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Two ways to provide evidence: 

 

1. Compete relevant part of NDIS Access 
Request Form (ARF) or Supporting Evidence 
Form (if the person has registered their 
details with NDIS).  

 

2. Complete own independent report  

 

 







 Link the disability to functional impairment  

 

 Explain how it impacts on the participant day to 
day 

 

 Highlight the things the participant requires 
assistance with or cannot do independently 

 

 Cover areas of Mobility, Communication, Social 
Interaction, Learning, Self Care, Self Management  

 

 

 





 



 

 



 



 





 Can provide an independent report for the participant to add to their 
evidence (outpatient) 

 If providing an independent report – make it more comprehensive 

 Diagnosis 

 Presenting issues 

 Function 

 Brief social history 

 Relevant assessments completed (ie/ mobility - balance 
cognitive – memory)   

 Goals 

 Recommendations 

 

 

 

 

 

 



 

NAME AND DETAILS: 
John Smith (d.o.b. 01/01/1966) (age -  53) 
123 Murdoch St , Murdoch, 6150 
  
DIAGNOSIS:  
ABI age 21 secondary to fall from roof 
Residual L) hemiparesis and cognitive deficits.  

 
PRESENTING PROBLEMS:  
- Frequent falls 
- Reduced balance 
- Poor short term memory 
- Reduced postural activation  
- Left sided weakness LL  
- Impaired coordination LL > UL  
- Cognitive deficits – particularly poor memory, carryover  

 
 
 

 

 
 

 



FUNCTION: 
- 1assist ambulation with WZF 
- 1assist transfers  
- 1 min assist lower body dressing 
- 1 min assist personal care 

 

 

SOCIAL HISTORY: 
Lives with 82 year old father who provides assistance with PADL’s and 
DADL’s. This is not sustainable due to his father’s health issues.  
 
ASSESSMENTS: 
- Balance: 50/56 (Difficulty with step ups, 360deg turn and tandem 

stand)  
- standing balance: Able to reach outside base of support in all 

directions with head/trunk and hip strategies evident. Inconsistent 
and unsafe stepping response to the left and right.  

- Gait descriptors: 1 assist with WZF. Left knee hyperextension mid to 
late stance. Fixed through trunk/head. Imbalance evident.  



 

GOALS:  

- Walking independently in the home environment 

- To reduce the number of falls experienced in the home and community and 
monitor equipment needs into the future  

- Continue  hydrotherapy and community exercise/training to preserve 
abilities/prevent deterioration and maintain as much independence as possible 

- Improve daily living – Maintain mobility and independence, community integration 
and social supports  

 

RECOMMENDATIONS: 

- John’s impairments are lifelong, he would benefit from long term therapeutic 
support. 

- Ongoing targeted exercise program both land and pool.   

- John requires a specialist support coordinator to assist with connecting with care 
providers as the current care being provided by his father is not sustainable.  

- John’s therapy is most likely best targeted within the home and community due to 
the carryover from hospital to home given John’s cognitive/memory impairments.  

- Exploration of community social supports and activities that are of interest to John 
as currently socially isolated. 

 

 

 



 

 

 Ensure the evidence supports that the 
disability/functional impairment is lifelong 

 Provide formal assessments if relevant Ie/ 
ASIA (SCI) 

 When providing evidence – consider  
language (keeping it simple/understandable) 

 

 



 

 

 Priority letter - attach to the front of the 
application 

 Ensure clinicians are listed as contacts if the 
patient consents to enable follow up  

 Ensure all information is provided and correct 
– ie/ ID and evidence 



Date 

  

Dear NDIS National Access Team, 

  

I am writing with regard to the enclosed Access Request Form for the current Hospital inpatient 
_____________  has a significant and permanent disability and is unable to leave hospital without 
the implementation of a support plan to adequately address the support needs arising from their 
disability. 

____________ support plan will include personal supports, equipment and home modifications. The 
inpatient health team estimate that ________will have completed their required inpatient hospital 
stay and be read for discharge from hospital on  (insert date). 

 

__________  meets the requirements for the priority due to urgent circumstances. “4.11 Prioritising 
prospective participants with urgent circumstances in urgent circumstances, the NDIA may 
determine whether a prospective participant meets the access criteria sooner than the timeframe 
set out in the NDIS Act. Urgent circumstances include, but are not limited to, where a prospective 
participant’s accommodation or care arrangements have broken down, are unsustainable, fragile, 
at risk of breakdown or where a prospective participant is at risk of harm or is re-entering a 
community setting and has few or no supports in place”. 

 

The primary contacts in  ________ health team are _________ and ___________ Social Workers. The 
inpatient health team at _________ Hospital are available to support ________ in collaboration with 
the NDIS in planning for _________ discharge from hospital and achieving their ongoing support 
plan.  

 

Kind Regards, 

XXXXX 


