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Moving Interstate Registration Form

Thank you for your enquiry regarding assistance available in relation to your move interstate. Assistance can be provided for a range of specialist disability service supports and may be available for up to 12 months. This does not apply to the services provided under the Home and Community Care (HACC) program which need to be dealt with separately from specialist disability services.
The Moving Interstate Registration Form requests information about the person seeking to transfer funding for specialist disability services interstate. The information provided will be used to facilitate the enquiry.

The applicant will be contacted if further information or clarification is required. 

Completed forms should be sent to the Tasmanian Portablity Co-ordinator at the Department of Health and Human Services by: 

Post –  
GPO Box 125 HOBART  Tas  7001
Email – 
leon.chick@dhhs.tas.gov.au 
Once the completed form is received, the enquiry will be formally registered for consideration. 
Completion of the form does not guarantee assistance or service provision under the National Interstate Portability Protocol. 
Following the assessment of the application, the request will be progressed and referred to the appropriate officer/s in the states and/or territories the person is moving between. At this stage the applicant will be informed of the outcome.

At any point during this process the person seeking to transfer their specialist disability services interstate may write to the Tasmanian Portability Co-ordinator to request a copy of the information provided to the Department of Health and Human Services about their enquiry.

Please do not hesitate to contact the Tasmanian Portability Co-ordinator with questions about this form or the interstate transfer process. You may also obtain a copy of the Moving Interstate Information Sheet on our website www.dhhs.tas.gov.au or by telephoning 03 6230 7600 or using the email address noted above. 


	Section 1a: Details for the person seeking to transfer services interstate

	Full Name:      

	Date of Birth:   /   /       
	Gender:     Male  FORMCHECKBOX 
     Female  FORMCHECKBOX 


	Moving from 

	Residential Address:      

	Suburb/town:      

	State/Territory:      
  
	Post Code:      
	Telephone:      
E-mail:      

	Moving to 

	Residential Address:      

	Suburb/town:      

	State/Territory:      
  
	Post Code:      
	Telephone (if known):      

	About the move 

	When do you intend to move?      


	If you have already moved, when did you move?      


	Is the move intended to be permanent?                                      Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

If No, when do you expect to return? 


	Section 1b: Disability Support Needs And Services 

	A) The type of disability/ies 
that support is usually needed for:


	Intellectual                   FORMCHECKBOX 
     Psychiatric                   FORMCHECKBOX 
     Physical         FORMCHECKBOX 

Autism                         FORMCHECKBOX 
     Neurological                 FORMCHECKBOX 
    Sensory          FORMCHECKBOX 

Acquired Brain Injury   FORMCHECKBOX 
     Developmental Delay   FORMCHECKBOX 
    Other (please specify):      

	B) Service and support received before move:  (please list each service or support in a separate column)

	i) Type of Service or support:
Accommodation, Day Activities, Personal Care or other (if other please specify)
	Service type
     

 FORMTEXT 
     
	Service type

     

 FORMTEXT 
     
	Service type

     

 FORMTEXT 
     
	Service type

     

 FORMTEXT 
     

	ii) Average hours of support received per week (ie. 14 hours)
	      hours
	      hours
	      hours 
	      hours

	iii) Service provider name (ie. Angel Hands)
	     
	     
	     
	     

	iv) Is this service delivered by a service provider who gets government funds to deliver it (Government) or by family, friends, community group or similar at a cost you or your family pays or free of charge (Family) or both (Both)? 
	Government    FORMCHECKBOX 

Family              FORMCHECKBOX 

Both                 FORMCHECKBOX 

	Government    FORMCHECKBOX 

Family              FORMCHECKBOX 

Both                 FORMCHECKBOX 

	Government    FORMCHECKBOX 

Family              FORMCHECKBOX 

Both                 FORMCHECKBOX 

	Government    FORMCHECKBOX 

Family              FORMCHECKBOX 

Both                 FORMCHECKBOX 


	C) Will this type of service/support be needed after the move - yes (Y), no (N) or unsure (U)? 
	(Y)                    FORMCHECKBOX 
      

(N)                    FORMCHECKBOX 

(U)                    FORMCHECKBOX 

	(Y)                    FORMCHECKBOX 
      

(N)                    FORMCHECKBOX 

(U)                    FORMCHECKBOX 

	(Y)                    FORMCHECKBOX 
      

(N)                    FORMCHECKBOX 

(U)                    FORMCHECKBOX 

	(Y)                    FORMCHECKBOX 
      

(N)                    FORMCHECKBOX 

(U)                    FORMCHECKBOX 



	SECTION 2:  Details of person completing and submitting this form


	 FORMCHECKBOX 
    I am the person seeking to transfer specialist disability services interstate.
 FORMCHECKBOX 
    I am not the person seeking to transfer specialist disability services interstate named in section 1a of this form but have the authority to represent this person. 
My relationship with the person seeking  to transfer their specialist disability services interstate is:       

Signature of authorised contact person:      
Date:    /    /        



	Section 3a 

Authorised Contact Person Details Before The Move 

This section should be completed before the move by the authorised contact person, whether they are the person seeking assistance themselves, or another person accepting the role of authorised contact person for the purpose of this enquiry for interstate assistance.

	Name


	Title:      
First name:      
Surname:      

	Postal Address

	Post box or street number & name:       
Suburb/ town/city:      
State or territory:                                                                                            

Post code:     

	Phone
 
	Home:      
Work:      
Mobile:      

	Email

	Home:      
Work:      

	Authority to provide and receive confidential information

I have authority to provide and receive information and material relevant to this enquiry for the person named in Section 1a of this form, including but not limited to, information provided in this form.

I have authority and authorise the  Department of Health and Human Services  to release this information to relevant State or Territory program managers and officers facilitating progress on this enquiry. 

Signature:                                                                            

Date:    /    /        
(Section 3 is continued over page)


	Section 3b 

Authorised Contact Person Details After The Move 

This section should be completed after the move by the authorised contact person, whether they are the person seeking assistance themselves, or another person accepting the role of authorised contact person for the purpose of this enquiry.

	Are all of the authorised contact person’s details the same before and after the move? Yes   FORMCHECKBOX 
  If yes, then complete the ‘Authority to provide and receive confidential information’ section only.

No     FORMCHECKBOX 
  If no, then complete please complete all details below.

	Name


	Title:      
First name:      
Surname:      

	Postal Address

	Post box or street number & name:       
Suburb/ town/city:      
State or territory:      
Post code:     

	Phone
 
	Home:      
Work:      
Mobile:      

	Email

	Home:      
Work:      

	Authority to provide and receive confidential information

I have authority to provide and receive information and material relevant to this enquiry for the person named in Section 1a of this form, including but not limited to, information provided in this form.

I have authority and authorise the Department of Health and Human Services to release this information to relevant State or Territory program managers and officers facilitating progress on this enquiry.

Signature:      
Date:    /    /        


Notes

¹ Department of Health and Human Services considers an authorised contact person to be someone recognised under the relevant sections of the Insert names of relevant acts (for example:  'Guardianship Act 1987', 'The NSW Privacy and Personal Information Act 1988' and the 'Health Records and Information Privacy Act 2002')






Insert name of agency including address, phone, fax, email and website.

