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Domiciliary Equipment Service

DCSI Equipment Program - Home Modification Prescription Agreement Form

	Use when home modification need identified, major modifications require further prescription

See: “Prescribing a home modification” procedure and “Home mods in scope list”. 

	Client’s file no.      
	DomCare episode no.      

	Client of:    FORMCHECKBOX 
 Novita    FORMCHECKBOX 
 Disability Services (ASSIST)     FORMCHECKBOX 
 Disability Services (C&YS)     FORMCHECKBOX 
 Domiciliary Care     FORMCHECKBOX 
 Minda

	Team      
	Date      

	Client Name      
	Phone      

	Client address      
	Gender:  M  F 

 Other_________________

	Client / guardian email:      
	
	

	Priority (Score 1-12, refer to Priority tool)      
	Client weight      
	Date Of Birth      

	Safety precautions      

	Special needs      

	Discharge from hospital dependent on Home Mods completion?  Y / N         Completion date if required 

	Type of need                 1. Replacement maintenance         2. Clinical need current                3. New client

	Installation Priority        Low         Med          High       Urgent (exceptional circumstances only)

	Contact for modification      
	Phone      

	Prescriber name      
	Discipline:  OT  PT 
	Phone direct      

	Organisation:      




Email:      

	The following items have been clinically recommended for continued safety and independence.
Installation of these home modifications is subject to Department for Communities and Social Inclusion (DCSI) approval.

	1.      
	Cat 1   Cat 2         

	2.      
	Cat 1   Cat 2         

	3.      
	Cat 1   Cat 2         

	4.      
	Cat 1   Cat 2         

	5.      
	Cat 1   Cat 2         

	6.      
	Cat 1   Cat 2         

	7.      
	Cat 1   Cat 2         

	8.      
	Cat 1   Cat 2         

	Site visit required?  (MFO to visit prior to commencing job?) Y / N  FORMDROPDOWN 
  (Attach additional paperwork if required)

	Joint visit required? (MFO & Clinician to visit due to complexity) Y / N  FORMDROPDOWN 
   

	Additional information: Hot Water Service type (gravity/mains/instantaneous):         

	Additional bracket for handheld shower and location required AFL:  FORMTEXT 

     

	Send completed form to:

	Internal Prescribers
Cat 2 children Novita: 8349 2020 CYS: via delegate
Cat 1 children & all adults: DES 1300 295 839 

or 1 prescription per email:  des.frontdesk@dcsi.sa.gov.au
if photo attachment required

	External (Non DCSI/Novita) Prescribers
Children: via Novita 8349 2020

Adults: via ASSIST 8261 9101
Domiciliary Care Access Services 1300 295 679


	Home Modification Agreement

	 I am the home owner and I give permission for the modifications listed above (complete section 1)

	 I am not the home owner (complete section 1 and 2)

	1. Client/carer/advocate 
I agree for DCSI to install the recommended home modifications listed above subject to approval. I have received, read, understood and accept the “Terms and Conditions of Installation of Home Modifications” and I have been involved in the prescription of these modifications that will meet my needs to the best of my knowledge. 

	Signature:
	Date:      

	Name:      

	2. Owner of the property 
I the owner of this dwelling, give permission for installation of the modifications listed above by DCSI, subject to approval.

I have received, read, understood and accept the “Terms and Conditions of Installation of Home Modifications”

	Signature:
	Date:      

	Name:      

	Does client reside in a retirement village/low income housing/ supported accommodation? Y / N  FORMDROPDOWN 
   
If yes, have their service provider’s specific instructions been followed/ completed?     Y / N  FORMDROPDOWN 
   
If repair required within the 12 month warranty please contact DES at: des.frontdesk@dcsi.sa.gov.au or 1300 295 786

	Prescriber checklist  This prescription is for a;                                 
 Minor home modification (form is the final agreement)

	 Major home modification (If significant changes required, submit final signed drawings prior to work commencing)

	 Home modification agreement section/s completed and signed
	 Templates/diagrams attached;  Number:      

	For external prescribers only:               
	 Assessment report(s) attached

	Home assessment completed by:
	 External clinician OR  Referral to internal clinician required

	Follow up to be provided by:

	 External clinician OR  Referral to internal clinician required

	Internal Use Only: (External prescription processing) Checked by Approved Prescriber;

	Name:      
	Signed:      

	For Category 2 Home modifications: Delegate approval

	If delegate approval required (see “Home mods in scope list”) prescriber sends to delegate for approval & files approval copy in client notes

	 The  “Checklist for Giving Delegate Approval Home Modifications” has been completed 

	 Home modification prescribed/checked by an Approved Prescriber 
	name:      

	Delegate name;      
	Signed;      
	Date;      

	Prescriber name      
	Signed;      
	Date;      
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