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                                   Patient Application for IPTAAS Subsidy**
	Patient Details

	Full Name
	

	Date of Birth
	

	Medicare Number 
	
	Individual Reference Number
	

	Residential Address
	

	Mobile Phone Number
	

	Authorised Contact Phone 
	
	Contacts Name
	

	Email Address
	



	Travel Details

	Date of Departure
	
	Date Returned Home
	

	Travel Distance From
	
	Travel Distance Return
	

	Location of Appointment
	
	Date of Appointment
	

	Overnight Stay Required
	☐ Yes     ☐ No
	Number of Nights 
	

	Escort Required
	☐ Yes     ☐ No
	Number of Escorts
	

	Does escort require additional room?
	☐ Yes     ☐ No
	Taxi Travel
	☐ Yes     ☐ No

	(1 escort permitted for Non-Aboriginal patients and up to 2 permitted for Aboriginal and/or Torres Strait Islander patients)

	Air Travel Required
	☐ Yes     ☐ No
	Coordinator Approval 
(Signature Required)
	

	Air Travel Reason
(Recommended by referring Doctor)
	

	ITC Patient
	☐ Yes     ☐ No
	Did ITC pay for accommodation and travel?
	☐ Yes     ☐ No

	Transport Third Party Armajun -ABN 98587746234        ☐ Yes     



	Banking Details for Reimbursement

	Account Name
	

	BSB Number
	
	Account Number
	




	Referring Doctor Details

	Doctor’s Name
	

	Practice Name
	

	Address
	

	If flights are required referring Doctor needs to indicate and sign previous page. 



	Specialist Details

	Full Name
	

	Practice Name
	

	Phone Number
	

	Address
	

	Provider Number
	



	Specialist declaration
(to be completed by the treating specialist or their delegate)

	I confirm that ______________________ (insert patient name) has attended an appointment/s on ___________________________ (insert date/s) and that the information I have provided in this form is complete and correct. I understand that giving false or misleading information is an offence.

	Name
	
	Date
	

	Signature
	



	Patient declaration
(to be completed by the patient, parent, guardian, escort, or authorised contact)

	I declare that the information I have provided in this form is complete and correct and the documents provided are genuine AND if applicable, I am authorised to complete this application on behalf of the patient.


	Name
	
	Date
	

	Signature
	


**Reimbursement for travel and accommodation is at IPTAAS rates
https://www.iptaas.health.nsw.gov.au/for-patients/subsidy-rates
Completed form must be returned to Armajun AHS Reception or E-mail Admin@armajun.org.au
rthorncroft@armajun.org.au
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