ p|On and services PRINT COPY OF SUPPORT PLAN
Identified needs Decisions Manage services & referrals Associated People Review

In the Client Card

First Name LAST NAME

Female, 81 years old, DD Month Year A
Requested by Reason for request
Assessor Client's change in circumstances:

Review Restorative Care
Contact:

! Impact on client's change needs
First Name Last Name

Review of services needed
example@example.com.au

Request submitted by:  First Name Last Name
Client last assessed by: First Name Last Name

Request dates
Date requested: DD Month Year
Date started: DD Month Year

Finalised Support Plan Review due by 3 January
2026

VIEW FULL CLIENT RECORD VIEWALL CLIENT NOTES & VIEW CLIENT REPORT

CONTINUE SUPPORT PLAN REVIEW FLAG AS END-OF-LIFE
-

Validating the End-of-Life Form

Assessment delegates must confirm that the End-of-Life Pathway form has been completed
correctly when the client has been flagged as End-of-Life in the My Aged Care assessor
portal.

When reviewing the form, you must:
o Confirm that the client's details match the information recorded in the assessor portal.

e  Check that all sections of the Medical Assessment have been completed. Confirm
that:

1. The client has a life expectancy of three months or less.

2. The client has an Australian-modified Karnofsky Performance Status (AKPS)
score of 40 or less.

3. A medical practitioner or nurse practitioner has completed and signed the form.

A client is not eligible for approval under the End-of-Life Pathway unless all required

@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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criteria in the Medical Assessment section have been met.

Overriding to End-of-Life Pathway

Before you can override an IAT outcome to the End-of-Life (EoL) Pathway, you must first flag
the client as End-of-Life.

1.  Open the client's support plan.
Search for the client, or
Open the client's record, select the Plans tab, and then select Support Plan.

2. Select the Goals & Recommendations tab, then choose OVERRIDE TO END-OF-LIFE or
Edit Classification.

Supporl' p|0n Gnd 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 Outcome: SaH Classification 2 SaH Restorative Care Pathway (Second Unit)
SaH Classification 2 {Pending allocation)

OVERRIDE TO END-OF-LIFE

3. The Override IAT Outcome window opens.

An information message advises that overriding to the End-of-Life Pathway automatically
adds the AT Medium classification to the client's support plan. You can edit or remove this
recommendation if required.

Any Home Modification recommendations will be removed when you override to the End-of-
Life Pathway.

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

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

=

n 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 *

Classification type: Short term

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

Override reason * -

Override reason description: * @

A
07150 w

OVERRIDE CAMCEL

Select an Override Reason from the drop-down list and enter a description of the reason for
the override. Select OVERRIDE.

Orverride reason *

Please select... -

Higher level service needs

Lower level service needs
Other Aged Care Program/s
Mo Care Approval

ui1su
W
Override reason *
Higher level service needs -
Orverride reason description: * @
Override reason description here
s
321150
v

OVERRIDE CANCEL

5.

If the override is successful, the IAT Outcome and Classifications section displays:
e SaH End-of-Life Pathway
e The override reason

e The override reason description

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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If applicable, REVERT buttons may appear, allowing you to return the client to their previous
classification.

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. Review the client's Home Support services and update them if required to align with the
End-of-Life Pathway.

To edit the services, select the Edit (pencil) icon in the Home Support recommendation
under the Other Recommendations section.

@ 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:

Recommended by: My Agedcare Contact Centre

SAVE AND SUBMIT FOR DELEGATE DECISION RETURN TO CLIENT

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

If a client has been flagged as End-of-Life, you can change their classification to SaH End-of-
Life Pathway when:

e The current classification is SaH Restorative Care Pathway.
e The End-of-Life Pathway form has been verified.
e You have not yet submitted 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 cutcome:  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

OFFICIAL


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

®

OFFICIAL

1.  On the client's Goals & Recommendations tab, go to the IAT Outcome and
Classifications section and select OVERRIDE TO END OF LIFE.

|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. Review the information in the recommendations section, then select COMPLETE AND
FINALISE SUPPORT PLAN REVIEW.

* 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 updates to show SaH End-of-Life Pathway
as the recommended classification.

Support plan and services

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

IAT Outcome and Classifications

Current assessment 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
REA OF CONCERN

No client concerns or goals

Othar rarnmmandatinne

4. 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"'._.R\ TO CLIENT

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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| Ifthe client or their supporter guardian decides they no longer want the assessment flagged
as End-of-Life, you can revert the classification to the client's ongoing classification.

5. Complete the Support Plan Review details:
e Select the review outcome from the drop-down list.
e Record who participated in the plan review.
Select COMPLETE AND FINALISE SUPPORT PLAN REVIEW to finalise the review.

After you complete the Support Plan Review, you cannot edit the outcome details. The
system records these details in the client's support plan.

Complete & finalise support plan review for First Name LAST NAME

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

Reason for this support plan review started on 23 Seplember 2024
Cutcome of support plan review * -
Details

Piease be sware that outcome details entered here cannot be edited once the support plen review is compiete and will appear on the client's Support Fian

o
0/1000

Support plan conducted with * N I

I COMPLETE & FINALISE SUPPORT PLAN REVIEW |-:;-r.:5L

If you add a period of reablement or linking support during a Support Plan Review, the
system automatically sets the review outcome to Updates to Existing Plan. After you
complete the review, the assessment remains open so you can start the support period.

If the Support Plan Review identifies the need for a new assessment, refer to Issuing an
assessment referral as a result of a Support Plan Review.

6. The completed Support Plan Review appears on the Plans tab of the client's record.

View support network

Client summary Client details Support network Approvalg W [Attachments Services My Aged Care interactions Notes. Tasks and Notifications Residential Fundin

. Assessment history
Current Episode
Episode ID: 1-1AP8EBY!

16 August 2023 - Presey

SUPPORT PLAN

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

@ Comprehensive Assessment 16 August 2023

@ Home Support Assessment 28 September 2020

@ Screening 18 September 2020

|

Support plan as at 29 September 2020
i i Support plan as at 17 July 2023
Upcoming Review(s) Support plan as al 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 the client or their supporter guardian decides they no longer want the assessment flagged as
End-of-Life, you can revert the classification to the previous ongoing recommendation.

1. Open the client's profile and select the Goals & Recommendations tab.

2. Inthe IAT Outcome and Classifications section, confirm that the recommended
classification is SaH End-of-Life Pathway. Select the REVERT button for the previous
classification. For example, 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

Recommanded classification -of-Life Pathway
REVERT TO RESTORATIVE CARE

Client concerns and goals

ADD AREA OF CONC IN

No client concerns or goals

3. In the confirmation window, select REVERT.

Revert to Restorative Care Pathway

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

REVERT CANCEL

4. After you confirm the action, the system returns you to the Goals & Recommendations tab
and restores the previous classification.

Support plan and services

Identified needs Decisions  Manage service & referrals ~ Associated Pecple  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

VERRIDE 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

OFFICIAL


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

®

OFFICIAL

Overriding a Transitioned HCP Classification to the End-of-Life Pathway

After the End-of-Life Pathway form has been verified, you can override a client's classification
from Transitioned HCP Level 1-4 to SaH End-of-Life Pathway during a Support Plan Review.

Transitioned clients do not have pre-created services. You need to add Home Support services
that meet the client's end-of-life care needs.

1. Open the client's profile and select the Goals & Recommendations tab.

In the IAT Outcome and Classifications section, confirm that the existing classification is
Transitioned HCP Level 1-4.

Select OVERRIDE TO END OF LIFE.

Support plan and services

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

IAT Qutcome and Classifications

w Home Supgont Aseirent by et Tramitones HCP Ll 3

2. The Override to End-of-Life Pathway window opens. Enter the required information and
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.

Exsting 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. The Add Home Support Services screen opens.
Consider the client's needs and the End-of-Life Pathway approval when selecting services.
e Select the required services.

e Enter the recommended frequency and intensity for each service.

e Link any relevant goals.

Prefers to speak Chinese ; View support network
Add Home Support services

All fields marked with an asterisk(*) are required

Recommended that the client receive: SaH End-of-Life Pathway

Ciassfication 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 (#)

&z
Laundry Services Frequency Intensity +  Linked goals (#)
Shopping Assistance Frequency Intensity +  Linked goals (#)
£/

Shopping Assistance Frequency Intensity *  Linked goals (#)
Shopping Assistance Frequency Intensity +  Linked goals ( ‘,)

Home maintenance and repairs
Sarvicas Framiancy Intansity Goals

T Fursong Care cormarrasting Fregeuncy Indermiy ~ Linked

Allied haalth and therapy
Sardcon Froquancy Inksrmity Gl
] Amect hasith asaistasca Froquoney . irdeemiy v Linksd
] Podiaery Frogjusniy - IFlERE = Linked
mE Fraguancy »  Ininring = Linksd
] Spesach pamnology Frequency = Iniensiy = Linked
) D o musinson Froquancy - Irderiny - L inkond
7] Aboriginal or Torres Stail kasdor Healih Pracibonsr ascsiancs Froquancy - Irtorsiy - | bt
7] Anoriginal or Torms Stat iasdor Heath Worine aesnianca Froquancy - Intoriy - L bt
[ Physitherapy Frouany - Imteemiy v Linksd
[ Peychalogy Frequency . Inignsey *  Linked
[ Exgrcsa physiiogy Fraquancy «  IniEnERy = Linksd
[ Oecupatianal theesgy Frequancy = Ininnsey = Linked
[ Coimsaling o peychotharapy Frequency v  Iniormiy = Linked
] Music therspry Froquency . Irtermiy v Lisked

5. The system returns you to the Goals & Recommendations tab.

At this stage, you can revert to the transitioned classification if required.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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6. Select SAVE AND SUBMIT FOR DELEGATE DECISION.

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

ant assessment type.  Comprehensive Assessment Existing classification Transitoned HCP Level 2
e. HCP
Recommended classificaton. SaH End-of-Life Pathway

Client concerns and goals

ADD AREA
No chent concerns or goals

Other recommendations

Recommended that the cient receme s

F‘ ~
Home Support

(Notyet in place)
This P~ quires a delegate decisi

Ciassificati SaH End-of-Life Pathway Classification type Short term

Home support services Q

Recommended by Damien Wayne

SAVE AND SUBMIT FOR DELEGATE DECISION RET

| If the client's current classification is SaH End-of-Life Pathway, you can override it back to
Transitioned HCP Level 1-4 before submitting the support plan for delegate decision.

After you complete the override, you can also revert back to SaH End-of-Life Pathway if
required.

Support plan and services

Identified needs EEELEERAEETGEGEE ST Decsions  Manage service & referrals Associated People  Review

IAT Outcome and Classifications

Curent assessmen typa:  Home Support Assessment Exssiing classification SaH End-ol-Life Pathway
AT gulcome: HCP

Client concerns and goals
ADD AREA OF COMCERM

Mo cliant concems o goals

Other recommendations

ADD A GENERAL 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

After you override an End-of-Life Pathway classification to a Transitioned HCP classification,
you can revert the client back to the End-of-Life Pathway if needed.

1. Go to the client's Goals & Recommendations tab.

In the IAT Outcome and Classifications section, confirm that the existing classification is
SaH End-of-Life Pathway. Select REVERT TO END OF LIFE.

Support plan and services
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2. A confirmation window opens. Select REVERT to confirm the change.

Revert to End-of-Life Pathway

Revert to End-of-Life Pathway for First Name Last Name

REVERT CANCEL

3. The system returns you to the Goals & Recommendations tab with the End-of-Life
Pathway classification restored.

Support plan and services

Identified neads QEEERNESGGGETGG 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

IAT gulcame; HCP

Client concerns and goals
ADD AREA OF CONCERN

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 and submit the support plan:

1.

Review the support plan and confirm that:

e All required service and general recommendations have been added.

e The client's goals and areas of concern are accurate and complete.

After you complete the support plan, you cannot edit it unless the delegate returns the
assessment for changes.

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

3.

If the client has a Support at Home classification (ongoing or short-term) but does not have
a recorded home address or Modified Monash Model (MMM) classification, the system
displays a reminder to record the client's address.

You can still proceed without recording the address at this stage by selecting 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
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

If you continue without recording the client's home address, the system displays the
following warning message:

“A home address is required in order to complete the assessment.”

|AT Outcome and Classifications

Current assessment type: Comprehensive Assessment
IAT Qutcome: SaH Classification 1
Recommended classification: SaH Classification 6 ‘,-

AT Medium
HM Medium

Qverride reason Higher level service needs
Overmde 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

If the client's address has been recorded but the system cannot determine an MMM
classification (MMM1 to MMM?7), you must update the client's MMM classification before
completing the support plan.

If the MMM classification is not known, select UNKNOWN from the drop-down list.

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.

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. The system takes you to the Decisions tab. Scroll to the bottom of the page and select
SAVE AND SUBMIT FOR DELEGATE DECISION.

SAVE AND SUBMIT FOR DELEGATE DECIS RETURN TO CLIENT

7. In the confirmation window, select the appropriate checkbox and then 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 confirmation message appears, advising that the assessment and support plan have been
submitted to the delegate for review and 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 may return a Support Plan Review or IAT assessment if changes are needed.
When this happens, the assessment status changes to Returned to Assessor.

Amendments to the IAT

If a delegate identifies issues with the IAT, they may return the assessment and provide
instructions for the required changes. A delegate can return an assessment to an assessor only
once.

You can view returned assessments on the Assessments tab under Returned to Assessor.

Returmed o assassor

Buant
SIMP 30N

LIRS
dsd ¥ Moy 208
b 1 My J00%

*hu-h.wd .nuu.-r

When an IAT assessment is returned, the client record displays:

e An information banner advising that the delegate has requested a review of the IAT and
directing you to the delegate's notes for further instructions.

e A Notes to Assessor to Review IAT section containing the delegate's feedback.
e A View Details button to open the delegate's notes.

e A Continue Assessment button that opens the IAT so you can make the requested

changes.
4 Delegate has requested the IAT quest M0 10 Do roviewed. Please refer 10 the Notes to
l 25306807 10 review IAT below for detads
AQe 92 ( Fetruary 10, 1970 ). Femule Rederred bom Aged Care Gateway on 1 Aprd 2029
Accophed on | May 2008
Preferences
NO preference was reconded Finalined Support Plan due by § May 2023
Assesament details Chent story
' Coergretwrnve NO chant siory wans reconded
Set-Referrsd Commaents
Non Hospasl r NO chant siory wis reconded
-. Notes 10 38400407 10 review IAT
Altred Pervyaort "
Darrven Wayne
@ wrogem Q
@ »rogen Q
1 May 2003 @
8 vew
I CONTINUE ASSESSMENT

You can also view the delegate's request from the client's Support Plan and Services page on
the Goals & Recommendations tab.

An information banner appears in the IAT Outcome and Classifications section. Select Go to
Assessment to open the IAT and make the requested changes.

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

OFFICIAL


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

®

OFFICIAL

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.

To review the delegate's feedback, open the Notes to Assessor to Review IAT window. This
window displays instructions and comments for the relevant IAT sections that require
amendment.

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
massa. Cum soces naloqus penatbus ol magnis dis parturien] montes, Nascebur Ndculus mus

Roason for Assessment: Donec quam belis, ullnicies nec, pelleniosgue ou, pretium guis, sem. Nulla consegual massa quis
enim. Doned pede justo, iringlla wel, aliquel nec, valpulate sgel, arcw

Carar profla: |n anim jushd, mhoncus o, impandial &, venanalis vilas, jusio, Nullsm Gclum helis e pads molis pesdaum IW
BrsCacing Dﬂm WinBmiss slomanium Samped sl

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.

Fundtion: Phasallus vivera nulla ul mebus varus lachssl. Quisqus fulrom. Ascaan impandial. Elam wllrfices nisi val HHjLE
Curnbstur ullamoomar Wincess nisl, Nam ogol dul, ERem fhancus

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: Dones sodales sagilis magna. Sed conssquad, leo egel bibendum sodales, Sugue well CUNsus nunc, quis gravida
MAgNE Ml & Bbero, Fusce vilpulsls slaihend sapoen

Baohanvicur; Vstibulum purus quam, soelerisgue ul, mollis sed, nonummsy id, maelus. Nullam acourrsan ionsm in dul. Cras
ultricies mil eu funpis hesndreril fringilla.

P‘W 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,

Homa & Parsonal Safoty: Duts arcy loror, suscipd agel, impardel nec, impardiat culis, ipsum

Financial or Legal: Sed aliquam ulinces maurss. integes anls arcu, a0CUMSan a, consachelus egel, posuse ul. maurs.
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
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Reviewing and Resubmitting the returned IAT

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

1. Go to the Assessments tile in the Assessor Portal. Open the client's assessment from the
Current Assessments tab under Returned to Assessor.
) Cunent assessments Cumarty iowing AumieHoalhcars

Filter by )
Sert by n erder of
Assessment Priority = HightoLow -
Current sort order is Assessment Priority

Returned to assessor

116 46 out of 46 matching results

First Name First Name: First Name

0 SUBURB, STATE, 1111 9SUBURB, STATE, 1111 Assessor FIrSt Name Last Name
Aged care user 1D AL HOOOCOOOK Aged care user 1D ACKOOOOOO Delegale First Name Last Name
Date accepred DD Month Year Date accepted DD Month Year Aged care user 1D ACXOOOCOCOK
Completed Support Plan due by: DD Month Year Completed Support Plan due by. DD Month Year Delegate Decision due IDD Month Year

¥} Comprehensive 8 days overd
(& Comprehensive ) 145 days overdue (@& comprehensive g} 8days overdue @ L‘
Assessment In Medi
Assessment In i + Assessment In xﬁwm -
x POt 1 High s z Bopes — Medium . |

2,

Fi

Review the delegate's feedback by selecting View Details in the Notes to Assessor to
Review IAT section on the client card.

rst Name LAST NAME

Tr

AsSsessor First Name Last Name Note 1o assessor 1o review IAT

. Please confirm that 1 June 1948, 78 Years, AC55S Is the person you are conducting this
1 assessment for If the person details are Incomrect, a privacy breach may occur.
& Delegate has requested the IAT questionnaire 10 be reviewed Please refer to the Note to assessor to
1 review IAT below for detais
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 Finalised Support Plan due by 26 February 2026
Assessment details Client story
NoO client story was recorded
Assessment type Home Support
Comments
Assessment reason the client is eligible for CHSP

1age conducted by First Name Last Name VIEW DX

Support plan @ 'n Progress o

Home Support Assessment @@ In Progress (@

Latest screening 4 February 2026 (@
VIEW F A LIENT Rt & VIEW CLIENT REPORT

CONTINUE ASSESSMENT

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Alternatively, open the client's Support Plan and Services page, select the Goals &
Recommendations tab, and then select the Notes to Assessor to Review IAT link in the
information banner within the IAT Outcome and Classifications section.

Supporl' plOn Ond Sewices I GO TO THE ASSESSMENT I PRINT COPY OF SUPPORT PLAN
|dentified needs Decisions Manage services & referrals Associated People Review

IAT Outcome and Classifications

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

Current assessment fype: Home Support Assessment

Recommended classification. CHSP

3. The Notes to Assessor to Review IAT window opens and displays:

e The relevant IAT topics.
e The delegate's comments and instructions for each topic.

Review the instructions and identify the changes you need to make.
Select Close and then:

o Select Continue Assessment from the client card, or
o Select Go to Assessment from the Support Plan and Services page.
4. Review the IAT and make the requested changes.
When a delegate returns an IAT:
e The system clears all review checkboxes, including page review checkboxes.
e The system clears the Goals Review button.

e You must complete all mandatory questions again and reselect all review checkboxes
before finalising the IAT.

After you re-finalise the assessment, the delegate cannot return the IAT for review again.

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

I FINALISE IAT AND GO TO SUPPORT PLAN I SAVE QUESTIONMAIRE AND CONTINUE TO SUPPORT PLAN CANCEL ASSESSMENT - NO FURTHER ACTION REQUIRED

Finalise IAT and go to support plan

Once you select 'Finalise IAT', you cannot make any changes to the responses in this questionnaire, and you will be taken to the
Support Plan. Once the |AT is finalised, the system will determine the outcome of the assessment, which can be viewed in the
Support Plan.

If you wish to continue with the Support Plan, please select 'Finalise |AT or if you wish to make any changes to the
questionnaire, please select 'Take me back to the assessment’.

TAKE ME BACK TO THE ASSESSMENT

@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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5. Once you finalise the IAT, the client's IAT outcome may change.

The system may display the following message: 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 Manage services & referrals Associated People Review

IAT Outcome and Classifications

d
| 1 Please revise the Recommended Classification and Support Plan recommendations based on the new IAT Ouicome.

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

Review:
e The recommended classification.

e Any related prompts or recommendations, such as Restorative Care Pathway, Assistive
Technology, or Home Modifications.

If you intend to recommend an ongoing Home Support classification, make sure the
Recommended Classification matches the new IAT Outcome by using the edit function.

Please review and edit classification to align with IAT outcome or

existing classification.

If the new IAT outcome results in a lower classification than the client's existing
classification, ensure the Recommended Classification remains equivalent to the client's
current classification when recommending ongoing Home Support services through Support
at Home or CHSP.

If appropriate, you can still override the Recommended Classification to recommend a
short-term pathway or Residential Care.

Edit recommended classification

[ ]

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

In line with legislation, you are not permitted to override the IAT 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 to recommend ongoing home support
services through Support at Home or CHSP, please ensure the recommended classification aligns with the IAT
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 cumrent
existing classification, please ensure the Recommended Classification is equivalent o the client's existing
Classification level when recommending engoing 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. Review and update the client's support plan if required to reflect the new IAT outcome and
recommendations.

When you finish reviewing the classification and support plan, select COMPLETE
SUPPORT PLAN.

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 RECOMMEMDED LONG TERM LIVING ARRANGEMENT
ADD A CARE TYPE FOR DELEGATE DECISION RECOMMEND A PERIOD OF LINKING SUPPORT RECOMMEND A PERIOD OF REAELEMENT ADD MO CARE APPROVAL
~, Recommend that the client receive (}‘) 5, Recommend that the client receive (#) (@)

IS

) Home support

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

/' Home modifications

7. The Note to Delegate window opens.
Enter details of the changes you made in response to the delegate's feedback.
e The Notes to Delegate field is mandatory.

e The field includes a pre-filled list of IAT domains for reference. You can edit or remove
this text as required.

¢ Non-clinical assessors must record all clinical supervisors involved in the assessment
process.

If you leave the field blank, the system displays an error message.

Select CONTINUE TO COMPLETE SUPPORT PLAN.

Note to delegate

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

Instructions: Provide information on the comrections against the refevant IAT domains as per the instrucfions 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 completion of the IAT and Support plan.

Motes 1o del egale: *

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

A
374 12500

CONTINUE TO COMPLETE SUPPORT PLAN CANCEL

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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8. After completing all required changes, select 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

In the confirmation window, select SUBMIT.

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 the resubmission is successful, the system displays a confirmation message advising that
it has submitted the assessment to the 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 also appears stating that the assessor has reviewed the IAT as
requested by the delegate.

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 link in the banner to view both:

e Your Notes to Delegate, and
e 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 results
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 you complete the IAT assessment, finalise the support plan, and submit your
recommendations for delegate decision, the delegate may return the Comprehensive
Assessment or Home Support Assessment if changes are required to the support plan.

Returned assessments appear in the Returned to Assessor section of the Assessments tab.

Triage Not Started

FirstName

LAST NAME

9 .SUBURB, STATE, 1111

Aged care user 1D: ACHOOOCXX XXX 1
Date accepted: DD Month Year
Compleled Triage due by: DD Month Year

@ Comprehensive A 84 days overdue

o [N

Returned to assessor

@

First Name

LAST NAME

Aged care user 1D: AGHOOCX XXX X2
Date accepted: DD Month Year
Delegate Decision due by DD Month Year

Ay Home Support @ Due today

When a delegate returns an assessment, review the instructions provided and make the required
updates. Depending on the delegate's feedback, you can amend:

e Client concerns and goals

e Service recommendations

e Other recommendations

e The assessment summary

For detailed guidance on amending a returned assessment, refer to the Assessment Manual.

Finalising the support plan

After you complete the assessment and support plan, arrange referrals for the recommended
services before you finalise the support plan.

For detailed instructions refer to My Aged Care — Assessor Portal User Guide 8 — Referring for
services.

| Finalise the client's support plan after you have made an effective referral for the
recommended services, or when the client chooses not to proceed with aged care services
or wants to manage their own referrals.

A referral is considered effective when:

e A service provider accepts the referral.
e The client chooses to manage their own referral arrangements.
e The assessment determines that no further action is required from the assessor.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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! Do not issue CHSP referral codes until the Assessment Delegate has approved the
recommendation.

For instructions on issuing CHSP referral codes, refer to:

e Chapter 9: Finalising the Assessment and Service Referral of My Aged Care
Assessment Manual.

e instructional videos for comprehensive and home support assessments.

1.  From any tab in the client's support plan, select FINALISE SUPPORT PLAN.

<) Goal: Loris would lixe funding support for the Occupational Therapy recommendations.

Other recommendations

L4 Nursing

2. A confirmation window opens.

: Goods, equipment and assistive technology

e The system automatically displays the referral status for each recommended service
type.

e If areferral has a status of Not Actioned, you must record a reason.

3. If you conducted the face-to-face assessment in a remote location, make sure you select the
Remote Assessment indicator before finalising the support plan.

Finalise support plan

oy
] Remote Assessment (7)

YES, FINALISE THE SUPPORT PLAN MO, CANCEL

Review the referral outcomes and select YES, FINALISE THE SUPPORT PLAN.

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

= Are you sure you want to finalise this support plan? A

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

All fields marked with an asterisk (%) are required
O Remote Assessment l:'D
Service Recommendations

Meals
Outeoma

Referral Code Generated

Comments ‘ I

Domestic Assistance
Outeome
Referral Code Generated

- General House Cleaning

Comments ‘

Goods, equipment and assistive technology
Outcome
Referral Code Generated

= Support and mobility aids.

YES, FINALISE THE SUPPORT PLAN MNO, CANCEL

If you are recording outcomes for a client in a remote location, you can select Community-
based Care as the outcome.

You must enter comments about the outcome if you select either Not Actioned or
Community-based Care following a remote assessment.

Provide clear and detailed comments to explain the reason for the selected outcome.

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.

If 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 Reason *

Funded services unavailable
To seek nonfunded services
Client accepted to waitlist

YES, FINALISE THE SUPPORT PLAN NO, CANCEL

4. The system displays a confirmation message advising that the support plan has been
finalised.

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Finalising a Support Plan for Support at Home classification

When you finalise a support plan that includes a recommended Support at Home classification,
the screen does not display individual services for outcome recording. Instead, it displays a
single item called Support at Home.

Select YES, FINALISE THE SUPPORT PLAN to finalise the support plan.

Finalise support plan

All fields marked with an asterisk (*) are required

[[J Remote Assessment @

Service Recommendations
Support at Home

Outcome
Mot actioned

QOutcome Reason *

YES, FINALISE THE SUPPORT PLAN I NO, CANCEL

Ending a period of Reablement or linking support
You can end a reablement or linking support period in one of two ways:
Option 1: End a support period individually

1. On the Goals & Recommendations tab of the client's support plan, select END LINKING
SUPPORT PERIOD or END REABLEMENT PERIOD.

2. Enter the support period end date and outcome.

Qther recommendations
ADD A GENERAL RECOMMENDATION ADD A SERVICE RECOMMENDATION

There are no service recommendations for this client

/—~, Recommend that the client receive END LINKING SUPPORT PERIOD [\y‘ 1 Recommend that the client recaive END REABLEMENT FERIOD ':\ff:'

') Linking Support “ & Reablement )

3. If you want to finalise the support plan but keep the support period open, select FINALISE
SUPPORT PLAN & KEEP OPEN FOR SUPPORT PERIOD.

HSupport plan and services
Identilied needs WManage sendies hoelemals  Adsonialed People Revigwe

IAT oulcome

~

®

ouiicome: CHEP
Cumend assessmen fype:  Home: Suppon Assessment

Client concerns and goals

Hoschent concems or goals

Other recommendations

Trare e A0 44708 FECHTAMANIEDEN 5F Ihd Chant
) Linking Support ) Reablement

FIRALISE SUPPCRT PLAN.L KEEF CPENFOR SUPPORT PERICD  [ISEauiC IRy

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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4. A confirmation window will appear. Select YES, FINALISE THE SUPPORT PLAN.

.

Fnalise 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

Option 2: End all support periods at the same time

1. On the Goals & Recommendations tab of the client's support plan, select SUPPORT
PERIOD COMPLETE — FINALISE SUPPORT PLAN.

YSupport plan and services
Identiied needs Manage services & referraly Associated People Reweve

IAT outcome &)

IAT oulcoma CHSP
Current assessment fype. Home Suppoert Assessment

Client concerns and goals

No chanl conceins oF gods
Other recommendations
There are no service recommendations for ths chent

Lmkmg Support ) Reablement

SUPPORT PERIOD COMPLETE - FINALISE SUPPORT MUAN

2. The system displays all active linking support and reablement periods.

Enter an end date and outcome for each support period.

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

Support period complete - findlise support plan

ou are about to end the support period, and finalise the client's support plan.
1] l Where you have not previously provided an end date for each linking support and/or reablement period, it will
il default to the end date of the support period, as eniered below

All fields 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 finalized.

Support Recommendations

13092024 I

Linking Support - Access Aged Care services

[

Outcome of this linking support period * -

Conmiments

[ Reablement - Mobility

Were the client's goals met? * -

¢ Outcome of this reablement period *

Commenis

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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Ending a Reablement Period

1. Select END REABLEMENT PERIOD next to the Reablement tile under Other
recommendations.

Other recommendations

Recommend that the client receive

Meals

““ Reablement

»
«

2. The End period of reablement window opens.
Complete the two mandatory questions:

e  Were the client's reablement goals met?
¢ What was the outcome of the reablement period?

Select the outcome from the drop-down list.
Mandatory fields are marked with an asterisk (*).

Enter any additional information about the reablement period in the Comments field.

End period of reablement

- Ending this penod of support will not finalise the support plan. To finalss the suppart plan, salec "Support period
complate — hinalise support plan’ on the "Goals & recommendations

All fields marked with an astenisk [~} are requined

Are you sure you want to end this peried 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 reablament penod i *
04/12/2018 )
Wers e Clenls QoEls mel Gl
Goals partially met ht
Cwidcomsg of s reablemant panod *
Incomplete e
Commasnis -
Client enterad hospital

23 1500

END PERIOD OF REABLEMENT

| If aclientis receiving linking support or reablement, a team leader may ask you to end the
support period so they can assign a Support Plan Review.

If the support period needs to continue, you can ask the team leader to cancel the review
and allow the support period to remain active.

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

You can print a PDF copy of the client's support plan from the assessor portal.
The PDF includes the client's:

e most recent completed Support Plan Review (if available)
e Assessment Summary

¢ Goals & Recommendations, including areas of concern

e recommended services

o referral codes, where applicable

e strategies

e current care approvals.

To print the support plan:
1. Select PRINT COPY OF SUPPORT PLAN from the client record or support plan.

SUppOrI' plon Ond Services REQUEST ASSESSMENT PRINT COPY OF SUPPORT PLAN

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

Current assessment fype:  Home Support Assessment
IAT Outcome: CHSP

2. A blue banner appears at the bottom of the screen while the report is being generated.
Select Reports page to open the Reports and documents page.

1

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

3. On the Reports and documents page, select View.

Reports and documents
Forms Links

My Reports

<+ Requested Date = Staius

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

4. The PDF version of the support plan downloads to your device. You can now print the
document.

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

Australian Government myaged< care

Mrs First Name LAST NAME

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: First Name Last Name
Conducted with: Client

Outcome of Review: Updates to the existing plan

Qutcome Details:

If the client has a previously completed Support Plan Review, the Support Plan Review (first
completed) section appears before the Goals & Recommendations section.

SUPPORT PLAN

™
[ &8 ®
- ¥ -
Australian Government myagedcare

Support plan

Mr First Name Last Name
Aged Care ID: ACXXOOOC((XT  Date of Birth: DD/MM/YYYY  Age: 69 years

Support Plan Review (first completed

Review Date: DD/MM/YYYY
Conducted by: First Name Last Name
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

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 DD/MM/YYYY DD/MMAYYYY

(@  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 on the home page to view all Support Plan Reviews assigned to you.

Assessor Portal

Assessmenls

Residential Funding Referrals ervi Reports and documents

2. Open the Current reviews tab to view your assigned Support Plan Reviews.

A e | Revews
) Curent reviews ity i i A A 53
...‘m
£ =
Filter by s
3 e - R
Currwnt sort arr 1 Uvgenc s,
T ) R o) matieng et
Not Started
'y )
¥ org N
PAULINO MARSH
@ MACLECD WC )08 @ YALLAMANE. WC. 3oes 9 VACLEOQD. W e
g w0 Ac01234567 pet o o 0 ACE1111111 gl cwn e 0 AC22222222
" & My 2004 - Wil B 20 My 2004 Hovew srivgre e 2T e 2004
Foemad Supe - Aovaw & by 20 May ' e poort P Ravew 008 By | 209 - Pavew 80 by 11 Ay
s 204 s
@ comwenve e 2 @ Comomenne ) 100 Sy vt @ comewenne L) 290t cvwin

3. Select the expand button at the top of a review card to view more details.
The review card displays:

e the assessment type
e the review urgency
e whether the review is overdue.

If the review relates to the End-of-Life Pathway, the card also displays the End-of-Life
Pathway icon.

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Not Started

First Name First Name First Name

9 SUBURB, STATE, 1111 9 SUBURB, STATE, 1111 9 SUBURB, STATE, 1111

Aged care user ID: ACXXXXXXXXX1 Aged care user |D: ACXXXXXXXXX1 Aged care user ID: ACXXXXXXXXX1

Review assigned date: DD Month Year Review assigned date: DD Month Year Review assigned date: .DD Month Year

Finalised Support Plan Review due by: DD Month Finalised Support Plan Review due by: DD Month Finalised Support Plan Review due by: DD Month
C@ Comprehensive A Urgent :’ G’J Comprehensive A\ 339 days overdue ['z Comprehensive A\ 299 days overdue
@ 1ot started @ 1ot started © 1ot started

4. If the review is for End-of-Life Pathway services, select the Edit (pencil) icon to verify or
add the End-of-Life Pathway Form.For information about verifying the End-of-Life Pathway
Form, refer to the My Aged Care Assessment Manual.

First Name LAST NAME

Female, 90 years old, 4 August 1935

Requested by Reason for request

Client Why is this request urgent?
Contact EOL Pathway

First Name Last Name . S

02 62626262 Client's change in circumstances

Needs End-of-Life Pathway
Request submitied by:  First Name Last Name

¥ Impact on client's change needs
Client last assessed by. First Name Last Name P 9

EOL pathway required

Request dates
Date requested: 6 May 2025

Finalised Support Plan Review due by 20 May 2025

I End-of-Life form verification: Verification not started () I

VIEW FULL CL

4

Starting a Support Plan Review
Follow these steps to start a Support Plan Review assigned to you.

1. Expand the client card in either Card View or List View, then select START SUPPORT
PLAN REVIEW.

Alternatively, go to the Current reviews page, expand the client card, and select START
SUPPORT PLAN REVIEW.

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Expanded client card or list view

1800 836 799 Mon-Fri 8am - 8pm Sat 10am - 2pm
= Assessor Portal

# Home | Find a chent |

First Name LAST NAME

Male, 93 years old, 10 January 1930, ACCOOOXKXX1 Primary contact First Name Last Name 6162626262
1 Test Street, Example Suburb, STATE, XXXX

No support reiationships recorded

@Clienf SUmmOry REFER TH LIENT FOR ASSESSMENT 8 VIEW CUENT REPORT START SUPPORT PLAN REVIEW

Client details Support network Approvals Plans Attachments Services My Aged Care interactions Notes

Tasks and Notffications

Client tracker @, 2
Client summary @®
Assessments
Home Support Assessment (@) Screening (@)
Finalised on 9 February 2023 Complete on 12 June 2020
Community Aged Care
o/ 020404 040 2404

Expanded client card or list view, with the client tracker expanded showing that the client has reached the
Support Plan Review stage.

First Name LAST NAME

Female, 77 years old, 5 July 1949, ACXCOO00C( Primary contact First Name Last Name — 0404 040 040

1 Test Street, Example Suburb, STATE, 230X
View support network

@ Cllen'l’ SUmmGry REFER THIS CLIENT FOR ASSESSMENT & VIEW CLIENT REPORT START SUPPORT PLAN REVIEW

Client summary Client details Support network Approvals Plans Aftachments Services My Aged Care interactions Notes Tasks and Nofifications

Client tracker ®@®

@ o O, M O

Registered Assessment Waiting for services Receiving services Support plan review

@ A support plan review is in progress to review care needs.
Next step - An assessment organisation may be in touch to discuss the support plan review.
If you have any questions about the support plan review, you can call the assessment organisation using the phone number in the summary table below.

‘Your services have started
Next step - Call the provider for more information about services or to advise of any change in care needs. The phone number is in the summary table below.

Your referral for services has been sentto one or more providers.
Next step - A provider will be in touch to discuss services.

An assessment has been completed and services have been recommended.

Next step - If recommended services are approved, an assessor will be in touch to help find a service provider. If you haven't heard anything, you can call the
assessment organisation using the phone number in the summary table below.

Alternatively, use the Find a Provider tool on the My Aged Care website at www.myagedcare.gov.au/find-a-provider.

[ MONOC

)

@
—~
\2

{
(

Client summary

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

urrent

First Name LAST NAME :

Femsie & Newvermbar 148

] Requesied by Reasen for request l
Assrssar > i .

e Asiasoments - ACA - VIC 3 amatance

Rcvew Al st

mpset on chent's Ahangs neass

AT Ford UAT Lovel
20404 040 040 st

marac ankTangicwa
Law

UIAT Ford UAT Lovell

e by UATFord UAT Lovel

roar Reques! dites

sle eauested 1 May 2026

o shartes 1 My 2025

Finatised Suppor Plan Review ows by 16 May 2028

o

P———— § ——y D

LY
>
Re
®
=

2. Inthe Before you start the Support Plan Review window, select one of the following
options:

e CONTINUE TO SUPPORT PLAN REVIEW
e RECOMMEND A NEW ASSESSMENT
Select CONTINUE TO SUPPORT PLAN REVIEW to start the review.

If the client's circumstances have changed significantly and you have evidence that they
require a higher level of care, such as a letter from a GP or allied health professional, select
RECOMMEND A NEW ASSESSMENT instead of completing a Support Plan Review.

I You do not need to complete a Support Plan Review to extend an End-of-Life episode from
12 weeks to 16 weeks. The system extends the episode automatically. Completing a Support
Plan Review during an active End-of-Life episode immediately ends End-of-Life funding.

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.  When prompted, record the client's consent to share their information with My Health
Record.

e Select Yes or No based on the client's response.
e Select who made the decision from the drop-down list.
e If a supporter guardian provides consent, enter their first name before continuing.

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 Ne 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 sharing their support plan with My Health Record, enter a
reason for the decision.

If someone other than the supporter guardian made the decision, enter the person's first
name and the reason for declining consent.

Consent to share information with My Health

Record

1S LIS Lall LHUUSE W SHEIS 11T SUPPUIL PIGn UL U IS asSToS1ISHIL Vid UIgh vy | ISait moLsiu i uigy 1ave ai aouve
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 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 *
Supporter Guardian -

Supporter Details

First name: * Last name:
Roger Yeast
Comments:

01255

I CONTINUE TO SUPPORT PLAN REVIEW I CANCEL

6. After you start the review, you can update information in the following sections:

e Assessment Summary

e Client Motivations

e Goals & Recommendations, including linking support and reablement recommendations
e Manage Services & Referrals

e Associated People

e Review

When you finish updating the support plan, select COMPLETE & FINALISE SUPPORT
PLAN REVIEW.

@ Suppor-l' plon Ond servic es 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

Client concerns and goals

ADD AREA OF CONCERN

Concern:

Concern text

ADD A GOAL

Other recommendations

ADD A GENERAL RECOMMENDATION ADD A SERVICE RECOMMENDATION RECOMMEND A PERIOD OF LINKING SUPPORT RECOMMEND A PERIOD OF REABLEMENT

~, Recommend that the client receive 30 Movember 2024 5 Recommend that the client receive 20 Movember 2024
(™) . . (™)

" Domestic assistance = Transport

(@  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 with CHSP, MPSP or NATSIFACP services that were recommended before 23
February 2026, you cannot delete these services from the client's IAT assessment during a
Support Plan Review or while the support plan is Undergoing Support.

In the Goals & Recommendations section of the client's support plan, historical CHSP, MPSP
and NATSIFACP services do not display a Delete button.

First Name LAST NAME

1943, AC12345678 Prmary contact First Name Last Name
\TE, XXX

3 's old, 10 October
1 Test Street, Example Suburb, STATE,
Requires National Relay Service and Urdu translator No support relationships recorded

Client concerns and goals

No client concerns or goals

Other recommendations

o ;
“/ Domestic assistance */ Meals

Recommend that the client receive ecommend that
“/ Linking Support “/ Reablement

Recommend for Comprehensive Assessment

SUPPORT PERIOD COMPLETE - FINALISE SUPPORT PLAN 2 A q

The Complete & Finalise Support Plan Review page opens.

e Complete all mandatory fields, including the Outcome of support plan review and
details of who participated in the review.

e You can also record service outcomes and comments for each service recommendation.

o 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 First Name LAST NAME

Al fields marked with an asterisk (%) are required

Reason for this support plan review started on 11 June 2026
Change in care needs

Cutcome of support plan review * -

Please provide an oulcome of support plan review.

Details ™
Fiease be aware that outcome defails entered here cannol be edited once the support plan review is complele and will appear on the client’s Support Plan "

11000

o

Support plan conducted with * -

Please select conducted with

Service Recommendations
Domestic assistance

Referral Code Generated -

Comments

U r 50U
I COMPLETE & FINALISE SUPPORT PLAN REVIEW CANCEL

Privacy Disclaimer Terms of us: Please provide an outcome of support plan review.

monwealth of Australia ABN:{
Please select conducted with.

8. If the review outcome is a reassessment, enter the review outcome, the reason for the new
assessment referral, and the organisation that will receive the referral.
e You can only create a new assessment referral when the client requires one or more of
the following:
e Transition Care
e Residential Care
e Residential Respite
e Services because the client has relocated
e End-of-Life Pathway (for clients who do not already receive ongoing Support at Home
services)
e Services after an End-of-Life Pathway episode (for clients who do not already receive
ongoing Support at Home services)
e Assistive Technology or Home Modifications that are not already in place
e A new or different Support at Home classification
e CHSP classification
e Restorative Care Pathway
Services after a Restorative Care Pathway.

I A new assessment after the End-of-Life Pathway is only required if the person did not
receive an inactive Support at Home classification during their initial assessment.

If the person has an inactive Support at Home classification, continue with the Support Plan
Review unless changes in their needs or circumstances require a reassessment.

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

Follow these steps if the client's circumstances have changed and it is more appropriate to refer
them for a new assessment instead of completing a Support Plan Review.

1. Expand the client card in either Card View or List View, then select START SUPPORT
PLAN REVIEW.

Alternatively, go to the Current reviews page, expand the client card, and select START
SUPPORT PLAN REVIEW.

Expanded client card view or list view
= Assessor Portal

# Home | Find a client |

First Name LAST NAME

Male, 93 years old, 10 January 1930, AC X3O0COCKXX1 Primary contact First Name Last Name: 61 0404 040 0404
1 Test Street, Example Suburb, STATE, 00X

No support relationships recorded

C]ie n'I' Summqry REFER THIS CLIENT FOR ASSESSMENT 8 VIEW CLIENT REPORT START SUPPORT PLAN REVIEW

Client details Support network Approvals Plans Aftachments Services My Aged Care interactions Notes

Tasks and Notifications

Client tracker

©)
®

Client summary

@
(&

Assessments
— £ ¥ |
Home Support Assessment @/I Screening |\(3/|
Finalised on 9 February 2023 Complete on 12 June 2020

Community Aged Care
o’ 026262 6262

Current Reviews page

Current reviews
X
First Name LAST NAME
Female, 77 years old, 5 November 1048 -
Requested by Reason for request
Assessor = TR
Sunrise Assessments - ACA - VIC 3 . o,
Rewvew AT ber
act
First Name Last Name o
, 0261616161 test
example@test com su
betted by First Name Last Neme
i by First Name Last Name
In Proaress Request dates.
ste requested. 1 May 2025
., 4 1 May 2025
5,
Finalised Support Plan Review due by 16 May 2025
8
e g 1 oy 006D
+
] A = @ A @
. 4 v v

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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2. Inthe Before you start the Support Plan Review window, 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:

Meeds Transition care; or

Meeds Residential care; or

MNeeds 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 ongoing SaH client); or
Meeds Assistive Technology or Home Modification services (if not AT or HM in place); or
Meeds a mew or different SaH classification; or

Meeds CHSP classification; or

MNeeds Restorative care Pathway; or

Meeds 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

circumsiances.
CONTINUE TO SUPPORT PLAN REVIEW RECOMMEND A NEWW ASSESSMENT CAMNCEL

3. A window opens for you to complete or finalise the Support Plan Review and create a
referral for a new assessment.

a) Select the reason for the new assessment. Available options include:

e Needs Transition Care

e Needs Residential Care

e Needs Residential Respite

e Client has relocated

e Needs End-of-Life Pathway (for clients who do not receive Support at Home
services)

e Needs services after the End-of-Life Pathway (for clients who do not receive
Support at Home services, such as CHSP clients)

o Needs Assistive Technology or Home Modifications that are not already in place

e Needs a new or different Support at Home classification

e Needs a Commonwealth Home Support Programme classification

e Needs a Restorative Care Pathway

o Needs services after a Restorative Care Pathway.

@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Complete/finalise Support Plan Review & First Name LAST NAME  for assessment

Before you send this referral for a new contact the A Organi 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 censent before sending this referral.

All fields marked with an asterisk (*) are required

What is the reason for the new assessment? *
-

_

Needs Transition Care

Needs Residential Care

Needs Residential Respite

Client has relocated

Needs EoL - not SaH client
Needs servces post EoL-not SaH
Needs AT or HM - none in place
Needs new/different SaH class
Needs CHSP Class

Needs RC Pathway

Needs services post RC Pathway

b) Assign this referral to either yourself or your organisation, or another organisation.
c) Select the assessment type:

¢ Home Support, or
« Comprehensive. If you select Comprehensive, choose the appropriate outlet.

d) Select the assessment priority
e) Add any comments if necessary.

f) Select COMPLETE/FINALISE SUPPORT PLAN REVIEW & REFER ASSESSMENT.

Assign this referral to®
@® Myself / My organisation
(O Another Organisation

Please salect the assessment bype: *

Comprehensive Assessment

Please sebect outlet for this referal

ABC Outlet
Assessment setting.” Z:'_?:ZI
() Hospital

@® Non-Hospital

Priarity * (%)

Medium

Comments

Comment text here

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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Issuing an assessment referral as a result of a Support Plan Review
You can refer a client for a new assessment when you complete a Support Plan Review.

1. Inthe Complete & Finalise Support Plan Review section of the client's support plan,
select A new assessment required.

& Home | Reviews | Tomasa GUINN suppert plan and services | Finalise details

Complete & findlise support plan review for First Name Last Name

All fields marked with an asterisk (*) are required.
[ remote Assessment (7))

Reason for this support plan review started on 27 May 2026

Change in care needs

Ouiicome of support plan rewiew *

A new assessment required -

Not selected

No changes to support plan
Updates to the existing plan
SPR cancelled

Other

2. Complete all mandatory fields on the Complete & Finalise Support Plan Review page.
3. Atthe bottom of the page, create an assessment referral before you complete the review.
You can assign the referral to:

o Myself
e My Organisation
e Another Organisation.

Assign this referral to:®
() Myself / My organisation
() Another Organisation

COMPLETE & FIMALISE SUPPORT PLAN REVIEW & REFER ASSESSMENT MO, CANCEL

If you select Myself or My Organisation:

e Select the assessment type.

e Select the referral outlet.

e If you selected a Comprehensive Assessment, select the assessment setting.

e Select the referral priority.

e Add comments if required.

e Select COMPLETE & FINALISE SUPPORT PLAN REVIEW & REFER ASSESSMENT.

Then, 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

) Another Organisation

Flease select the assessment ype: *
Comprehensive Assessment

Flease zelect outlet for this referral *

Example Outlet

Assessment setting:* ()
) Hospital
® Non-Hospital

Pricrity * {:‘::-:u
Medium

Comments:

COMPLETE & FINALISE SUPPORT PLAN REVIEW & REFER ASSESSMENT NO, CANCEL

If you select Another Organisation:

e Select the assessment type.

e If you selected a Comprehensive Assessment, select the assessment setting.

e Search for the assessment organisation using either the client's address or an alternative
assessment address.

If you select Use the client's address, the system removes any alternative assessment
addresses from the client's profile when it issues the referral.

Assign this referral to™

() Myseli / My organisation
I ® Another Organisation I

Plzase select the ssseszment 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.

: P
Assessment setting: |\?/|

) Hospital -
@ Mon-Hospital

Search for Assessment Organisation: *
(® Use the client's address

Client address

@ Unit 32 Lot Number 192 5 OXLEY Avenue MARGATE QLD 4019
' Enter an alternative assessment address

@ Unit 32 Lot Number 192 5 OXLEY Avenue MARGATE QLD 4019 .i':. .@'-1:.

SEARCH

COMPLETE & AINALISE SUPPORT PLAN REVIEW & REFER ASSESSMENT NO, CAMCEL

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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If you enter an alternative assessment address, you can use the displayed address or select
the Edit (pencil) icon to enter a different address.

Search for Assessment Organisation: *

() Use the client's address
Client address

enue MARGATE QLD 4019

@ Lot Number 193 OXLEY AVENMUE, MARGATE, QLD, 4[!1

e Select SEARCH and choose the appropriate assessment organisation.

e Select the assessment priority.
e Add comments if required.

4. 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 * ’7}

Medium

Comments

Comments description

COMPLETE & FINALISE SUPPORT PLAN REVIEW & REFER ASSESSMENT NO, CANCEL

5. When you complete the Support Plan Review, a green confirmation banner appears.

o If you assigned the referral to yourself, the new assessment appears in the Current
assessments tab.

e If you assigned the referral to My Organisation or Another Organisation, it appears in
the Incoming referrals queue for a team leader.

You have successiully requested a new assessment be assigned fo
Assessment Organization Mame.  This assessment is now assigned to that
Organisation™s Team Leader

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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| All assessments, including those created from a Support Plan Review, must go through
the triage process.

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 can start an ad hoc Support Plan Review for any client assessed by your assessment
outlet. You do not need an assigned Support Plan Review.

To start an ad hoc review, select START SUPPORT PLAN REVIEW from any tab in the client's
record. You can also start a review by selecting the client card on the Current Reviews page.

An ad hoc review overrides any scheduled review. If the scheduled review is no longer required,
the team leader should cancel it from the Upcoming Reviews tab.
Scheduling an Ad hoc Support Plan Review

Schedule an ad hoc Support Plan Review when a significant change in the client's needs,
health, or circumstances affects the level or type of care they require.

1. Go to the Review tab on the Support Plan and Services screen.

First Name LAST NAME

emale, 87 years old, 15 April 1938, AC X0OOXXXX1

1 Test Street, Example Suburb, STATE, XXX
refers to speak Croatian

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.q. dd/mmiyyyy)

SAVE CHANGES

COMPLETE SUPPORT PLAN AND CONTINUE TO MATCH AND REFER RETURN TO CLIENT

2. Under Schedule a Review, select the Calendar icon, choose a future review date, and
select SAVE CHANGES.

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

imale, 87 years old, 15 April 1938, ACXXOOXXXX1

1 Test Sireet, Example Suburb, STATE, XXXX
efers to speak Croatian

) 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

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 asterisk () are required

Schedule a review

Schedule a date to review the client's Support plan.

®

COMPLETE SUPPORT PLAN AND CONTINUE TO MATCH AND REFER RETURM TO CLIENT

4. On 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

w:/.f"\l Comprehensive Assessment 9 May 2025

5. On the next screen, select CONTINUE TO SUPPORT PLAN REVIEW.

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:

« 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

6. Complete the required fields on the Consent screen and select CONTINUE TO SUPPORT
PLAN REVIEW.

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 @ Yes

Consent decision by *
Client v

Comments:

CONTINUE TO SUPPORT PLAN REVIEW CANCEL

7. When prompted, select the reason for the client's change in circumstances.

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Start support plan review for FirstName LASTNAME

All fields marked with an asterisk (") are required

What circumstances have changed for the client? =

Please select. .. “1
Hospital Discharge

Fall(s) or risk of falling

Change in medical condition

Change in cognitive status

Change in care needs

Increasing frailty z
Change in caring arrangements 071000
Change in living arrangements

Review service recommendations

Wulnerable client

Needs Transition Care

Needs Residential Care

Needs Residential Respite jpeg. jpg. .bmp. png. docx, xisx, .pdf, txt
Client has relocated

Needs End-of-Life Pathway

Review End-of-Life Pathway

CANCEL
Review HM tier °

Review AT tier

[Lbleeds Besloatye Cae

8. Enter the required information and upload supporting documents, such as a letter from a
qualified health professional, if needed.

9. Select START SUPPORT PLAN REVIEW.

Start support plan review for First Name LAST NAME

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? "®
Client's day to day routine is impacted due to declining health condition|

£
73 /1000

Add additional information to support your request?@

UPLOAD ADDITIONAL INFORMATION1

You can upload files up to 5 MB to this record. The following file types are accepted: jpeg, .jpg, .bmp, .png. .docx, xIsx, .pdf,

xt
START SUPPORT PLAN REVIEW CANCEL

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

Assessors and team leaders can transfer a Support Plan Review to another assessment
organisation.

1. Go to Current Reviews and select the client card for the Support Plan Review you want to
transfer. Select TRANSFER SUPPORT PLAN REVIEW.

First Name LAST NAME

Fomale 54 poary oid 30 2y 1530
Requsted by Reescn for regquest
Hesth Prolessonal Adme
Sraten Jeartastnt
Madley 18 requesting Domestic Assstance Meals Personal Care &

First Name Last Name Brapot for Wlerd bechuse Incraasing Lactional Secioe Deck pam and
, First Name Last Name podeooni

i W"w 3 March 2023

== |

2. Enter the reason for the transfer.

Search for and select the assessment organisation that will receive the Support Plan
Review.

Select TRANSFER to complete the transfer.
After the transfer is complete, the system displays a banner reminding you to:

e contact the receiving assessment organisation, and
e obtain the client's consent before transferring the Support Plan Review.

Transfer this support plan review forFirst Name Last Name

Al fioldz makod with an astenck () are roquired

What 15 the reason or transfer? * -

Search for Assessment Orgenisaton * noa
@ uUse e tents aoaress

Cliant address

¥ 1000 rICOLE Crescent WODONGA VIC 3690
Q Enter an alterrative assessment adiress

SEARCH

[

Accessibiity Privacy Desclamer Terms
Copyrght € Cormmonmwoalth of Austiaka

myaged

I Support Plan Reviews can only be transferred once.

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

Conduct a Support Plan Review when a client's circumstances, goals, or care needs change
and you need to review their current Support at Home services. The review helps ensure the
client's services remain appropriate, effective, and aligned with their preferences and needs.

Use the Goals & Recommendations tab to record the client's:
e areas of concern
e goals to address those concerns
e service recommendations
e general recommendations

e care type recommendations.

Identified needs Client Motivations Decisions Manage services & referrals Associated People Review

Support at Home care types are delivered under the Aged Care Act 2024. If a care type
recommendation requires delegate approval, add a care type for delegate decision.

Support Plan Review for services following an End-of-Life Pathway episode

You may receive a Support Plan Review (SPR) request for a client who is approaching the end
of their End-of-Life Pathway episode or whose End-of-Life episode has ended and who requires
ongoing services.

Complete the Support Plan Review to assess the client's current needs and determine whether
to:

e return the client to their previous (latent) Support at Home classification, or

e recommend a reassessment so the client can access a higher ongoing Support at Home
classification.

For example, a client may have originally received a Support at Home Classification 4, then
accessed the End-of-Life Pathway, and now require an ongoing Support at Home
Classification 8 to meet their increased care needs.

In most cases, the client's service provider initiates this Support Plan Review. The provider
submits the request by selecting Review End-of-Life Pathway as the reason for the Support
Plan Review.

Revert to the previous ‘latent’ SaH classification
Follow these steps to return a client to their previous (latent) Support at Home classification.

1. Open the Support Plan Review (SPR) request from the client's record.

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

LAST NAME

¥ SUBURB, STATE, XXXX
A o AC OO0
(ww e DD Month YYYY
«« DD Month YYYY

.Huswm A v

2. Review the reason for the request. The service provider may have identified that the client:
e has exceeded their End-of-Life Pathway period, or

e is approaching the end of their 16-week End-of-Life services.

First Name LAST NAME

A
Aged 52 (14 Ociober 1530) Msle
Requested 28 My 204 Requessed ackon date. T Jure 202
.
1 Fics aore aachod 1o Pvs rogues! View clert o scbrreety
Requerisd by Raaaon 106 regqubet
Aged Care Servce Provder - R
Adsn In hore Scport . i a
oy
Rogebo Daker L - e s
O bt Mo Revew [~d of Lie Pareay
Deroer Mo Guest oyttas &f
. Frolay
Rogeks Barter
Gersor Noand ' .
Reguest for aastoral O 6P wervces by Certs o0 e m recegt of 2
Suppont of Home
L

3. Go to the Goals & Recommendations tab on the Support Plan and Services page.

In the IAT Outcome and Classifications section, an information banner shows 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.

Select Revert to Ongoing Support at Home Classification or Override to Transitioned
HCP Classification.

L]
1 Client currently on EOL can only be recommended Latent or Higher Ongoing SAH classification.

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Revert to Ongoing SAH Classification example

@ SUppor'I' 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

Override to Transitioned HCP Classification example
e
@ Support plan and services

Identified needs [EREERNERREIETEENY Decisions  Manage iices & 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

.
] Clent cumenty on EOL can oy be recommended Latent o Figher Ongoing SAH clasifcaton

OVERRIDE TO TRANSITIONED HCP CLASSIFICATION

4. When the confirmation window appears, select REVERT or OVERRIDE to continue.

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

x
Overnide fo Transifioned HCP Classification

! Override curent SaH Classification for Hong BLOCK (o ongaing Transitioned Classification: I

ion: Transitioned HCP Level 2

icaticn type:  Onging

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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5. If the update is successful, the system displays a green confirmation banner.

\/ Successfully reverted to ongoing SaH Classification.

6. The IAT Outcome and Classifications section updates to show the client's current
classification and the override reason Latent Pending.

(2 Support plan and services
Menifed needs Decsions  Managesenioes@refemab  Associded Pecple  Review

AT Qutcome and Classifications

Exsing cssifcsion. Trawstoned HOP Lavel 2 Pencing ktcaios)
S EnderLia Pewey
ATNegiom

7. Complete the Support Plan Review and record the outcome in the system. This transitions
the client from the End-of-Life Pathway to their latent ongoing Support at Home
classification and supports continuity of services.

Go to the Decisions tab, then select SAVE AND SUBMIT FOR DELEGATE DECISION.

SAVE AND SUBMIT FOR DELEGATE DECISION RETURN TO CLIENT

8. In the Submit for Delegate Decision window, confirm that the client applied for care under
the Aged Care Act 2024 by selecting the checkbox, then select SUBMIT.

X
Submit for Delegate decision

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

Client applied for care under the Aged Care Act 2024 * v

9. The system displays a green confirmation banner to show that it has sent the assessment
and support plan to the delegate for a 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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Reassessment for a New Support at Home Classification Following an End-of-Life
Episode

1. Go to the client's Plans tab and select REQUEST A REVIEW.

1800 836 799  Mon Fri Sam . o St 10am - 2pm
Service and Support Portal

sent | UATAUTOLayGw UATAUTOHILLLL (UATAUTOBcoSEY)

Mr UATAUTOLaylaw UATAUTOAlexandreb UATAUTOHILLLU (UATAUTOBobbiev)

Mok, 56 yoars 0K, 25 Fotniary 1040, ACKT 805431 Prmary contact. UATAUTOLSyksw UATALITOHI (56F) - 0464 819 913
15 LIMBURG WAY GREENWAY, ACT, 2000

NG SUPPON RAONSIES oo

@ UATAUTOLaylaw UATAUTOHIllu support plan

Cliort somemary  Clentdetals  Supponnetwork  Reformals for my ogansation  [IINCENN  Arschments  Approvals  Senices My Agec Cave imeeactoes  Notes  Tasks and Nottcasons.

</ Assessment information
< Assessment summary
< Needs identified at assessment

< Assessment history

<) Current care approvals

2. On the Request a Review page, complete all mandatory fields and upload any relevant
documents, such as a care plan.

1800 836 799  Mon i fam - fgm Sot 10arm - 2yen

Mr UATAUTOMaryami UATAUTOHobarix UATAUTOFAYH (UATAUTO Jayceld)

Mok, 78 ymors o, 9 Oncrmber 1947, ACAZZHGAY Lot Nurmiber 28 SEENEY STREET ZLLMERE. GLD, 9034

® Request aReview

Al ey marked Wi an acterisk ) are requred

Request details

Do P vocpuanat sumeet 39 b scsbismnt srjenty? You

st sy of aulbmichaend gt core b i chaet smceiving”

Suppent Progranme| )
mrricrism ) Mot Sapint Py oy aree

dber Sopport st Home.
Aged Cars Al 2024 e Ac) based 3ged car

Pinate provde o copy of e chants care i 40d Indiddhontinnd budyet (7

1 oy st b mormann witen e wined Cane phan ar nbIslEAs e "

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

OFFICIAL


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

®

OFFICIAL

The team leader will assign the assessment to an appropriate assessor.

X
Assign this review for First Name LAST NAME

a

All fields marked vath an asterisk (*) are required
Urgent -
TEST
41255
Assign to:*

* First Name LAST NAME (0 assessments and 0 reviews assigned)

First Name LAST NAME 0 assessments and 0 reviews assigned)

2 First Name LAST NAME 0 assessments and 0 reviews assigned)

O First Name LAST NAME (0 assessments and 0 reviews assigned)

) First Name LAST NAME (0 assessments and 0 reviews assigned)

O First Name LAST NAME (0 assessments and 0 reviews assigned)
) First Name LAST NAME (0 assessments and 0 reviews assigned) v

="

3. The assigned assessor should go to the Reviews tile on the Assessor Portal home page
and open the Not Started section on the Current Reviews page.

l."“—. | Naviess I

3 Cument reviews Oy AlC il

=- I8

Filter by ,

Urgency *  Snow urgent rrviews text - -

Carment 10rt order 1 Urgenc
! 190 7 out of T matchng resuls

In Progress
First Name First Name First Name
LAST NAME LAST NAME LAST NAME
® MARGATE QLD 40 © WOOL BAY 5A 1 9 BRSEANE OITY LD o0
e arsgred cee 27 May 2026 ovmer assgred dute 1) Ao 2029 Qurvwn sssred Sate 21 ASrE 2028
29 Vay 2029 wo 5 et Dy 31 May 20 o . . by 30 Nay 200
x " Progress x n Pogren : - Progreat
Not Started
First Name
LAST NAME
® BLACEBURN WC 210
0 M 66666666
" 29 Moy 2026
P Review Sus by 18 January
e
M ome Susgon A 100 %avr overtin
@ oo

For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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4. Find the client's review card and select START SUPPORT PLAN REVIEW.

First Name LAST NAME

Male, 67 years old, 5 March 1959

Requested _by Reason for request

Representative Client's change in circumstances:

Contact: Change in care needs

First Name LAST NAME — 2
Impact on client's change needs

0404 040 040 9 . "

First Name LAST NAME needs Assessment because He is

Request submitted by First Name LAST NAME struggling to find a provider who has staff 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
a stick. . The client requires an Aged Care Assessment.

Date requested: 4 January 2025

Finalised Support Plan Review due by 18 January
2025

VIEW FULL CLIENT RECORD VIEWALL CLIENT NOTES & VIEW CLIENT REPORT

I START SUPPORT PLAN REVIEW I FLAG AS END-OF-LIFE TRANSFER SUPPORT PLAN REVIEW

5. In the Before you start the Support Plan Review window, 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:

» MNeeds Transition care; or

« Needs Residential care; or

« Needs Residential respite; or
« Client has relucated or

y or Home ' odication services
» Needs a new or different SaH classification; or

» Needs CHSF classification; or

» Needs Restorative care Pathway; or

+ Needs 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

circumstances.
CONTINUE TO SUPPORT PLAN REVIEW RECOMMEND A NEW ASSESSMENT I CAMCEL

6. Select START TRIAGE. After completing triage, select START ASSESSMENT.

(@  For further information, go to My Aged Care | www.myagedcare.gov.au | 1800 836 799
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Start Triage
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Suppon plan review 2 June 2006 Gogs were spent and The Orud was eiing lowAnd on | went though the
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Comments
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Cohabetant detads

Start Assessment

First Name LAST NAME
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7. Complete the assessment and select FINALISE IAT.

Finalise IAT and go to support plan

Once you sefect Finalse AT you cannat make any ges 10 he respor nivs and you wil De tahen 10 e Support Plan. Once the IAT i fnalsed. he sysiem will delermine
e outcome of the sssessment whch can be vewsd n e Suppont Plan

¥ you wish 12 confinue with the Support Plan please select Finakse AT or f you wish 1o make sy changes 10 Pe questonaare. please select Take me back 1o e assessment

8. The reassessment outcome appears in the Goals & Recommendations tab.

An information message explains that you can only recommend the client's latent Support
at Home classification or a higher ongoing classification.

) Support plan and services
m_mw Managy vorvcen S s s Pocgie R

@ st Comprenaset Mibbineed Funteg casscston Trsstonad MCP Liew &
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9. Accept the new Support at Home classification, complete the assessment and support plan,
and submit the recommendation for delegate decision using the standard process.

(©) Support plan and services
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)Goal: | can access respite care when | need i
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	The Support Plan 
	A client’s support plan records their care needs and outlines how to address them. It includes: 
	•
	•
	•
	 Areas where the client needs support or has concerns about their care. 

	•
	•
	 Goals the client wants to achieve. 

	•
	•
	 Recommended services or actions to help achieve those goals. 


	During the face-to-face assessment, the client works with the assessor to develop their support plan. 
	The Support Plan contains the following tabs: 
	•
	•
	•
	 Identified Needs – records the client’s care and support needs. 

	•
	•
	 Goals & Recommendations – records the client’s goals and recommended services or actions. 

	•
	•
	 Manage Services & Referrals – manages service referrals and referral status. (Refer to ) 
	My Aged Care – Assessor Portal User Guide 8 – Referring for services
	My Aged Care – Assessor Portal User Guide 8 – Referring for services



	•
	•
	 Associated People – lists people linked to the client’s support plan. 

	•
	•
	 Review – records when the support plan should be reviewed. 


	This guide focuses on the Goals & Recommendations tab. 
	The Identified needs tab 
	The Identified Needs tab summarises the needs identified during the assessment that must be addressed in the client’s support plan. If the client has completed a Support Plan Review, the tab also displays information from their most recent review. 
	 
	Figure
	Headings in the Identified Needs tab 
	 
	Figure
	Adding an assessment summary 
	When completing a support plan, you can add an Assessment Summary in the Identified Needs tab. 
	The Assessment Summary appears on the printed support plan provided to the client. It can also support future assessments and is visible to service providers who receive a referral for the client. 
	 
	Figure
	To create an Assessment Summary using information recorded in the assessment: 
	1.
	1.
	1.
	 Select PRE-POPULATE FROM ASSESSMENT.  


	 
	Figure
	2.
	2.
	2.
	 The system automatically adds available information from the assessment. Information that can be automatically included is marked with an icon (an arrow leaving a square). 


	 
	Figure
	3.
	3.
	3.
	 You can:  

	•
	•
	 enter the missing information in the assessment 

	•
	•
	 add the information directly to the Assessment Summary 

	•
	•
	 remove the instruction from the Assessment Summary. 

	4.
	4.
	 If information is missing, the system displays the field name in square brackets, for example, [field name]. The system may also display prompts for information that cannot be automatically populated, for example, [example instruction]. 


	 
	Figure
	If you want to create or update the Assessment Summary manually: 
	1.
	1.
	1.
	 Select EDIT. 


	 
	Figure
	2.
	2.
	2.
	 Select CONFIRM EDIT to open the editable version.  


	After you select CONFIRM EDIT and save your changes, the PRE-POPULATE FROM ASSESSMENT option is no longer available. 
	 
	Figure
	3.
	3.
	3.
	 Enter or update the required information.  


	The Assessment Summary has a limit of 5,000 characters. If pre-populated information causes the summary to exceed this limit, remove or summarise older content to reduce its length. 
	4.
	4.
	4.
	 When you finish updating the Assessment Summary, select SAVE. 
	1.
	1.
	1.
	 To override a recommended classification, select OVERRIDE under the IAT Outcome and Classifications heading. 

	2.
	2.
	 The Override IAT Outcome pop-up appears. Enter: 





	! 
	! 
	! 
	! 
	! 

	You can continue to edit the Assessment Summary after saving. Save your work regularly, as the Assessment Summary does not support auto-save. 
	You can continue to edit the Assessment Summary after saving. Save your work regularly, as the Assessment Summary does not support auto-save. 




	  
	Goals and recommendations tab 
	The Goals & Recommendations tab is where you record the client’s areas of concern, goals, and any recommended services or other actions to help address those concerns. 
	This tab also displays the client’s Integrated Assessment Tool (IAT) outcome and recommended classification(s). The system determines the recommendation(s) based on information recorded in the IAT assessment and the client’s current care approvals. 
	In some cases, more than one active approval may appear. For example, if a client has an active Restorative Care Pathway (RCP) approval and receives a Support at Home (SaH) Classification 1-8 approval following a reassessment, the tab will display both classifications. 
	 
	Figure
	Accepting the IAT Recommendation 
	To accept the IAT Outcome, go to the IAT Outcome and Classifications section and select ACCEPT. 
	 
	Figure
	Overriding the IAT Recommendation 
	Refer to the other sections in this guide for  and . 
	Overriding to Restorative Care Pathway
	Overriding to Restorative Care Pathway

	Overriding to End-of-Life Pathway
	Overriding to End-of-Life Pathway


	! 
	! 
	! 
	! 
	! 

	The IAT allows an ongoing Support at Home classification to be overridden to a different ongoing classification level. However, assessors must not do this, and delegates must not approve assessments where it has occurred. 
	The IAT allows an ongoing Support at Home classification to be overridden to a different ongoing classification level. However, assessors must not do this, and delegates must not approve assessments where it has occurred. 
	You cannot override an ongoing Support at Home classification outcome to a higher or lower ongoing Support at Home classification level. This requirement aligns with section 81-10 of the Aged Care Rules. 




	 
	Figure
	•
	•
	•
	 the new classification 

	•
	•
	 the override reason 

	•
	•
	 the override reason description. 


	The classifications available for selection depend on the original IAT outcome. You can only select classifications that comply with the Aged Care Rules. For more information, refer to the . 
	My Aged Care Assessment Manual
	My Aged Care Assessment Manual


	The appearance of the pop-up and the available options vary depending on the original IAT outcome and the override you choose. Below is an example of an Override IAT outcome pop up. 
	 
	Figure
	If you are overriding to any classification other than Restorative Care Pathway, select an option from the RCP reject reason drop-down list. 
	The available options are: 
	•
	•
	•
	 Not suitable/eligible for RCP 

	•
	•
	 Seeking ongoing services 

	•
	•
	 Other. 
	Figure
	Figure
	3.
	3.
	3.
	 If you select a Support at Home classification, indicate whether the client is seeking Support at Home services by selecting: 

	4.
	4.
	 Select SAVE TO PLAN, OVERRIDE, or ACCEPT after you complete all fields. 

	5.
	5.
	 After you accept or override the classification or recommendation, the system opens a new screen. Use this screen to select the services available under the classification that you want the client to receive, and record the frequency and intensity for each service. 

	6.
	6.
	 Enter all required values, then select SAVE TO PLAN at the bottom of the page. 

	7.
	7.
	 The system displays the updated classification on the client’s Goals and Recommendations tab. 





	(If you are overriding to Restorative Care Pathway, refer to the  section of this guide). 
	Overriding to Restorative 
	Overriding to Restorative 
	Care Pathway


	 
	If you select Other, enter a description explaining the reason. 
	 
	•
	•
	•
	 Seeking services, or 

	•
	•
	 Not seeking services. 


	 
	Figure
	An information message may appear to remind you that the client’s preference determines whether they are included in the Support at Home priority system. 
	 
	Figure
	This example of the Add Home Support Services page displays the services available under each service type. For example, the Allied Health and Therapy service type may include several services for you to choose from. 
	 
	Figure
	The following image shows examples of chosen transport services, with frequency and intensity recorded. 
	 
	Figure
	 
	Figure
	If the client already has an existing classification, the system displays it beside the updated classification in the Existing Classification section. 
	The image below 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. 
	 
	Figure
	The system displays this existing classification for reference only. You must still select the services the client requires. 
	For clinical aged care needs assessors (clinical assessors): 
	•
	•
	•
	 CHSP - refer to Manual Delegate Approval for CHSP – Standard Operating Procedure and instructional videos for comprehensive and home support assessments. 

	•
	•
	 Support at Home Classifications recommendations – refer to  for a Support at Home Classification. 
	Adding Home Support 
	Adding Home Support 
	services




	For non-clinical aged care needs assessors (non-clinical assessors): 
	•
	•
	•
	 CHSP – refer to Manual Delegate Approval for CHSP – Standard Operating Procedure and instructional videos for comprehensive and home support assessments. 

	•
	•
	 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.  


	Types of Recommendations 
	You can add or remove seven types of recommendations in a support plan after completing an assessment: 
	! 
	! 
	! 
	! 
	! 

	For Support at Home, refer to  for a Support at Home Classification and . 
	For Support at Home, refer to  for a Support at Home Classification and . 
	Adding Home Support services
	Adding Home Support services

	Assistive technology and Home modifications (AT-HM) 
	Assistive technology and Home modifications (AT-HM) 
	Span
	Recommendations






	General recommendations are non-Commonwealth funded supports that you and the client identify. The client or assessor actions these recommendations, not a service provider. For example, you may recommend that the client visit a health professional or join a local support group. 
	Service recommendations add funded services to the client’s support plan, such as Commonwealth Home Support Programme (CHSP) services. 
	Assistive technology recommendations provide access to assistive technology through the Support at Home program. 
	Home modification recommendations provide access to home modifications through the Support at Home program. 
	Recommended long-term living arrangement applies only to comprehensive assessments. After discussing goals with the client and/or their supporter, select the most suitable long-term living arrangement from the available accommodation options. You can only add this recommendation after completing a comprehensive assessment. 
	Care type for Delegate decision recommendations apply only to comprehensive assessments where CHSP is not recommended. These recommendations relate to care types under the Aged Care Act 2024 and require Delegate approval. 
	Linking support recommendations apply when a client’s complex circumstances make it difficult to access aged care services. Linking support helps the client connect with the services they need. 
	Recommendations for a period of reablement provide time-limited interventions that help the client achieve specific goals or outcomes. These interventions can help the client adapt to a loss of function, regain confidence, or improve their ability to carry out daily activities. Examples include learning a new skill, modifying the home environment, or accessing equipment or assistive technology. 
	Linking Recommendations to Goals 
	Recommendations can be linked to one or more concerns and goals, or you can add them as Other Recommendations. For more information about linking support and reablement, refer to the . 
	My Aged Care Assessment Manual
	My Aged Care Assessment Manual


	A recommendation can be linked to multiple goals. When you add a recommendation, you can link it to one or more goals, or leave it unlinked. 
	1.
	1.
	1.
	 In the Other Recommendations section of the Goals & Recommendations tab, select the recommendation you want to add. You can then choose whether to link the recommendation to a relevant goal. The recommendation will appear under the Other Recommendations heading. 


	 
	Figure
	You can also add a recommendation directly to an area of concern and goal. Select the double arrow next to the goal, then select an option under Add to this goal on the right side of the panel. 
	When you add a recommendation this way, the recommendation appears under the selected goal. 
	To view the recommendation details, select the double arrow to the left of the goal. 
	 
	Figure
	  
	2.
	2.
	2.
	 To remove the link between a recommendation and its associated goals, select the Edit (pencil) icon next to the recommendation. Select UNLINK THIS RECOMMENDATION FROM ALL GOALS, then select SAVE TO PLAN. 


	 
	Figure
	Viewing the Recommendation after a delegate decision 
	After you enter the goals and recommendations, send the assessment to the delegate for review and decision-making. 
	Once the delegate completes their review, you can view the outcome and find out: 
	•
	•
	•
	 which recommended services the delegate approved 

	•
	•
	 which recommended services the delegate modified 

	•
	•
	 any new services the delegate added. 


	To view this information: 
	1.
	1.
	1.
	 Use Find a Client in the Assessor Portal to open the client record. 


	 
	Figure
	  
	2.
	2.
	2.
	 Select the Plans tab, then select Support Plan. 


	 
	Figure
	3.
	3.
	3.
	 In the client’s Support Plan and Services screen, select the Decisions tab. 


	The Decisions tab shows the outcome of the delegate’s review, including any approved, modified, or newly recommended services. 
	 
	Figure
	  
	4.
	4.
	4.
	 Scroll to the Delegate Decisions and Comments section to view all decisions the delegate made about the services recommended for the client. 


	This section provides a detailed summary of: 
	•
	•
	•
	 approved services 

	•
	•
	 modified services 

	•
	•
	 newly recommended services 

	•
	•
	 any comments or reasons provided by the delegate. 


	 
	Figure
	  
	Adding Recommendations 
	•
	•
	•
	 To add a general recommendation, go to . 
	General Recommendation
	General Recommendation



	•
	•
	 To add a service recommendation, go to . 
	Service Recommendation
	Service Recommendation



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



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



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



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



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



	•
	•
	 To add a recommendation of No Care Type Under the Act, go to  
	No Care Type Under 
	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
	No Care Approval/No Change to Existing Care Approvals




	General Recommendation 
	1.
	1.
	1.
	 Select Add a general recommendation.  


	Examples of general recommendations include: 
	•
	•
	•
	 Develop an emergency care plan.  

	•
	•
	 Connect with a GP or other health professional.  

	•
	•
	 Seek support with decision-making.  

	•
	•
	 Obtain a smoke alarm.  

	•
	•
	 Develop a personal emergency plan.  

	•
	•
	 Explore getting a personal alarm. 

	2.
	2.
	 When the Add General Recommendation pop-up appears, enter the recommendation details. If you want to link the recommendation to a goal, select the checkbox. Then select SAVE TO PLAN. 


	 
	Figure
	3.
	3.
	3.
	 During the assessment, you can add general recommendations directly to the support plan. Select Add as Recommendation to include the recommendation in the client's support plan. The recommendation will then appear in both the Identified Needs tab and the Goals & Recommendations tab of the support plan. 


	Service Recommendation 
	1.
	1.
	1.
	 Select Add Service Recommendation. 


	 
	Figure
	2.
	2.
	2.
	 When the pop-up appears, select the recommended service and complete all mandatory fields.  


	Use the Comments field to describe the specific services the client needs within the recommended Support at Home service type. Base your comments on the needs identified during the assessment and the goals recorded in the support plan. For example: 
	•
	•
	•
	 Unable to travel beyond walking distance. 

	•
	•
	 Requires transport to attend health clinic appointments. 


	When finished, select SAVE TO PLAN. 
	 
	Figure
	3.
	3.
	3.
	 For Support at Home service recommendations, the system automatically applies the priority calculated by the Integrated Assessment Tool (IAT). 
	1.
	1.
	1.
	 Select Add No Care Type Under the Act. 

	2.
	2.
	 When the pop-up appears, select the reason for recommending No Care Type Under the Act. Add comments if required, then select SAVE TO PLAN. 

	3.
	3.
	 If you add No Care Type Under the Act from the Other Recommendations section, the recommendation appears under that heading. The system does not link this recommendation to a goal. 





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


	! 
	! 
	! 
	! 
	! 

	Transitioned Clients from MPS or NATSIFAC Program 
	Transitioned Clients from MPS or NATSIFAC Program 
	Assessors can select Services under the MPSP and Services under the NATSIFACP as Service Recommendations. 
	The system identifies transitioned clients by the text MPSP NATSIFACP Deeming on the Client Summary page and the Goals and Recommendations tab of the client record. 
	 
	Figure
	The system also displays an information message to remind assessors that the client is approved to access services through an MPSP or NATSIFACP provider. 
	 
	Figure




	No Care Type Under the Act 
	Use No Care Type Under the Act when a client withdraws their application for care under the Aged Care Act. This outcome does not require delegate approval. 
	This option is available before you accept or override the IAT outcome. It does not appear if you accept an IAT recommendation for a Support at Home (SaH) or CHSP classification. 
	In some cases, Add No Care Type Under the Act may be the only available recommendation. When this occurs, all other recommendation options are unavailable until you accept or override the IAT outcome. 
	 
	Figure
	 
	Figure
	  
	 
	Figure
	No Care Approval/No Change to Existing Care Approvals 
	No Care Approval and No Change to Existing Care Approvals are special care type recommendations that . 
	require a delegate decision
	require a delegate decision


	Comprehensive assessors and home support assessors can add either recommendation to an IAT assessment and submit the assessment to a delegate for approval before they finalise the support plan. 
	You cannot use these options during a support period or a support plan review. 
	Use No Care Approval when: 
	•
	•
	•
	 the client has no previous care approvals 

	•
	•
	 the client has been assessed 

	•
	•
	 no services or care approvals are recommended because the IAT outcome shows the client is not eligible for CHSP or Support at Home based on their assessed needs. 


	You must accept the IAT outcome before selecting this option.  
	Use No Change to Existing Care Approvals when: 
	•
	•
	•
	 you are completing a reassessment, and 

	•
	•
	 the reassessment does not change the client's existing care approvals. 


	This option requires delegate approval and is only available when the client already has care approval records. 
	Follow these steps to add No Care Approval or No Change to Existing Care Approvals: 
	1.
	1.
	1.
	 Select NO CARE APPROVAL or NO CHANGE TO EXISTING CARE APPROVALS from the Other Recommendations section. You can also add these recommendations directly to a client's goal. 


	No Care Approval example 
	 
	Figure
	No Change to Existing Care Approvals example 
	 
	Figure
	Adding recommendation directly to a goal 
	 
	Figure
	2.
	2.
	2.
	 If required, enter comments or a reason in the pop-up window.  


	Select SAVE TO PLAN. 
	No Care Approval example 
	 
	Figure
	No Change to Existing Care Approvals example 
	 
	Figure
	3.
	3.
	3.
	 The recommendation appears in the client's Goals & Recommendations section of the support plan. A confirmation message displays to show that the recommendation has been added. Submit the assessment to a delegate for decision and approval. 


	No Care Approval example 
	 
	Figure
	No Change to Existing Care Approvals example 
	 
	Figure
	  
	! 
	! 
	! 
	! 
	! 

	CHSP, MPSP or NATSIFAC in the support plan 
	CHSP, MPSP or NATSIFAC in the support plan 
	If the client already has a CHSP, MPSP, or NATSIFACP recommendation in their support plan, including CHSP services marked as urgent, you can complete the support plan for a comprehensive assessment without adding: 
	L
	LI
	Lbl
	• Care Type for Delegate Decision 

	LI
	Lbl
	• No Care Approval 

	LI
	Lbl
	• No Change to Existing Care Approvals. 


	Otherwise, an error message will appear: 
	 
	Figure




	Period of Linking Support 
	1.
	1.
	1.
	 Select RECOMMEND A PERIOD OF LINKING SUPPORT. 

	2.
	2.
	 When the pop-up appears: 

	•
	•
	 Enter the start date and recommended end date for the linking support period. 

	•
	•
	 Select a reason for recommending linking support from the drop-down list. 

	•
	•
	 Add any relevant comments. 

	•
	•
	 Link the recommendation to one or more goals if applicable. 

	•
	•
	 Select RECOMMEND to save the recommendation to the client's support plan. 


	During a linking support period, you can request and receive approval for extensions to Transition Care and Residential Respite Care services. 
	For more information about linking support, refer to . 
	My Aged Care Assessment Manual
	My Aged Care Assessment Manual


	 
	Figure
	  
	Period of Reablement 
	1.
	1.
	1.
	 Select RECOMMEND A PERIOD OF REABLEMENT. 

	2.
	2.
	 When the pop-up appears: 

	•
	•
	 Enter the start date and recommended end date for the reablement period. 

	•
	•
	 Select a reason for recommending reablement from the drop-down list. 

	•
	•
	 Add any relevant comments. 

	•
	•
	 Link the recommendation to one or more goals, if applicable. 

	•
	•
	 Select RECOMMEND to save the recommendation to the client's support plan. 


	During a reablement period, you can request and receive approval for extensions to Transition Care and Residential Respite Care services. 
	For more information about reablement, refer to the . 
	My Aged Care Assessment Manual
	My Aged Care Assessment Manual


	 
	Figure
	Care type for Delegate decision 
	1.
	1.
	1.
	 Select ADD A CARE TYPE FOR DELEGATE DECISION. You can add this recommendation under a goal or as a separate recommendation. 


	ADDING A CARE TYPE AS PART OF A GOAL 
	 
	Figure
	ADDING A CARE TYPE SEPARATELY 
	 
	Figure
	2.
	2.
	2.
	 In the pop-up window: 

	•
	•
	 Select the appropriate care type. 

	•
	•
	 Enter a reason and any comments, if required. 

	•
	•
	 Select SAVE TO PLAN. 


	The available care types are: 
	•
	•
	•
	 Residential Permanent Care 

	•
	•
	 Residential Respite Care 

	•
	•
	 Transition Care. 


	 
	Figure
	! 
	! 
	! 
	! 
	! 

	If the client is under 65 years of age, complete the additional fields that record their exceptional circumstances. 
	If the client is under 65 years of age, complete the additional fields that record their exceptional circumstances. 




	3.
	3.
	3.
	 After you select a care type, the pop-up expands to display additional fields. Enter the required information, including the priority or urgency of the care type. 


	For Residential Permanent Care, select the appropriate urgency level. 
	For Residential Respite Care, the urgency automatically defaults to High and cannot be changed. 
	Refer to the My Aged Care Assessment Manual for guidance on selecting the appropriate urgency level. 
	 
	Figure
	For Residential Respite Care, make sure you: 
	•
	•
	•
	 select the DEMMI checkbox, and 

	•
	•
	 enter a valid reason. 


	 
	Figure
	  
	4.
	4.
	4.
	 Select SAVE TO PLAN. 
	1.
	1.
	1.
	 For each recommended service, select the checkbox and enter the required frequency and intensity. 

	2.
	2.
	 Review all recommended services and make sure you have selected the services the client needs and deselected any that are not required.  

	3.
	3.
	 Select SAVE TO PLAN. 

	4.
	4.
	 After you save the plan, the system returns you to the Goals & Recommendations tab. A banner will advise that it may take up to 60 seconds for the new services to appear. 





	! 
	! 
	! 
	! 
	! 

	If the client's home address is not recorded, the system displays a warning message prompting you to update the address before continuing. 
	If the client's home address is not recorded, the system displays a warning message prompting you to update the address before continuing. 
	 
	Figure




	Support at Home Recommendations 
	Adding Home Support services 
	After the clinical assessor accepts the Support at Home classification, add the Home Support services the client needs. 
	! 
	! 
	! 
	! 
	! 

	If you do not select a service, the Support at Home service provider cannot deliver that service to the client. This may result in the need for a Support Plan Review to add the service to the client’s Support at Home classification. 
	If you do not select a service, the Support at Home service provider cannot deliver that service to the client. This may result in the need for a Support Plan Review to add the service to the client’s Support at Home classification. 
	When completing a Support at Home assessment, select all relevant service types when making recommendations in the support plan. This helps reduce the number of Support Plan Reviews required. 
	The only exception is Allied Health and Therapeutic Services for Independent Living. You must select this manually based on the client’s identified goals. 




	 
	Figure
	 
	Figure
	 
	Figure
	To view the Support at Home service recommendations: 
	1.
	1.
	1.
	 Expand the relevant section. 

	2.
	2.
	 Select the View (magnifying glass) icon next to a service recommendation. 

	3.
	3.
	 Review the service details, including the recommended frequency. 


	 
	Figure
	4.
	4.
	4.
	 Use the expand buttons to view additional information.  

	5.
	5.
	 Select CLOSE to return to the support plan. 


	 
	Figure
	6.
	6.
	6.
	 When you have finished making all required changes, select COMPLETE SUPPORT PLAN REVIEW. 


	Viewing Recommended SaH services 
	1.
	1.
	1.
	 To view the details and status of services recommended under a client’s Support at Home classification, go to the Goals & Recommendations tab and locate the Other Recommendations section.  

	2.
	2.
	 Select the expand icon next to the service recommendation, then select the View (blue magnifying glass) icon. 


	 
	Figure
	3.
	3.
	3.
	 A pop-up window will open and display all recommended services. 


	 
	Figure
	4.
	4.
	4.
	 Select the expand card icon to view detailed information and the status of each recommended service. 


	 
	Figure
	Assistive technology and Home modifications (AT-HM) Recommendations 
	This section explains how to view, add, and edit Assistive Technology and Home Modifications (AT-HM) recommendations. 
	Adding a Home modification Recommendation 
	! 
	! 
	! 
	! 
	! 

	Before adding or editing a Home Modification recommendation, refer to: 
	Before adding or editing a Home Modification recommendation, refer to: 
	L
	LI
	Lbl
	• The Support Plan section of  
	My Aged Care – Integrated Assessment Tool (IAT) 
	My Aged Care – Integrated Assessment Tool (IAT) 
	Span
	User Guide



	LI
	Lbl
	• The 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
	My Aged Care Assessment Manual



	LI
	Lbl
	• The AT-HM Scheme Guidelines for support plans and support plan reviews. Assessment Operations Managers can access the AT-HM Tier Guide on the Assessor SharePoint site and provide it to assessors as required. 

	LI
	Lbl
	• Assessor workforce training. 






	If the client has received a Support at Home classification through the IAT, you can add a Home Modification recommendation during the assessment. 
	1.
	1.
	1.
	 Go to the client's Goals & Recommendations tab in the Support Plan and Services screen. 


	If you selected AT/HM Short-term in the Other Considerations section of the IAT, the system displays a reminder message: "Please consider the identified needs captured in the Other Considerations section when making an AT or HM funding tier recommendation." 
	 
	Figure
	2.
	2.
	2.
	 Scroll to the Other Recommendations section and select ADD A HOME MODIFICATION. 


	 
	Figure
	3.
	3.
	3.
	 The Add Home Modification Recommendation screen opens. 

	•
	•
	 Select the appropriate Home Modification Tier from the drop-down list (HM Low, HM Medium, or HM High). 

	•
	•
	 The system automatically populates the associated Service Type(s). 

	•
	•
	 If required, select Edit next to Linked Goals to link relevant goals. 

	•
	•
	 For the question "The client's preference for seeking Home Modification services through the Support at Home program is", select Seeking services. 

	•
	•
	 Select SAVE TO PLAN. 


	 
	Figure
	4.
	4.
	4.
	 The Home Modification recommendation will appear in the Other Recommendations section of the client's Goals & Recommendations tab. 


	 
	Figure
	Viewing Home modification Service Recommendation 
	1.
	1.
	1.
	 In the Other Recommendations section, select the Edit (pencil) icon next to the Home Modification recommendation. 


	 
	Figure
	2.
	2.
	2.
	 The system displays the details of the recommended Home Modification service. 


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


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


	 
	Figure
	Adding an Assistive technology Recommendation 
	! 
	! 
	! 
	! 
	! 

	Before adding or editing an Assistive Technology recommendation, refer to: 
	Before adding or editing an Assistive Technology recommendation, refer to: 
	L
	LI
	Lbl
	• The Support Plan section of  
	My Aged Care – Integrated Assessment Tool (IAT) 
	My Aged Care – Integrated Assessment Tool (IAT) 
	Span
	User Guide



	LI
	Lbl
	• The 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
	My Aged Care Assessment Manual



	LI
	Lbl
	• The AT-HM Scheme Guidelines on support plan or support plan reviews for AT-HM. Assessment Operations Managers can access the AT-HM Tier Guide on the Assessor SharePoint site and provide it to assessors as required. 

	LI
	Lbl
	• Assessor workforce training.  






	If the client has received a Support at Home classification through the IAT, you can add an Assistive Technology recommendation during the assessment. 
	1.
	1.
	1.
	 Go to the client's Goals & Recommendations tab in the Support Plan and Services screen. 


	If you selected AT/HM Short-term in the Other Considerations section of the IAT, the system displays a reminder message: "Please consider the identified needs captured in the Other Considerations section when making an AT or HM funding tier recommendation." 
	 
	Figure
	The system may also display other information messages to help you make an Assistive Technology recommendation. 
	 
	Figure
	2.
	2.
	2.
	 Scroll to the Other Recommendations section and select ADD ASSISTIVE TECHNOLOGY. 


	 
	Figure
	3.
	3.
	3.
	 The Add Assistive Technology Recommendation screen opens. 

	•
	•
	 Select the appropriate Classification Type (Ongoing or Short-term). 

	•
	•
	 Select either a Specified Need (for example, Assistance Dogs) or an Assistive Technology Tier (AT Low, AT Medium, or AT High) from the drop-down lists. 

	•
	•
	 Based on your selection and the client's classification, the system may automatically populate and pre-select the relevant service types. 

	•
	•
	 For the question "The client's preference for seeking Assistive Technology services through the Support at Home program is", select Seeking services. 

	•
	•
	 Select SAVE TO PLAN. 

	4.
	4.
	 The Assistive Technology recommendation appears in the Other Recommendations section of the client's Goals & Recommendations tab. 
	1.
	1.
	1.
	 After you , it appears in the Other Recommendations section of the client's Goals & Recommendations tab. 
	add an Assistive Technology recommendation
	add an Assistive Technology recommendation



	2.
	2.
	 To view the recommended Assistive Technology services, select the Expand icon next to Assistive Technology. 





	! 
	! 
	! 
	! 
	! 

	The system does not display linked goals for service recommendations carried over from a previous assessment. 
	The system does not display linked goals for service recommendations carried over from a previous assessment. 




	  
	Add AT recommendation - Ongoing Assistance Dogs 
	 
	Figure
	Add AT recommendation - Short Term, Medium Tier 
	 
	Figure
	  
	Viewing Assistive technology Service recommendation 
	 
	Figure
	 
	Figure
	  
	Editing Assistive technology Recommendation 
	1.
	1.
	1.
	 In the Other Recommendations section, select the Edit (pencil) icon in the upper-right corner of the Assistive Technology recommendation. 


	 
	Figure
	2.
	2.
	2.
	 The Edit Assistive Technology Recommendation screen opens.  


	Make the required changes and select SAVE TO PLAN. 
	 
	Figure
	  
	Adding Client Concerns and Goals 
	1.
	1.
	1.
	 On the Support Plan and Services page, select the Goals & Recommendations tab.  


	In the Client Concerns and Goals section, select ADD AREA OF CONCERN. 
	 
	Figure
	2.
	2.
	2.
	 In the pop-up window, enter the area of concern and select SAVE TO PLAN. 


	 
	Figure
	3.
	3.
	3.
	 The area of concern appears in the Client Concerns and Goals section.  

	•
	•
	 Select the Delete (bin) icon to remove the area of concern. 

	•
	•
	 Select the Edit (pencil) icon to update the area of concern. 


	 
	Figure
	  
	4.
	4.
	4.
	 To add a goal for the area of concern, select ADD A GOAL. 


	 
	Figure
	In the pop-up window, enter the goal, record the client’s motivation to achieve it on a scale of 1 to 10 (where 1 is least motivated and 10 is most motivated), select the goal status, and then select SAVE TO PLAN. 
	 
	Figure
	5.
	5.
	5.
	 The goal appears under the relevant area of concern in the Client Concerns and Goals section. 

	•
	•
	 Select the Edit (pencil) icon to update the goal. 

	•
	•
	 Select the Delete (bin) icon to remove the goal if it is no longer relevant. 


	 
	Figure
	6.
	6.
	6.
	 To add more areas of concern and goals, repeat the previous steps. 


	! 
	! 
	! 
	! 
	! 

	Changing the Display Order of Areas of Concern or Goals 
	Changing the Display Order of Areas of Concern or Goals 
	If you have added multiple areas of concern or goals, you can change the order in which they appear. 
	Use the drop-down list on the right side of the area of concern or goal, and select the required position. The system updates the display order accordingly. 
	 
	Figure




	7.
	7.
	7.
	 You can also add service recommendations to help the client achieve their goals. 


	Select the Expand icon next to the relevant goal. 
	Select the appropriate recommendation button. 
	For more information, refer to . 
	Adding Recommendations
	Adding Recommendations


	 
	Figure
	Linking Goals to Existing Support at Home Recommendations 
	Assessors can link goals in the support plan to existing Support at Home service recommendations. 
	1.
	1.
	1.
	 On the client's Support Plan and Services screen, select the Goals & Recommendations tab and go to the Client Concerns and Goals section. 


	 
	Figure
	2.
	2.
	2.
	 Select the Expand icon next to the relevant goal, then select LINK TO EXISTING SAH RECOMMENDATIONS. 


	 
	Figure
	3.
	3.
	3.
	 The Link to Existing SaH Recommendations screen opens. 

	•
	•
	 Select a recommendation (classification) from the drop-down list. 

	•
	•
	 Select the Expand icon to view the available service types. 

	•
	•
	 Select the checkbox next to each service you want to link to the goal. 

	•
	•
	 Select SAVE TO PLAN. 


	 
	Figure
	4.
	4.
	4.
	 The linked Support at Home recommendation appears under the relevant goal in the Client Concerns and Goals section. 


	 
	Figure
	  
	Recording Service Frequency and Intensity 
	You can record the recommended frequency and intensity for each service you recommend. This is optional. 
	Record any information discussed with the client, including their preferences for how often they would like to receive the service and the level of support they need. Service providers can use this information as a guide when agreeing on service frequency and intensity with the client. 
	If a client does not want to access a service immediately, or only needs it occasionally, you should still create the service recommendation. The client can access the service later by contacting the My Aged Care Contact Centre, which can arrange electronic referrals from recommendations already included in the client's support plan. 
	Providing details about the recommended services helps service providers and Contact Centre staff understand whether a service is needed for a specific purpose or as ongoing support. 
	This information also helps the Contact Centre determine whether it can make a referral directly or whether it needs to request a Support Plan Review from the assessment organisation. 
	 
	Figure
	  
	Support at Home - Restorative Care Pathway 
	Overriding to Restorative Care Pathway 
	After a client receives an IAT outcome, you can override the outcome to the Support at Home (SaH) Restorative Care Pathway. 
	1.
	1.
	1.
	 Go to the client's Support Plan and select the Goals & Recommendations tab, and Select OVERRIDE. 


	 
	Figure
	2.
	2.
	2.
	 The Override IAT Outcome pop-up window opens. 

	•
	•
	 In Override IAT Outcome To, select SaH Restorative Care Pathway. 

	•
	•
	 Select an override reason. 

	•
	•
	 Enter a description of the reason for the override. 

	•
	•
	 Select SAVE TO PLAN. 


	The system may display a warning message advising you to review and add recommended services again. 
	 
	Figure
	3.
	3.
	3.
	 If the original IAT outcome was a Support at Home classification, review the list of Home Support services and select SAVE TO PLAN. 


	The system may display the following message: "Your request is being processed and may take up to 60 seconds. Once processing finishes, you will see the services updated on the screen." 
	 
	Figure
	4.
	4.
	4.
	 The Goals & Recommendations page displays again. Return to the IAT Outcome and Classification section to view the updated outcome. 


	 
	Figure
	If you overrode a Support at Home classification, the classification now displays as SaH Restorative Care Pathway. 
	 
	Figure
	5.
	5.
	5.
	 After you accept the classification or recommendation, the Add Home Support Services screen opens. 

	•
	•
	 Enter the required services for each available service type. 

	•
	•
	 Record the recommended frequency and intensity for each service. 

	•
	•
	 The Home Support Restorative Care Management service is selected by default and cannot be changed. 


	 
	Figure
	Editing IAT Outcome to Restorative Care Pathway 
	To edit an existing IAT Outcome to the Restorative Care Pathway: 
	1.
	1.
	1.
	 Open the client's support plan from the Client Record, Current Assessments, or Recent Assessments tab. 

	2.
	2.
	 On the Goals & Recommendations tab, select Edit Classification. The Edit Recommended Classification window opens. 

	3.
	3.
	 In the Override IAT Outcome To drop-down list, select SaH Restorative Care Pathway. 


	An information message advises that adding the Restorative Care Pathway automatically includes the AT Medium and HM Medium classifications. You can edit or remove these recommendations if required. 
	4.
	4.
	4.
	 In the Override Reason drop-down list, select one of the following reasons: 

	•
	•
	 Has restorative care goals 

	•
	•
	 Delay/prevent ongoing services 

	•
	•
	 Needs early intervention care 

	•
	•
	 Other. 

	5.
	5.
	 Enter the reason for the override in the Override Reason Description field. Then select SAVE TO PLAN. 


	 
	Figure
	Recommending Second Unit of Restorative Care Pathway 
	If a client has an approved and active Support at Home (SaH) Restorative Care Pathway in their support plan, you can recommend a second unit of Restorative Care Pathway within 16 weeks of the first unit starting. 
	Before recommending or approving a second unit, confirm that the client has started receiving services under the first Restorative Care Pathway unit. 
	! 
	! 
	! 
	! 
	! 

	Do not approve a second unit if the client has not started using their first Restorative Care Pathway unit. 
	Do not approve a second unit if the client has not started using their first Restorative Care Pathway unit. 




	If a delegate approves the second unit, the system creates a new Restorative Care Pathway approval. The approval start date is the date of delegate approval, and the approval end date matches the end date of the first unit. 
	You can remove the second unit recommendation if circumstances change. 
	1.
	1.
	1.
	 Go to the Support Plan and Services section and select the Goals & Recommendations tab. 


	Under IAT Outcome and Classifications, confirm that the existing classification is SaH Restorative Care Pathway. 
	Select ADD SECOND UNIT OF RESTORATIVE CARE PATHWAY. 
	 
	Figure
	2.
	2.
	2.
	 A new window opens. Select ADD SECOND UNIT to confirm the recommendation. 


	The system then begins the process to create the RCP - Approval of Second Unit of Funding recommendation. 
	 
	Figure
	  
	3.
	3.
	3.
	 If you need to withdraw the recommendation, select REMOVE SECOND UNIT OF RESTORATIVE CARE PATHWAY. 


	 
	Figure
	In the confirmation window, select REMOVE. 
	 
	Figure
	End-of-Life Pathway 
	This section explains how to edit and override IAT outcomes to include the End-of-Life (EoL) Pathway. 
	For clients starting a new , refer to the relevant section of . 
	Support Plan Review for services following an EoL episode
	Support Plan Review for services following an EoL episode

	Support Plan Reviews
	Support Plan Reviews


	  
	! 
	! 
	! 
	! 
	! 

	Before you recommend or approve the End-of-Life Pathway, you must: 
	Before you recommend or approve the End-of-Life Pathway, you must: 
	L
	LI
	Lbl
	• Flag the client as End-of-Life in the My Aged Care assessor portal. 

	LI
	Lbl
	• Validate the client's End-of-Life Pathway form in accordance with the current process described in the Assessment Manual. 


	You can complete these actions during the client's assessment, from the client record, or during a Support Plan Review 
	On the Support Plan and Services page 
	 
	Figure
	In the Client Card 
	 
	  
	Figure
	Validating the End-of-Life Form 
	Assessment delegates must confirm that the End-of-Life Pathway form has been completed correctly when the client has been flagged as End-of-Life in the My Aged Care assessor portal. 
	When reviewing the form, you must: 
	L
	LI
	Lbl
	• Confirm that the client's details match the information recorded in the assessor portal. 

	LI
	Lbl
	• Check that all sections of the Medical Assessment have been completed. Confirm that:  
	L
	LI
	Lbl
	1. The client has a life expectancy of three months or less. 

	LI
	Lbl
	2. The client has an Australian-modified Karnofsky Performance Status (AKPS) score of 40 or less. 

	LI
	Lbl
	3. A medical practitioner or nurse practitioner has completed and signed the form. 

	1.
	1.
	 Open the client's support plan. 

	2.
	2.
	 Select the Goals & Recommendations tab, then choose OVERRIDE TO END-OF-LIFE or Edit Classification. 

	3.
	3.
	 The Override IAT Outcome window opens. 

	4.
	4.
	 Select an Override Reason from the drop-down list and enter a description of the reason for the override. Select OVERRIDE. 

	5.
	5.
	 If the override is successful, the IAT Outcome and Classifications section displays: 

	6.
	6.
	 Review the client's Home Support services and  to align with the End-of-Life Pathway. 
	update them if required
	update them if required







	A client is not eligible for approval under the End-of-Life Pathway unless all required 



	TBody
	TR
	criteria in the Medical Assessment section have been met. 
	criteria in the Medical Assessment section have been met. 




	Overriding to End-of-Life Pathway 
	Before you can override an IAT outcome to the End-of-Life (EoL) Pathway, you must first flag the client as End-of-Life. 
	Search for the client, or 
	Open the client's record, select the Plans tab, and then select Support Plan. 
	 
	Figure
	An information message advises that overriding to the End-of-Life Pathway automatically adds the AT Medium classification to the client's support plan. You can edit or remove this recommendation if required. 
	Any Home Modification recommendations will be removed when you override to the End-of-Life Pathway. 
	 
	Figure
	 
	Figure
	 
	Figure
	•
	•
	•
	 SaH End-of-Life Pathway 

	•
	•
	 The override reason 

	•
	•
	 The override reason description 


	If applicable, REVERT buttons may appear, allowing you to return the client to their previous classification. 
	 
	Figure
	To edit the services, select the Edit (pencil) icon in the Home Support recommendation under the Other Recommendations section. 
	 
	Figure
	Flagging End-Of-Life to an existing SaH Restorative Care Pathway 
	If a client has been flagged as End-of-Life, you can change their classification to SaH End-of-Life Pathway when: 
	•
	•
	•
	 The current classification is SaH Restorative Care Pathway. 

	•
	•
	 The End-of-Life Pathway form has been verified. 

	•
	•
	 You have not yet submitted the Support Plan Review for delegate decision. 
	Figure
	1.
	1.
	1.
	 On the client's Goals & Recommendations tab, go to the IAT Outcome and Classifications section and select OVERRIDE TO END OF LIFE. 
	Figure


	2.
	2.
	 Review the information in the recommendations section, then select COMPLETE AND FINALISE SUPPORT PLAN REVIEW. 
	Figure


	3.
	3.
	 The IAT Outcome and Classifications section updates to show SaH End-of-Life Pathway as the recommended classification. 
	Figure


	4.
	4.
	 Select SAVE AND SUBMIT FOR DELEGATE DECISION. 
	Figure


	5.
	5.
	 Complete the Support Plan Review details: 

	6.
	6.
	 The completed Support Plan Review appears on the Plans tab of the client's record. 





	 
	  
	 
	 
	 
	 
	! 
	! 
	! 
	! 
	! 

	If the client or their supporter guardian decides they no longer want the assessment flagged as End-of-Life, you can  to the client's ongoing classification. 
	If the client or their supporter guardian decides they no longer want the assessment flagged as End-of-Life, you can  to the client's ongoing classification. 
	revert the classification
	revert the classification






	•
	•
	•
	 Select the review outcome from the drop-down list. 

	•
	•
	 Record who participated in the plan review. 


	Select COMPLETE AND FINALISE SUPPORT PLAN REVIEW to finalise the review. 
	After you complete the Support Plan Review, you cannot edit the outcome details. The system records these details in the client's support plan. 
	 
	Figure
	! 
	! 
	! 
	! 
	! 

	If you add a period of reablement or linking support during a Support Plan Review, the system automatically sets the review outcome to Updates to Existing Plan. After you complete the review, the assessment remains open so you can start the support period. 
	If you add a period of reablement or linking support during a Support Plan Review, the system automatically sets the review outcome to Updates to Existing Plan. After you complete the review, the assessment remains open so you can start the support period. 



	! 
	! 
	! 
	! 

	If the Support Plan Review identifies the need for a new assessment, refer to . 
	If the Support Plan Review identifies the need for a new assessment, refer to . 
	Issuing an 
	Issuing an 
	Span
	assessment referral as a result of a Support Plan Review






	 
	Figure
	Revert End-of-Life Flag 
	If the client or their supporter guardian decides they no longer want the assessment flagged as End-of-Life, you can revert the classification to the previous ongoing recommendation. 
	1.
	1.
	1.
	 Open the client's profile and select the Goals & Recommendations tab. 

	2.
	2.
	 In the IAT Outcome and Classifications section, confirm that the recommended classification is SaH End-of-Life Pathway. Select the REVERT button for the previous classification. For example, REVERT TO RESTORATIVE CARE. 


	 
	Figure
	3.
	3.
	3.
	 In the confirmation window, select REVERT. 


	 
	Figure
	4.
	4.
	4.
	 After you confirm the action, the system returns you to the Goals & Recommendations tab and restores the previous classification. 


	 
	Figure
	  
	Overriding a Transitioned HCP Classification to the End-of-Life Pathway 
	After the End-of-Life Pathway form has been verified, you can override a client's classification from Transitioned HCP Level 1-4 to SaH End-of-Life Pathway during a Support Plan Review. 
	Transitioned clients do not have pre-created services. You need to add Home Support services that meet the client's end-of-life care needs. 
	1.
	1.
	1.
	 Open the client's profile and select the Goals & Recommendations tab. 


	In the IAT Outcome and Classifications section, confirm that the existing classification is Transitioned HCP Level 1-4. 
	Select OVERRIDE TO END OF LIFE. 
	 
	Figure
	2.
	2.
	2.
	 The Override to End-of-Life Pathway window opens. Enter the required information and select OVERRIDE. 


	 
	Figure
	3.
	3.
	3.
	 The Add Home Support Services screen opens. 


	Consider the client's needs and the End-of-Life Pathway approval when selecting services. 
	•
	•
	•
	 Select the required services. 

	•
	•
	 Enter the recommended frequency and intensity for each service. 

	•
	•
	 Link any relevant goals. 


	  
	Figure
	4.
	4.
	4.
	 Select SAVE TO PLAN. 


	 
	Figure
	5.
	5.
	5.
	 The system returns you to the Goals & Recommendations tab. 


	At this stage, you can revert to the transitioned classification if required. 
	6.
	6.
	6.
	 Select SAVE AND SUBMIT FOR DELEGATE DECISION. 


	 
	Figure
	! 
	! 
	! 
	! 
	! 

	If the client's current classification is SaH End-of-Life Pathway, you can override it back to Transitioned HCP Level 1-4 before submitting the support plan for delegate decision. 
	If the client's current classification is SaH End-of-Life Pathway, you can override it back to Transitioned HCP Level 1-4 before submitting the support plan for delegate decision. 
	After you complete the override, you can also revert back to SaH End-of-Life Pathway if required. 
	 
	Figure




	   
	Reverting to End-of-Life for Transitioned Home Care Package (HCP) clients 
	After you override an End-of-Life Pathway classification to a Transitioned HCP classification, you can revert the client back to the End-of-Life Pathway if needed. 
	1.
	1.
	1.
	 Go to the client's Goals & Recommendations tab. 


	In the IAT Outcome and Classifications section, confirm that the existing classification is SaH End-of-Life Pathway. Select REVERT TO END OF LIFE. 
	 
	Figure
	2.
	2.
	2.
	 A confirmation window opens. Select REVERT to confirm the change. 


	 
	Figure
	3.
	3.
	3.
	 The system returns you to the Goals & Recommendations tab with the End-of-Life Pathway classification restored. 


	 
	Figure
	  
	Completing the Support Plan 
	Follow these steps to complete and submit the support plan: 
	1.
	1.
	1.
	 Review the support plan and confirm that: 

	•
	•
	. 
	 All required service and general recommendations have been added
	 All required service and general recommendations have been added



	•
	•
	 The client's  are accurate and complete. 
	goals and areas of concern
	goals and areas of concern




	After you complete the support plan, you cannot edit it unless the . 
	delegate returns the 
	delegate returns the 
	assessment for changes


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

	3.
	3.
	 If the client has a Support at Home classification (ongoing or short-term) but does not have a recorded home address or , the system displays a reminder to record the client's address. 
	Modified Monash Model (MMM) classification
	Modified Monash Model (MMM) classification




	You can still proceed without recording the address at this stage by selecting CONTINUE TO COMPLETE SUPPORT PLAN. 
	 
	Figure
	! 
	! 
	! 
	! 
	! 

	If you continue without recording the client's home address, the system displays the following warning message: 
	If you continue without recording the client's home address, the system displays the following warning message: 
	“A home address is required in order to complete the assessment.” 
	 
	Figure




	4.
	4.
	4.
	 If the client's address has been recorded but the system cannot determine an MMM classification (MMM1 to MMM7), you must update the client's MMM classification before completing the support plan. 


	If the MMM classification is not known, select UNKNOWN from the drop-down list. 
	 
	Figure
	5.
	5.
	5.
	  Select SAVE TO PLAN. 


	 
	Figure
	6.
	6.
	6.
	 The system takes you to the Decisions tab. Scroll to the bottom of the page and select SAVE AND SUBMIT FOR DELEGATE DECISION. 


	 
	Figure
	7.
	7.
	7.
	 In the confirmation window, select the appropriate checkbox and then select SUBMIT. 


	 
	Figure
	8.
	8.
	8.
	 A confirmation message appears, advising that the assessment and support plan have been submitted to the delegate for review and decision. 


	 
	Figure
	'Returned to Assessor’ status 
	A delegate may return a Support Plan Review or IAT assessment if changes are needed. When this happens, the assessment status changes to Returned to Assessor. 
	Amendments to the IAT 
	If a delegate identifies issues with the IAT, they may return the assessment and provide instructions for the required changes. A delegate can return an assessment to an assessor only once. 
	You can view returned assessments on the Assessments tab under Returned to Assessor. 
	 
	Figure
	When an IAT assessment is returned, the client record displays: 
	•
	•
	•
	 An information banner advising that the delegate has requested a review of the IAT and directing you to the delegate's notes for further instructions. 

	•
	•
	 A Notes to Assessor to Review IAT section containing the delegate's feedback. 

	•
	•
	 A View Details button to open the delegate's notes. 

	•
	•
	 A Continue Assessment button that opens the IAT so you can make the requested changes. 
	Figure
	Figure
	Figure
	1.
	1.
	1.
	 Go to the Assessments tile in the Assessor Portal. Open the client's assessment from the Current Assessments tab under Returned to Assessor. 
	Figure


	2.
	2.
	 Review the delegate's feedback by selecting View Details in the Notes to Assessor to Review IAT section on the client card. 
	Figure
	Figure


	3.
	3.
	 The Notes to Assessor to Review IAT window opens and displays: 





	 
	You can also view the delegate's request from the client's Support Plan and Services page on the Goals & Recommendations tab. 
	An information banner appears in the IAT Outcome and Classifications section. Select Go to Assessment to open the IAT and make the requested changes. 
	 
	To review the delegate's feedback, open the Notes to Assessor to Review IAT window. This window displays instructions and comments for the relevant IAT sections that require amendment. 
	 
	  
	Reviewing and Resubmitting the returned IAT 
	Follow these steps to review a returned IAT and resubmit it to the delegate. 
	 
	 
	  
	Alternatively, open the client's Support Plan and Services page, select the Goals & Recommendations tab, and then select the Notes to Assessor to Review IAT link in the information banner within the IAT Outcome and Classifications section. 
	 
	•
	•
	•
	 The relevant IAT topics. 

	•
	•
	 The delegate's comments and instructions for each topic. 


	Review the instructions and identify the changes you need to make. 
	Select Close and then: 
	•
	•
	•
	 Select Continue Assessment from the client card, or 

	•
	•
	 Select Go to Assessment from the Support Plan and Services page. 
	4.
	4.
	4.
	 Review the IAT and make the requested changes. 





	When a delegate returns an IAT: 
	•
	•
	•
	 The system clears all review checkboxes, including page review checkboxes. 

	•
	•
	 The system clears the Goals Review button. 

	•
	•
	 You must complete all mandatory questions again and reselect all review checkboxes before finalising the IAT. 
	Figure
	Figure
	5.
	5.
	5.
	 Once you finalise the IAT, the client's IAT outcome may change. 





	After you re-finalise the assessment, the delegate cannot return the IAT for review again. 
	 
	 
	The system may display the following message: Please revise the Recommended Classification and Support Plan recommendations based on the new IAT Outcome. 
	 
	Figure
	Review: 
	•
	•
	•
	 The recommended classification. 

	•
	•
	 Any related prompts or recommendations, such as Restorative Care Pathway, Assistive Technology, or Home Modifications. 
	Figure
	Figure
	6.
	6.
	6.
	 Review and update the client's support plan if required to reflect the new IAT outcome and recommendations. 
	Figure


	7.
	7.
	 The Note to Delegate window opens. 





	If you intend to recommend an ongoing Home Support classification, make sure the Recommended Classification matches the new IAT Outcome by using the edit function. 
	 
	If the new IAT outcome results in a lower classification than the client's existing classification, ensure the Recommended Classification remains equivalent to the client's current classification when recommending ongoing Home Support services through Support at Home or CHSP. 
	If appropriate, you can still override the Recommended Classification to recommend a short-term pathway or Residential Care. 
	 
	When you finish reviewing the classification and support plan, select COMPLETE SUPPORT PLAN. 
	 
	Enter details of the changes you made in response to the delegate's feedback. 
	•
	•
	•
	 The Notes to Delegate field is mandatory. 

	•
	•
	 The field includes a pre-filled list of IAT domains for reference. You can edit or remove this text as required. 

	•
	•
	 Non-clinical assessors must record all clinical supervisors involved in the assessment process. 
	Figure
	8.
	8.
	8.
	 After completing all required changes, select SAVE AND RESUBMIT FOR DELEGATE DECISION. 
	Figure
	Figure


	9.
	9.
	 If the resubmission is successful, the system displays a confirmation message advising that it has submitted the assessment to the delegate. 





	If you leave the field blank, the system displays an error message. 
	Select CONTINUE TO COMPLETE SUPPORT PLAN. 
	 
	  
	 
	In the confirmation window, select SUBMIT. 
	 
	 
	Figure
	An information banner also appears stating that the assessor has reviewed the IAT as requested by the delegate. 
	 
	Figure
	Select the here link in the banner to view both: 
	•
	•
	•
	 Your Notes to Delegate, and 

	•
	•
	 The delegate's Notes to Assessor. 


	 
	Figure
	Amendments to the support plan 
	After you complete the IAT assessment, finalise the support plan, and submit your recommendations for delegate decision, the delegate may return the Comprehensive Assessment or Home Support Assessment if changes are required to the support plan. 
	Returned assessments appear in the Returned to Assessor section of the Assessments tab. 
	 
	Figure
	When a delegate returns an assessment, review the instructions provided and make the required updates. Depending on the delegate's feedback, you can amend: 
	•
	•
	•
	 Client concerns and goals 

	•
	•
	 Service recommendations 

	•
	•
	 Other recommendations 

	•
	•
	 The assessment summary 


	For detailed guidance on amending a returned assessment, refer to the .  
	Assessment Manual
	Assessment Manual


	Finalising the support plan 
	After you complete the assessment and support plan, arrange referrals for the recommended services before you finalise the support plan. 
	For detailed instructions refer to . 
	My Aged Care – Assessor Portal User Guide 8 – Referring for 
	My Aged Care – Assessor Portal User Guide 8 – Referring for 
	services


	! 
	! 
	! 
	! 
	! 

	Finalise the client's support plan after you have made an effective referral for the recommended services, or when the client chooses not to proceed with aged care services or wants to manage their own referrals. 
	Finalise the client's support plan after you have made an effective referral for the recommended services, or when the client chooses not to proceed with aged care services or wants to manage their own referrals. 
	A referral is considered effective when: 
	L
	LI
	Lbl
	• A service provider accepts the referral. 

	LI
	Lbl
	• The client chooses to manage their own referral arrangements. 

	LI
	Lbl
	• The assessment determines that no further action is required from the assessor. 






	 
	! Do not issue CHSP referral codes until the Assessment Delegate has approved the recommendation. 
	! Do not issue CHSP referral codes until the Assessment Delegate has approved the recommendation. 
	! Do not issue CHSP referral codes until the Assessment Delegate has approved the recommendation. 
	! Do not issue CHSP referral codes until the Assessment Delegate has approved the recommendation. 
	! Do not issue CHSP referral codes until the Assessment Delegate has approved the recommendation. 
	For instructions on issuing CHSP referral codes, refer to: 
	L
	LI
	Lbl
	• Chapter 9: Finalising the Assessment and Service Referral of . 
	My Aged Care 
	My Aged Care 
	Span
	Assessment Manual



	LI
	Lbl
	• instructional videos for comprehensive and home support assessments. 
	1.
	1.
	1.
	 From any tab in the client's support plan, select FINALISE SUPPORT PLAN. 

	2.
	2.
	 A confirmation window opens. 
	•
	•
	•
	 The system automatically displays the referral status for each recommended service type. 

	•
	•
	 If a referral has a status of Not Actioned, you must record a reason. 




	3.
	3.
	 If you conducted the face-to-face assessment in a remote location, make sure you select the Remote Assessment indicator before finalising the support plan. 

	4.
	4.
	 The system displays a confirmation message advising that the support plan has been finalised. 









	 
	Figure
	 
	Figure
	Review the referral outcomes and select YES, FINALISE THE SUPPORT PLAN. 
	 
	Figure
	! 
	! 
	! 
	! 
	! 

	If you are recording outcomes for a client in a remote location, you can select Community-based Care as the outcome. 
	If you are recording outcomes for a client in a remote location, you can select Community-based Care as the outcome. 
	You must enter comments about the outcome if you select either Not Actioned or Community-based Care following a remote assessment. 
	Provide clear and detailed comments to explain the reason for the selected outcome. 
	 
	Figure




	 
	Figure
	Finalising a Support Plan for Support at Home classification 
	When you finalise a support plan that includes a recommended Support at Home classification, the screen does not display individual services for outcome recording. Instead, it displays a single item called Support at Home. 
	Select YES, FINALISE THE SUPPORT PLAN to finalise the support plan. 
	 
	Figure
	Ending a period of Reablement or linking support 
	You can end a reablement or linking support period in one of two ways: 
	Option 1: End a support period individually 
	1.
	1.
	1.
	 On the Goals & Recommendations tab of the client's support plan, select END LINKING SUPPORT PERIOD or END REABLEMENT PERIOD.  

	2.
	2.
	 Enter the support period end date and outcome. 


	 
	Figure
	3.
	3.
	3.
	 If you want to finalise the support plan but keep the support period open, select FINALISE SUPPORT PLAN & KEEP OPEN FOR SUPPORT PERIOD. 


	 
	Figure
	4.
	4.
	4.
	 A confirmation window will appear. Select YES, FINALISE THE SUPPORT PLAN. 


	 
	Figure
	Option 2: End all support periods at the same time 
	1.
	1.
	1.
	 On the Goals & Recommendations tab of the client's support plan, select SUPPORT PERIOD COMPLETE – FINALISE SUPPORT PLAN. 


	 
	Figure
	2.
	2.
	2.
	 The system displays all active linking support and reablement periods. 


	Enter an end date and outcome for each support period. 
	 
	Figure
	  
	Ending a Reablement Period 
	1.
	1.
	1.
	 Select END REABLEMENT PERIOD next to the Reablement tile under Other recommendations. 


	 
	Figure
	2.
	2.
	2.
	 The End period of reablement window opens. 


	Complete the two mandatory questions:  
	•
	•
	•
	 Were the client's reablement goals met? 

	•
	•
	 What was the outcome of the reablement period? 


	Select the outcome from the drop-down list.  
	Mandatory fields are marked with an asterisk (*).  
	Enter any additional information about the reablement period in the Comments field. 
	 
	Figure
	! 
	! 
	! 
	! 
	! 

	If a client is receiving linking support or reablement, a team leader may ask you to end the support period so they can assign a Support Plan Review. 
	If a client is receiving linking support or reablement, a team leader may ask you to end the support period so they can assign a Support Plan Review. 
	If the support period needs to continue, you can ask the team leader to cancel the review and allow the support period to remain active. 




	  
	Printing a copy of the support plan 
	You can print a PDF copy of the client's support plan from the assessor portal. 
	The PDF includes the client's: 
	•
	•
	•
	 most recent completed Support Plan Review (if available) 

	•
	•
	 Assessment Summary 

	•
	•
	 Goals & Recommendations, including areas of concern 

	•
	•
	 recommended services 

	•
	•
	 referral codes, where applicable 

	•
	•
	 strategies 

	•
	•
	 current care approvals. 


	To print the support plan: 
	1.
	1.
	1.
	 Select PRINT COPY OF SUPPORT PLAN from the client record or support plan. 


	 
	Figure
	2.
	2.
	2.
	 A blue banner appears at the bottom of the screen while the report is being generated. Select Reports page to open the Reports and documents page. 


	  
	Figure
	3.
	3.
	3.
	 On the Reports and documents page, select View. 


	 
	Figure
	4.
	4.
	4.
	 The PDF version of the support plan downloads to your device. You can now print the document. 


	 
	Figure
	If the client has a previously completed Support Plan Review, the Support Plan Review (first completed) section appears before the Goals & Recommendations section. 
	 
	Figure
	  
	Support Plan Reviews 
	Viewing a Support Plan Review 
	1.
	1.
	1.
	 Select the Reviews tile on the home page to view all Support Plan Reviews assigned to you. 


	 
	Figure
	2.
	2.
	2.
	 Open the Current reviews tab to view your assigned Support Plan Reviews. 


	 
	Figure
	3.
	3.
	3.
	 Select the expand button at the top of a review card to view more details. 


	The review card displays: 
	•
	•
	•
	 the assessment type 

	•
	•
	 the review urgency 

	•
	•
	 whether the review is overdue. 


	If the review relates to the End-of-Life Pathway, the card also displays the End-of-Life Pathway icon. 
	 
	Figure
	4.
	4.
	4.
	 If the review is for End-of-Life Pathway services, select the Edit (pencil) icon to verify or add the End-of-Life Pathway Form.For information about verifying the End-of-Life Pathway Form, refer to the . 
	My Aged Care Assessment Manual
	My Aged Care Assessment Manual




	 
	Figure
	Starting a Support Plan Review 
	Follow these steps to start a Support Plan Review assigned to you. 
	1.
	1.
	1.
	 Expand the client card in either Card View or List View, then select START SUPPORT PLAN REVIEW. 


	Alternatively, go to the Current reviews page, expand the client card, and select START SUPPORT PLAN REVIEW. 
	  
	Expanded client card or list view  
	 
	Figure
	Expanded client card or list view, with the client tracker expanded showing that the client has reached the Support Plan Review stage. 
	 
	Figure
	Current Reviews Page 
	 
	Figure
	2.
	2.
	2.
	 In the Before you start the Support Plan Review window, select one of the following options: 

	•
	•
	 CONTINUE TO SUPPORT PLAN REVIEW 

	•
	•
	 RECOMMEND A NEW ASSESSMENT 


	Select CONTINUE TO SUPPORT PLAN REVIEW to start the review. 
	If the client's circumstances have changed significantly and you have evidence that they require a higher level of care, such as a letter from a GP or allied health professional, select  instead of completing a Support Plan Review.  
	RECOMMEND A NEW ASSESSMENT
	RECOMMEND A NEW ASSESSMENT


	! 
	! 
	! 
	! 
	! 

	You do not need to complete a Support Plan Review to extend an End-of-Life episode from 12 weeks to 16 weeks. The system extends the episode automatically. Completing a Support Plan Review during an active End-of-Life episode immediately ends End-of-Life funding. 
	You do not need to complete a Support Plan Review to extend an End-of-Life episode from 12 weeks to 16 weeks. The system extends the episode automatically. Completing a Support Plan Review during an active End-of-Life episode immediately ends End-of-Life funding. 




	 
	Figure
	3.
	3.
	3.
	 When prompted, record the client's consent to share their information with My Health Record. 

	•
	•
	 Select Yes or No based on the client's response. 

	•
	•
	 Select who made the decision from the drop-down list. 

	•
	•
	 If a supporter guardian provides consent, enter their first name before continuing. 


	 
	Figure
	4.
	4.
	4.
	 If the client does not consent to sharing their support plan with My Health Record, enter a reason for the decision. 


	If someone other than the supporter guardian made the decision, enter the person's first name and the reason for declining consent. 
	 
	Figure
	  
	5.
	5.
	5.
	 Select CONTINUE TO SUPPORT PLAN REVIEW. 


	 
	Figure
	6.
	6.
	6.
	 After you start the review, you can update information in the following sections: 

	•
	•
	 Assessment Summary 

	•
	•
	 Client Motivations 

	•
	•
	 Goals & Recommendations, including linking support and reablement recommendations 

	•
	•
	 Manage Services & Referrals 

	•
	•
	 Associated People 

	•
	•
	 Review 


	When you finish updating the support plan, select COMPLETE & FINALISE SUPPORT PLAN REVIEW. 
	 
	Figure
	! 
	! 
	! 
	! 
	! 

	Previously recommended CHSP, MPS or NATSIFAC services 
	Previously recommended CHSP, MPS or NATSIFAC services 
	For clients with CHSP, MPSP or NATSIFACP services that were recommended before 23 February 2026, you cannot delete these services from the client's IAT assessment during a Support Plan Review or while the support plan is Undergoing Support. 
	In the Goals & Recommendations section of the client's support plan, historical CHSP, MPSP and NATSIFACP services do not display a Delete button. 
	 
	Figure




	7.
	7.
	7.
	 The Complete & Finalise Support Plan Review page opens. 

	•
	•
	 Complete all mandatory fields, including the Outcome of support plan review and details of who participated in the review. 

	•
	•
	 You can also record service outcomes and comments for each service recommendation. 

	•
	•
	 Select COMPLETE & FINALISE SUPPORT PLAN REVIEW. 


	 
	Figure
	8.
	8.
	8.
	 If the , enter the review outcome, the reason for the new assessment referral, and the organisation that will receive the referral. 
	review outcome is a reassessment
	review outcome is a reassessment



	•
	•
	 You can only create a new assessment referral when the client requires one or more of the following: 

	•
	•
	 Transition Care 

	•
	•
	 Residential Care 

	•
	•
	 Residential Respite 

	•
	•
	 Services because the client has relocated 

	•
	•
	 End-of-Life Pathway (for clients who do not already receive ongoing Support at Home services) 

	•
	•
	 Services after an End-of-Life Pathway episode (for clients who do not already receive ongoing Support at Home services) 

	•
	•
	 Assistive Technology or Home Modifications that are not already in place 

	•
	•
	 A new or different Support at Home classification 

	•
	•
	 CHSP classification 

	•
	•
	 Restorative Care Pathway 


	Services after a Restorative Care Pathway. 
	! 
	! 
	! 
	! 
	! 

	A new assessment after the End-of-Life Pathway is only required if the person did not receive an inactive Support at Home classification during their initial assessment. 
	A new assessment after the End-of-Life Pathway is only required if the person did not receive an inactive Support at Home classification during their initial assessment. 
	If the person has an inactive Support at Home classification, continue with the Support Plan Review unless changes in their needs or circumstances require a reassessment. 




	f  
	Recommending a new assessment 
	Follow these steps if the client's circumstances have changed and it is more appropriate to refer them for a new assessment instead of completing a Support Plan Review. 
	1.
	1.
	1.
	 Expand the client card in either Card View or List View, then select START SUPPORT PLAN REVIEW. 


	Alternatively, go to the Current reviews page, expand the client card, and select START SUPPORT PLAN REVIEW. 
	Expanded client card view or list view 
	 
	Figure
	Current Reviews page 
	 
	Figure
	  
	2.
	2.
	2.
	 In the Before you start the Support Plan Review window, select RECOMMEND A NEW ASSESSMENT. 


	 
	Figure
	3.
	3.
	3.
	 A window opens for you to complete or finalise the Support Plan Review and create a referral for a new assessment. 
	a)
	a)
	a)
	 Select the reason for the new assessment. Available options include: 

	•
	•
	 Needs Transition Care 

	•
	•
	 Needs Residential Care 

	•
	•
	 Needs Residential Respite 

	•
	•
	 Client has relocated 

	•
	•
	 Needs End-of-Life Pathway (for clients who do not receive Support at Home services) 

	•
	•
	 Needs services after the End-of-Life Pathway (for clients who do not receive Support at Home services, such as CHSP clients) 

	•
	•
	 Needs Assistive Technology or Home Modifications that are not already in place 

	•
	•
	 Needs a new or different Support at Home classification 

	•
	•
	 Needs a Commonwealth Home Support Programme classification 

	•
	•
	 Needs a Restorative Care Pathway 

	•
	•
	 Needs services after a Restorative Care Pathway. 
	Figure
	b)
	b)
	b)
	 Assign this referral to either yourself or your organisation, or another organisation. 

	c)
	c)
	 Select the assessment type: 
	d)
	d)
	d)
	 Select the assessment priority 

	e)
	e)
	 Add any comments if necessary. 

	f)
	f)
	 Select COMPLETE/FINALISE SUPPORT PLAN REVIEW & REFER ASSESSMENT. 







	1.
	1.
	 In the Complete & Finalise Support Plan Review section of the client's support plan, select A new assessment required. 

	2.
	2.
	 Complete all mandatory fields on the Complete & Finalise Support Plan Review page. 

	3.
	3.
	 At the bottom of the page, create an assessment referral before you complete the review. 





	 
	•
	•
	•
	 Home Support, or 

	•
	•
	 Comprehensive. If you select Comprehensive, choose the appropriate outlet. 


	 
	Figure
	  
	Issuing an assessment referral as a result of a Support Plan Review 
	You can refer a client for a new assessment when you complete a Support Plan Review. 
	 
	Figure
	You can assign the referral to: 
	•
	•
	•
	 Myself 

	•
	•
	 My Organisation 

	•
	•
	 Another Organisation. 


	 
	Figure
	If you select Myself or My Organisation: 
	•
	•
	•
	 Select the assessment type. 

	•
	•
	 Select the referral outlet. 

	•
	•
	 If you selected a Comprehensive Assessment, select the assessment setting. 

	•
	•
	 Select the referral priority. 

	•
	•
	 Add comments if required. 

	•
	•
	 Select COMPLETE & FINALISE SUPPORT PLAN REVIEW & REFER ASSESSMENT. 


	Then, select COMPLETE & FINALISE SUPPORT PLAN REVIEW & REFER ASSESSMENT. 
	 
	Figure
	If you select Another Organisation: 
	•
	•
	•
	 Select the assessment type. 

	•
	•
	 If you selected a Comprehensive Assessment, select the assessment setting. 

	•
	•
	 Search for the assessment organisation using either the client's address or an alternative assessment address. 


	If you select Use the client's address, the system removes any alternative assessment addresses from the client's profile when it issues the referral. 
	 
	Figure
	If you enter an alternative assessment address, you can use the displayed address or select the Edit (pencil) icon to enter a different address. 
	 
	Figure
	•
	•
	•
	 Select SEARCH and choose the appropriate assessment organisation. 

	•
	•
	 Select the assessment priority. 

	•
	•
	 Add comments if required. 

	4.
	4.
	 Select COMPLETE & FINALISE SUPPORT PLAN REVIEW & REFER ASSESSMENT. 


	 
	Figure
	5.
	5.
	5.
	 When you complete the Support Plan Review, a green confirmation banner appears. 

	•
	•
	 If you assigned the referral to yourself, the new assessment appears in the Current assessments tab. 

	•
	•
	 If you assigned the referral to My Organisation or Another Organisation, it appears in the Incoming referrals queue for a team leader. 
	Figure
	1.
	1.
	1.
	 Go to the Review tab on the Support Plan and Services screen. 

	2.
	2.
	 Under Schedule a Review, select the Calendar icon, choose a future review date, and select SAVE CHANGES. 

	3.
	3.
	 Select COMPLETE SUPPORT PLAN AND CONTINUE TO MATCH AND REFER. 

	4.
	4.
	 On the client's Plans tab, select START SUPPORT PLAN REVIEW. 

	5.
	5.
	 On the next screen, select CONTINUE TO SUPPORT PLAN REVIEW. 

	6.
	6.
	 Complete the required fields on the Consent screen and select CONTINUE TO SUPPORT PLAN REVIEW. 

	7.
	7.
	 When prompted, select the reason for the client's change in circumstances. 

	8.
	8.
	 Enter the required information and upload supporting documents, such as a letter from a qualified health professional, if needed. 

	9.
	9.
	 Select START SUPPORT PLAN REVIEW. 

	1.
	1.
	 Go to Current Reviews and select the client card for the Support Plan Review you want to transfer. Select TRANSFER SUPPORT PLAN REVIEW. 

	2.
	2.
	 Enter the reason for the transfer.  





	 
	  
	! 
	! 
	! 
	! 
	! 

	All assessments, including those created from a Support Plan Review, must go through the triage process. 
	All assessments, including those created from a Support Plan Review, must go through the triage process. 
	For more information refer to . 
	My Aged Care – Assessor Portal User Guide 3 – Managing 
	My Aged Care – Assessor Portal User Guide 3 – Managing 
	Span
	referrals for assessment and support plan reviews






	Ad hoc Support Plan Reviews 
	You can start an ad hoc Support Plan Review for any client assessed by your assessment outlet. You do not need an assigned Support Plan Review. 
	To start an ad hoc review, select START SUPPORT PLAN REVIEW from any tab in the client's record. You can also start a review by selecting the client card on the Current Reviews page. 
	An ad hoc review overrides any scheduled review. If the scheduled review is no longer required, the team leader should cancel it from the Upcoming Reviews tab. 
	Scheduling an Ad hoc Support Plan Review 
	Schedule an ad hoc Support Plan Review when a significant change in the client's needs, health, or circumstances affects the level or type of care they require. 
	 
	 
	Figure
	 
	Figure
	 
	Figure
	 
	Figure
	 
	Figure
	 
	Figure
	 
	Figure
	 
	Figure
	  
	Transferring a Support Plan Review 
	Assessors and team leaders can transfer a Support Plan Review to another assessment organisation. 
	 
	Figure
	Search for and select the assessment organisation that will receive the Support Plan Review. 
	Select TRANSFER to complete the transfer. 
	After the transfer is complete, the system displays a banner reminding you to: 
	•
	•
	•
	 contact the receiving assessment organisation, and 

	•
	•
	 obtain the client's consent before transferring the Support Plan Review. 


	 
	Figure
	! 
	! 
	! 
	! 
	! 

	Support Plan Reviews can only be transferred once. 
	Support Plan Reviews can only be transferred once. 




	Support Plan Review for Support at Home 
	Conduct a Support Plan Review when a client's circumstances, goals, or care needs change and you need to review their current Support at Home services. The review helps ensure the client's services remain appropriate, effective, and aligned with their preferences and needs. 
	Use the Goals & Recommendations tab to record the client's: 
	•
	•
	•
	 areas of concern 

	•
	•
	 goals to address those concerns 

	•
	•
	 service recommendations 

	•
	•
	 general recommendations 

	•
	•
	 care type recommendations. 


	 
	Figure
	Support at Home care types are delivered under the Aged Care Act 2024. If a care type recommendation requires delegate approval, .  
	add a care type for delegate decision
	add a care type for delegate decision


	Support Plan Review for services following an End-of-Life Pathway episode 
	You may receive a Support Plan Review (SPR) request for a client who is approaching the end of their End-of-Life Pathway episode or whose End-of-Life episode has ended and who requires ongoing services. 
	Complete the Support Plan Review to assess the client's current needs and determine whether to: 
	•
	•
	•
	 return the client to their previous (latent) Support at Home classification, or 

	•
	•
	 recommend a reassessment so the client can access a higher ongoing Support at Home classification. 
	1.
	1.
	1.
	 Open the Support Plan Review (SPR) request from the client's record. 
	Figure


	2.
	2.
	 Review the reason for the request. The service provider may have identified that the client: 

	3.
	3.
	 Go to the Goals & Recommendations tab on the Support Plan and Services page. 

	4.
	4.
	 When the confirmation window appears, select REVERT or OVERRIDE to continue. 

	5.
	5.
	 If the update is successful, the system displays a green confirmation banner. 

	6.
	6.
	 The IAT Outcome and Classifications section updates to show the client's current classification and the override reason Latent Pending. 

	7.
	7.
	 Complete the Support Plan Review and record the outcome in the system. This transitions the client from the End-of-Life Pathway to their latent ongoing Support at Home classification and supports continuity of services. 

	8.
	8.
	 In the Submit for Delegate Decision window, confirm that the client applied for care under the Aged Care Act 2024 by selecting the checkbox, then select SUBMIT. 

	9.
	9.
	 The system displays a green confirmation banner to show that it has sent the assessment and support plan to the delegate for a decision. 





	For example, a client may have originally received a Support at Home Classification 4, then accessed the End-of-Life Pathway, and now require an ongoing Support at Home Classification 8 to meet their increased care needs. 
	In most cases, the client's service provider initiates this Support Plan Review. The provider submits the request by selecting Review End-of-Life Pathway as the reason for the Support Plan Review. 
	Revert to the previous ‘latent’ SaH classification 
	Follow these steps to return a client to their previous (latent) Support at Home classification. 
	 
	•
	•
	•
	 has exceeded their End-of-Life Pathway period, or 

	•
	•
	 is approaching the end of their 16-week End-of-Life services. 


	 
	Figure
	In the IAT Outcome and Classifications section, an information banner shows 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. 
	Select Revert to Ongoing Support at Home Classification or Override to Transitioned HCP Classification. 
	 
	Figure
	  
	Revert to Ongoing SAH Classification example 
	 
	Figure
	Override to Transitioned HCP Classification example 
	 
	Figure
	Revert to ongoing SAH Classification pop up example 
	 
	Figure
	Override to Transitioned HCP Classification pop up example 
	 
	Figure
	  
	 
	Figure
	 
	Figure
	Go to the Decisions tab, then select SAVE AND SUBMIT FOR DELEGATE DECISION. 
	 
	Figure
	 
	Figure
	 
	Figure
	  
	Reassessment for a New Support at Home Classification Following an End-of-Life Episode 
	1.
	1.
	1.
	 Go to the client's Plans tab and select REQUEST A REVIEW. 


	 
	Figure
	2.
	2.
	2.
	 On the Request a Review page, complete all mandatory fields and upload any relevant documents, such as a care plan. 


	 
	Figure
	  
	The team leader will assign the assessment to an appropriate assessor. 
	 
	Figure
	3.
	3.
	3.
	 The assigned assessor should go to the Reviews tile on the Assessor Portal home page and open the Not Started section on the Current Reviews page. 


	 
	Figure
	4.
	4.
	4.
	 Find the client's review card and select START SUPPORT PLAN REVIEW. 


	 
	Figure
	5.
	5.
	5.
	 In the Before you start the Support Plan Review window, select RECOMMEND A NEW ASSESSMENT. 


	 
	Figure
	6.
	6.
	6.
	 Select START TRIAGE. After completing triage, select START ASSESSMENT. 


	  
	Start Triage 
	 
	Figure
	Start Assessment 
	 
	Figure
	7.
	7.
	7.
	 Complete the assessment and select FINALISE IAT. 


	 
	Figure
	8.
	8.
	8.
	 The reassessment outcome appears in the Goals & Recommendations tab. 


	An information message explains that you can only recommend the client's latent Support at Home classification or a higher ongoing classification. 
	 
	Figure
	9.
	9.
	9.
	 Accept the new Support at Home classification, complete the assessment and support plan, and submit the recommendation for delegate decision using the standard process. 


	 
	Figure



