Letterhead

	Advocacy Management Plan


Name:
…………………………………………..................................................................

Address:
…………………………………………………………………………………
D.O.B:………………………....

Disability Support Pension Confirmed:   Yes      No

Disability Diagnosis:………………………………………………………………………

Public Trustee/Administrator:       Yes        No

Formal Guardianship:    Yes       No

Details:……………………………………………………………………………………….
Contact Person:…………………………………….
Contact No:……………………..



Ethnicity:
□
Aboriginal

□
Aboriginal & Torres Strait 








Islander




□
Other (please specify……………………………………….

Case Officer: ……………………………………
Contact No. …………………..
Outcome of Conflict Check:………………………………………………………
Presenting Issues:

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

Assessment and Prioritisation, issue by issue:

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..
…………………………………………………………………………………………..
Strategies/Interventions to be used:

……………………………………………………………………………………….....

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

Action to be taken:

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

Individual’s desired outcomes of support received:

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

Case Management Plan developed in consultation with:
…………………………………………………………………………………………..

…………………………………………………………………………………………..

Who will provide the required support?

· Within the organisation
…………………………………………………..

· Other agencies

…………………………………………………..

…………………………………………………………………………………………..

For what length of time is support required?

· Within the organisation
…………………………………………………..

· Other agencies

…………………………………………………..

Commencement & Proposed End Date: ………………………………………..

Review Date for Individual Case Plan:…………………………………………..
Conditions:……………………………………………………………………………

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

…………………………………………………………………………………………..

Case Plan Authorised by:

……………………………………………

…………………………………..

Signature of Client




Date

……………………………………………

…………………………………..

Signature of Nominated Support Person 
Date 

……………………………………………

…………………………………..
Signature of Advocate



Date
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