Psychosocial Report
This Psychosocial Report was prepared on [insert date completed] 
on behalf of [insert full name of person] to support their application to the National Disability Insurance Scheme (NDIS)

This Report forms an attachment to the NDIS Access Request – Supporting Evidence Form.
Contact details

Details of Service
This Report was prepared by SERVICE NAME 
	Full name of person who completed assessment of the person’s psychosocial functionality
	

	Professional qualifications
	

	Address
	

	Telephone
	

	Email
	

	Signature
	

	Date
	


If the NDIA has any queries regarding the Report, the following person should be contacted:

	Full name of person who completed full Report

(if different from above)
	

	Professional qualifications
	

	Address
	

	Telephone
	

	Email
	

	Signature
	

	Date
	


Details of person’s Health Professional
(Current treating Doctor; preferably Psychiatrist)

The following Health Professional was consulted in the preparation of this Report. In signing this Report, the Health Professional:

·      Confirms the person has a psychiatric condition; the presence and duration of symptom; treatment history; need for ongoing clinical treatment (Part 2 and 3 of this Report);
·      Validates the person’s primary, secondary and other disability/impairment and confirms that person has, or is likely to have a disability that is life-long (Part 3 of this Report)
·      Provides assessments on person’s impairment (if available) (Part 3 of this Report)

·      Validates the person’s level of psychosocial functioning (Part 4 of this Report). 

	Full name of health professional 
	

	Professional qualifications
	

	Address
	

	Telephone
	

	Email
	

	Signature
	

	Date
	


2
Mental Health Diagnosis & History
	Mental Health Diagnosis 

	Primary Mental Health Diagnosis:



	Secondary Mental Health Diagnosis:



	Date formal diagnosis made: (person’s age when first diagnosed/year diagnosed):



	Clinician(s) who have made the diagnosis/diagnoses and year of diagnosis/diagnoses 



	Mental Health History, Treatment and Outcomes

	Current clinical mental health provider:   Choose an item.


	Date and details of recent Psychiatric Hospital Admission:



	Mental health history, treatment and outcomes:
(e.g. current and past mental health treatment support, presence and duration of symptoms, symptom stability and outcomes)



	☐          Letter from current Health Professional attached (Optional)

☐          Additional evidence attached (Optional, such as discharge summary)




3
Details of the person’s psychiatric disability and other impairment/s
3.1
Details of primary, secondary and other impairment/disability

	Impairment/disability
	

	Primary impairment/disability

	1. What is the person’s primary impairment/disability (i.e. the impairment/disability with the most impact on daily life?)
	Psychiatric Diagnosis: 


	2. How long has the person had this impairment/disability?

	

	3. Is the impairment/disability likely to be life-long? (despite any potential fluctuation in functional capacity or variation in intensity over time)

	YES

	4. Description of any relevant treatment undertaken in response to this impairment/disability (current or past)

	

	5. List of Therapies that have been completed / attempted (for example CBT, DBT, Psychotherapy), including year and practitioner.
	


	Impairment/disability
	

	Other impairment/disability (if relevant)

	1. What is the person’s other impairment/disability 
	

	2. How long has the person had this impairment/disability?


	

	3. Is the impairment/disability likely to be life-long? 


	

	4. Description of any relevant treatment undertaken in response to this impairment/disability 

	

	5. List of Therapies that have been completed / attempted (for example CBT, DBT, Psychotherapy), including year and practitioner.
	


	Impairment/disability
	

	Other impairment/disability

	1. What is the person’s other impairment/disability 


	

	2. How long has the person had this impairment/disability?


	

	3. Is the impairment/disability likely to be life-long?


	

	4. Description of any relevant treatment undertaken in response to this impairment/disability 


	

	5. List of Therapies that have been completed / attempted (for example CBT, DBT, Psychotherapy), including year and practitioner.
	


3.3
Available assessments on person’s impairment(s) (if available)
	Assessment Type
	Name of organisation that undertook the assessment
	Date Completed
	Score or rating
	Assessment attached to this form

	Health of the Nation Outcome Score (HoNOS)
	NA
	
	
	  Choose an item.

	Life Skills Profile 16 (LSP16)
	NA
	
	
	Choose an item.

	[insert other relevant assessment type]
	NA
	
	
	  Choose an item.    
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Details of the functional impact of psychiatric disability & other impairments
	Mobility  (e.g. moving around the home; getting in and out of bed or a chair; mobilising in the community including using public transport or a motor vehicle)

	Does the person require assistance to be mobile because of their impairment/s ?

Choose an item.

	Needs special equipment Choose an item.
Needs assistive technology Choose an item. 

Needs home modification Choose an item.
Needs assistance from other persons  Choose an item.
Needs help with travel/transport Choose an item.
Other (please specify):


	Describe the impairments that are associated with this domain:

Types of assistance required:


	Communication (e.g. expressing needs and decisions in spoken or written form; difficulty communicating emotion by gesture, speech or context appropriate for their age; ability to understand language) 

	Does the person require assistance to communicate because of their impairment/s?

Choose an item.

	Able to ask for help when needed Choose an item.
Able to understand others Choose an item.
Able to find it easy to make decisions for themselves Choose an item.
Able to communicate with various professionals regarding health and/or social supports needs Choose an item.
Other (please specify):



	Describe the impairments that are associated with this domain:

Types of assistance required:




	Social interaction (e.g. ability to control emotions/cope with feelings; making and keeping friends and relationships; maintaining family relationships; behaving within limits accepted by other)

	Does the person require assistance to interact socially because of their impairment/s?

Choose an item.

	Able to control emotions Choose an item.
Able to maintain family relationships Choose an item.
Able to develop and maintain friendships Choose an item.
Happy with the activities that fill time during the week  
Choose an item.
Able to engage in social and or recreational activities 
Choose an item. 
Employed or undertaking training or volunteer work  
Choose an item.
Able to drive and/or use public transport to access the community Choose an item.
Other (please specify):


	Describe the impairments that are associated with this domain:

Types of assistance required:



	Learning (e.g. capacity to pay attention and learn new things; understand and remember new information; practice, master and use new skills)

	Does the person require assistance to learn effectively because of their impairment/s?

Choose an item.

	Capability to pay attention Choose an item.
Able to learn new things  Choose an item.
Able to practice, master and use new skills Choose an item.
Able to understand and remember information Choose an item. 
Other (please specify):



	Describe the impairments that are associated with this domain:

Types of assistance required:




	Self-Care (self-neglect; capacity to prepare food, do housework and laundry and shower; able to care for own physical health)

	Does the person require assistance with self-care because of their impairment/s?

Choose an item.

	Able to maintain a safe living environment Choose an item.
Able to manage physical health Choose an item.
Eats well/healthy Choose an item.
Able to do grocery shopping Choose an item.
Able to prepare own meals Choose an item.
Shower regularly Choose an item.
Have a regular routine Choose an item.
Able to do housework and laundry Choose an item.
Other (please specify):



	Describe the impairments that are associated with this domain:

Types of assistance required:




	Self-management  (aware when they are becoming unwell (i.e. insight); able to use strategies when they are unwell; able to make decisions; manage money) 


	Does the person require assistance with self-management because of their impairment/s?

Choose an item.

	Know when becoming unwell Choose an item.
Have and use strategies when becoming unwell/are unwell Choose an item.
Able to make decisions Choose an item.
Need support to make and attend appointments with other providers/find and engage with other providers Choose an item.
Supports in place to manage mental health Choose an item.
Able to manage own care-plan Choose an item. 
Able to coordinate various professional supports Choose an item.
Able to manage money well Choose an item.
Managing to pay bills Choose an item.
Other (please specify):



	Describe the impairments that are associated with this domain:

Types of assistance required:
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Prepared by: [insert name of service]
Prepared for: [insert full name of person]


