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How does this application support the carer? 

If the application is in excess of $850 what are the extenuating circumstances? 

Title:    Mr     Miss     Mrs     Ms     Other ................  

First name ..................................................................................  

Family name...............................................................................  

Address ......................................................................................  

 ....................................................................................................  

Suburb .......................................................... Postcode .............  

State Wide UR No. .....................................................................  

Date of birth ..............................................................................  

  Male     Female     Other

AMHS name ...............................................................................................................................................................................................  

Address ......................................................................................................................................................................................................  

Suburb .............................................................................................................................................  Postcode ..........................................  

Program type:    Adult       Aged       CAMHS       Other 

Application details 

Carer details Consumer details 

Area Mental Health Service details 



 Please complete all fields. 
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A separate application is required for different suppliers. 
If the carer is being reimbursed for multiple purchases then only one application is required. 

Amount of funds requested in this application. $ .........................  (including GST)  $ ........................ (GST) 

    Supporting Documentation Attached

Payment to:    Supplier     Carer  

Payment is made by EFT or BPay only. Please provide the necessary payment details below. 

Electronic Funds Transfer (EFT)                   or              BPAY

Account name ...........................................................................

BSB ...........................................................................  

E.g. Case Manager, Carer Consultant, Clinician, etc.

First name ……………………...…………….…..….…....…….  Family name ………………..…………..….……….…………..……. Date …………………………… 

Position ......................................................................................................................................................................................................  

Email address ..................................................................................................................................  Phone ...............................................  

Name ………………………………………….….……………….. Signature …………………………..……..….………………………..  Date …………………………… 

Item details 

Item description: 

Payment details 

Applicant details 

Approved by 

Tandem acknowledges 
the support of the 
Victorian Government. 

Supplier:.........................................................................

Biller Code:.....................................................................

Reference (CRN):...........................................................Account number ......................................................  
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