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Once completed please e-mail this form to: requests.lifetimecare@icare.nsw.gov.au (for lifetime care) or requests.workers-care@icare.nsw.gov.au (for workers care) and include the following in the subject header: 
Discharge Destination Form [Person’s name and number] [Coordinator name]

	1. PERSON’s details

	Name
	
	Participant No. or Claim No.
	     

	

	Address
	

	
	
	

	Contact name
	     
	Contact Ph 
	

	

	Date of injury
	
	Age 
	

	

	Injury
	 FORMCHECKBOX 
  TBI    
	 FORMCHECKBOX 
  SCI Level      ASIA score       
	 FORMCHECKBOX 
Other (specify)       

	

	CANS level
	     
	FIM/WeeFIM (most recent)
	     

	
	

	Anticipated discharge date
	     


	2. DISCHARGE DESTINATION


	Discharge destination (include postal address)
	     

	
	
	
	
	
	

	Who is the owner of the home?
	     

	
	
	
	
	
	

	What type of home is it? (house, terrace, unit etc)
	     

	
	
	

	What material is the structure of the home? (double brick, brick veneer, fibro)
	     

	
	
	
	
	
	

	Were you living at this address prior to the injury?
	     
	If so, for how long?
	     

	
	
	
	
	
	

	If you are renting, when will your current lease end?
	     
	How long do you expect to reside at this address?
	     

	
	
	

	Will other people be living with you on discharge?
	     

	
	
	
	
	
	

	
	
	
	
	
	

	If so, what is their relationship to you?
	     
	How long will they live with you after discharge?
	     


3. DISCHARGE DESTINATION FEATURES (please attach photos if available)
(To be completed by the person or family member)

Is the home single storey or multi storey?
	     


Are there any steps leading up to the front entrance of the home?
If so, how many? Are there any handrails? 

	     



Please describe the way into the home from the front curb to the front door.

(Please note details such as footpath, driveway, slope, grass and steps etc) 

	     



Is there an alternative entrance to the home? (e.g. side entrance or back entrance)
If so, please describe the approach to the alternate entrance. 

(Please note details such as footpath, driveway, slope, grass and steps etc)
	     



Are there any steps or changes in floor levels in the interior of the home?
If so, please describe the location.

	     



Are the doorways and hallways wide enough to fit a wheelchair through them?
	     



What are the floor coverings throughout the home? (carpet, tiles, floor boards, etc)
	     



How many bedrooms are in the home? (Please describe the size in metres or bed size, e.g. single, double etc)
	     



How many bathrooms are in the home? (Please describe the size of the bathroom)
	     



Are the bath and shower in the same room? If so, is the shower over the bath?
	     



How many toilets are in the home? (Please describe the size of the toilet)
	     



How many general living areas are in the home? Is there enough room for a wheelchair to move about the living areas without obstruction?
	     



Is there enough room for a wheelchair to move about within the kitchen?
	     



Please describe the path from the garage (or wherever the car would normally be parked) to the home. (please note details such as footpath, driveway, slope, grass and steps etc)
	     



Are there any other concerns or information about the home that may be relevant?
	     



	Name of person completing this section
	     

	
	

	Relationship to person
	     

	
	
	
	

	Phone number
	     
	Date of completion
	     


4. EXPECTED FUNCTION ON DISCHARGE (To be completed by therapy team)
4.1 Mobility (tick as many boxes as appropriate)
	Walking
	 FORMCHECKBOX 
   Independent

 FORMCHECKBOX 
   Requires supervision

 FORMCHECKBOX 
   Requires walking aid (please specify)

Comments: 



	Manual wheelchair
	 FORMCHECKBOX 
   Independent

 FORMCHECKBOX 
   Requires supervision

 FORMCHECKBOX 
   Requires assistance

 FORMCHECKBOX 
   Dependent

Comments: 


	Power wheelchair
	 FORMCHECKBOX 
   Independent

 FORMCHECKBOX 
   Requires supervision

 FORMCHECKBOX 
   Dependent

Comments: 


	Stairs
	 FORMCHECKBOX 
   Independent

 FORMCHECKBOX 
   Requires supervision

 FORMCHECKBOX 
   Requires handrail

 FORMCHECKBOX 
   Dependent

Comments: 



4.2 Transfers (tick as many boxes as appropriate)
	Sit to stand
	 FORMCHECKBOX 
   Independent
 FORMCHECKBOX 
   Requires supervision

 FORMCHECKBOX 
   Independent with grab rails

 FORMCHECKBOX 
   Requires assistance

 FORMCHECKBOX 
   Dependent on hoist

Comments: 



	Wheelchair to bed
	 FORMCHECKBOX 
   Independent

 FORMCHECKBOX 
   Requires supervision

 FORMCHECKBOX 
   Independent with grab rails

 FORMCHECKBOX 
   Requires assistance

 FORMCHECKBOX 
   Dependent on hoist

Comments: 


	Wheelchair to commode/toilet
	 FORMCHECKBOX 
   Independent

 FORMCHECKBOX 
   Requires supervision

 FORMCHECKBOX 
   Independent with grab rails

 FORMCHECKBOX 
   Requires assistance

 FORMCHECKBOX 
   Dependent on hoist

Comments: 


	Wheelchair to car
	 FORMCHECKBOX 
   Independent

 FORMCHECKBOX 
   Requires supervision

 FORMCHECKBOX 
   Independent with grab rails

 FORMCHECKBOX 
   Requires assistance

 FORMCHECKBOX 
   Dependent on hoist

Comments: 



4.3 Equipment required at discharge (please list all equipment)
	Equipment
	Short term/Long term
	Compatible to home

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


4.4 Are home modifications likely to be required in the future? 

(Please specify type of modifications and relation to the injury)
	     



4.5 Are there any other concerns or information about the person that may be relevant?
	     



	Name of person completing this section
	     

	
	

	Qualification
	     

	
	
	
	

	Phone number
	     
	Date of completion
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