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Appeal Request Form
Appeal Request    













Name:  STYLEREF  "First Name"  \* MERGEFORMAT   STYLEREF  "Last Name"  \* MERGEFORMAT 









                                                      Date of Birth:  STYLEREF  "Book Title"  \* MERGEFORMAT 

1. Submit this form for a review of a decline decision within 6 weeks of the date of the outcome of the original request OR to review of priority.

2.  Refer to the relevant Guidelines-Clinical Criteria when completing this form.

      NB: Appeals for items/features that are outside EnableNSW Guidelines will not be considered.

	1. PERSONAL INFORMATION

	Consumer Eligibility Number: CE       

	Name
	Last Name

     
First Name

	Address

     
Suburb & Post Code

      

	Title
	 FORMCHECKBOX 
  Mr   FORMCHECKBOX 
 Mrs   FORMCHECKBOX 
 Ms   FORMCHECKBOX 
 Miss  

 FORMCHECKBOX 
 Other         
	Date of birth:      


	Phone
	     
	Mobile
	     

	Diagnosis (if known, include date of injury or onset):

     
	Other medical/health conditions that relate to this request:      

	2.
EQUIPMENT REQUEST TO BE REVIEWED

	Equipment Item

(including feature being appealed) 
	Equipment Request #
	Date ERF sent to EnableNSW
	Are you the original prescriber?

	     

	     
	     
	 No  Yes   

	3. APPEAL INFORMATION

	 Review of Decision/Decline
Go to section 4

	 Review of Priority
Go to section 5

	4. REVIEW OF DECLINE 


	Provide any additional relevant information regarding the person’s current status that was not included in the original request? 

EG Change in function; carer or living arrangements; trials completed; provision of medical information

     


Go to Section 7

	5. REVIEW OF PRIORITY 
Please note that EnableNSW provides equipment in the order that requests with the same priority are received.  Requests may only be given the highest priority (Priority One) where there is an immediate risk of serious injury to the person or their carer. Requests cannot be reprioritized due to funding timeframes.

	Provide any additional relevant information regarding the person’s current or changed status that was not included in the original request? 

EG Change in function; carer or living arrangements OR person or carer is at immediate and serious risk of injury OR change in environment of use

     




	What other relevant equipment, care arrangements or strategies have been investigated or are in place to reduce the risk of injury? 

     

	If existing equipment is in need of repair, have repairs been arranged? 

 N/A
 No   Yes   
Provide details      
Go to Section 6


	6. URGENCY INDICATOR
N/A For HEN, respiratory and continence consumables go to Section 7

	What are the physical or safety risks to the person or their carer if this equipment is not provided/re-prioritised?       N/A          Please provide details 
What is the likelihood of this occurring?
 Imminent (Has already occurred or expected to occur in next 3 months)

 Likely (Likely to occur in next 3 – 6 months)

 Possible(Likely to occur in next 6 – 12 months)

 Unlikely (Event could occur at some time > 12 months)

What is the seriousness of this occurrence?

 Life threatening injury/complication Moderate to serious injury  Minor injury/functional decline 

	What are the risks to personal independence or care arrangements if this equipment is not provided/re-prioritised?       N/A         Please provide details 
What is the likelihood of this occurring?

 Imminent (Has already occurred or expected to occur in next 3 months)

 Likely (Likely to occur in next 3 – 6 months)

 Possible(Likely to occur in next 6 – 12 months)

 Unlikely (Event could occur at some time > 12 months)
What is the seriousness of this occurrence?

 Admission to hospital/care facility Moderate (unable to complete ADLs)   Minor difficulties  

	What are the psychological or social risks to the person or their family if this equipment is not provided/re-prioritised?       N/A        Please provide details 
What is the likelihood of this occurring?

 Imminent (Has already occurred or expected to occur in next 3 months)

 Likely (Likely to occur in next 3 – 6 months)

 Possible(Likely to occur in next 6 – 12 months)

 Unlikely (Event could occur at some time > 12 months)
What is the seriousness of this occurrence?

 Severe (family/person breakdown) Social isolation or psychological intervention required   Person/carer stress 

	7. DECLARATION  

	 I confirm that the person/carer is in agreement with this request, and has a copy.

 I understand that all the information that I have supplied on this application is true and correct to the best of my knowledge at the time 

	Name of person completing form:       
Relationship to person/carer:      
Date: 
	Name of company/health service:         N/A
Phone:       
Email:       
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	( Logged

( Uphold decision  ( Change of Decision

Reason:

( Letter sent



