
GP MANAGEMENT PLAN AND TEAM CARE ARRANGEMENT 

(ITEM 721 & 723)
For patients with chronic or terminal medical conditions
Date completed: «datel»
	Patient

	Full name
	«patientfullname»
	Date of Birth
	«dob»

	Address
	«address1»
	Phone
	«phoneh»

	
	«address2»
	Fax
	«phonef»

	
	«address3»
	
	

	Medicare
	«medicarenoandsubnumerate»
	Medicare Exp
	«medicareexp»

	DVA
	«dvano»
	DVA Exp
	«dvaexp»

	Pension 
	«hccpensno»
	Pension Exp
	«hccpensexp»


	Doctor / Referring GP

	Doctor
	«docname»
	Phone
	«sitephone»

	Practice
	«sitename»
	Fax
	«sitefax»

	Address
	«siteaddr1» «siteaddr2» 

«siteaddr3»
	Email
	«docemail»


	Patient agreement for Health Check to Proceed

	My GP has explained the purpose of this management plan and I/my carer give permission to discuss my medical history/diagnosis with other service providers as appropriate.  All information will be confidential. 

.......................................................................        
..................................................

Patient signature


                                 Date

(Consent may be verbal)

	 

	Diagnosis / current condition for plan:

	Cardiovascular Disease: notes      


	Relevant clinical information


«printclinicalhistory»
	Medications: 

	«printcurrentmedication»


	Non-medical Conditions / Problems: 

	     


	Problems / Needs

Based on Diagnoses
	Goals

Based on Needs
	Actions

Based on Goals
	Providers

Based on Actions

	1.      

	     

	     
	     

	2.      

	     
	     
	     

	3.      

	     
	     
	     

	4.      

	     
	     
	     


	Copy of plan provided to Patient
	 FORMCHECKBOX 
       Yes      FORMCHECKBOX 
    No  

	

	TCA Required                                 
	 FORMCHECKBOX 
       Yes     

	
	Next Review Due…     ….…………………


TEAM CARE ARRANGEMENT (ITEM 723)

For patients with chronic or terminal medical conditions AND Complex Multidisciplinary Care Needs

The collaboration between the coordinating GP and participating providers must be based on two-way communication between them, preferably oral, or, if this is not practicable, 

in writing (including by exchange of fax or email).

Date completed: «datel»
	Patient

	Full name
	«patientfullname»
	Date of Birth
	«dob»

	Address
	«address1»
	Phone
	«phoneh»

	
	«address2»
	Fax
	«phonef»

	
	«address3»
	
	

	Medicare
	«medicarenoandsubnumerate»
	Medicare Exp
	«medicareexp»

	DVA
	«dvano»
	DVA Exp
	«dvaexp»

	Pension 
	«hccpensno»
	Pension Exp
	«hccpensexp»


	Doctor / Referring GP

	Doctor
	«docname»
	Phone
	«sitephone»

	Practice
	«sitename»
	Fax
	«sitefax»

	Address
	«siteaddr1» «siteaddr2» 

«siteaddr3»
	Email
	«docemail»


	Problem Addressed by other provider  (identified above)
	Provider Details
	Communication via:

	GPMP Problem Number: 

(as above)


	     

	Date Contacted:               
	      

	
	
	Communication via: 

	
	
	
	  FORMCHECKBOX 
 Face to Face  

	
	
	
	  FORMCHECKBOX 
 Fax

	
	
	
	  FORMCHECKBOX 
 Phone

	
	
	
	  FORMCHECKBOX 
 Email

	
	
	Date Responded:
	      

	
	
	Comments:
	      

	GPMP Problem Number: 

(as above)


	     

	Date Contacted:               
	      

	
	
	Communication via: 

	
	
	
	  FORMCHECKBOX 
 Face to Face  

	
	
	
	  FORMCHECKBOX 
 Fax

	
	
	
	  FORMCHECKBOX 
 Phone

	
	
	
	  FORMCHECKBOX 
 Email

	
	
	Date Responded:
	      

	
	
	Comments:
	      

	GPMP Problem Number: 

(as above)


	     

	Date Contacted:               
	      

	
	
	Communication via: 

	
	
	
	  FORMCHECKBOX 
 Face to Face  

	
	
	
	  FORMCHECKBOX 
 Fax

	
	
	
	  FORMCHECKBOX 
 Phone

	
	
	
	  FORMCHECKBOX 
 Email

	
	
	Date Responded:
	      

	
	
	Comments:
	      

	GPMP Problem Number: 

(as above)


	     

	Date Contacted:               
	      

	
	
	Communication via: 

	
	
	
	  FORMCHECKBOX 
 Face to Face  

	
	
	
	  FORMCHECKBOX 
 Fax

	
	
	
	  FORMCHECKBOX 
 Phone

	
	
	
	  FORMCHECKBOX 
 Email

	
	
	Date Responded:
	      

	
	
	Comments:
	      


	Copy provided to           
	 FORMCHECKBOX 
 Patient
	 FORMCHECKBOX 
 Carer
	 FORMCHECKBOX 
 Other Providers

	TCA Review Date
	


For referral form for allied health services under Medicare:

Ph: 1800 067 307 or www.hic.gov.au/providers/incentives_allowances/medicare_initiatives/allied_health.htm

