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Request for NDIS Service Provision during School Hours 
 

As per DoE guidelines, the provision of NDIS therapy services during school hours is at the 
discretion of the School Principal. Parents/carers must complete this form, secure the 
documents listed and provide them to the school in advance of any NDIS service provision 
commencing in the school. Prior to completing this form, please read the Lucas Gardens 
School – Guideline for the Provision of Therapy Services in School document. One form may 
be used for multiple service providers. 

Permission is granted by the School Principal following recommendation by the Learning 
Support Team. The school must process all provider details before checks and verifications 
are conducted by The Department of Education, who reserve the right to refuse permission. 
These processes take time to conduct, so please provide all documents with this in mind. 
Lucas Gardens School values the role that parents/carers play in their child’s education and 
know that the best outcomes are achieved when school staff and parents/carers collaborate.  

 

Student Name………………………….………. Class Teacher………………………….. 

Service Provision Requested  

Service Provision 
Requested 

Organisation  Provider Name & 
Provider Number 

Speech Pathology   
 

Occupational Therapy   
 

Physiotherapy   
 

Other (please detail)   
 

 

Therapy services can only be considered once the parent/carer provides all the 
following provider’s documents to the school.  

I have attached (please  ) 

 Working with Children Clearance Letter and contact phone number 

 100 points of original identification (one with photo ID and DOB details) 

 Appendix 11 (refer to following pages) 
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  Certificate of Currency with public liability insurance of no less than $20 million 

  Certificate of Currency with professional Indemnity of no less than $2 million 

 Certificate or Currency with workers compensation/personal insurance  

 Department of Education External Mandatory Child Protection Certificate 

 First Aid Certificate (if requested by the School Principal) 

 CPR Certificate (if requested by the School Principal) 

 ASCIA Anaphylaxis Certificate (if requested by the School Principal) 

Expected outcome or goal of therapy service: 

…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………
………………………………………………………………………………………………… 

The service is an: (please ) 

 Intervention or 

 Observation 

Frequency of Service                 Session Time  Duration of Service 

 Weekly                                       30 minutes   Term One 

 Fortnightly                                  60 minutes   Term Two 

 Monthly                                      Other: …………….  Term Three 

 Once or twice per term     Term Four 

 

Is there a clear link between the therapy service goal and the student’s 
Personal Learning Support Plan (PLSP)? (please )        

 Yes (If yes, please identify the link)…………………………………………………… 

……………………………………………………………………………………………   

 No 

 

 



Will the therapist be available to attend a Learning Support Team Meeting? 
(please  )    

  Yes     

  No 

  I understand that a decision will be made regarding the provision of therapy 
services during school hours, after a Learning and Support Team Meeting for my 
child.  

  I understand that if there is no suitable times or learning space available in my 
child’s class the service cannot commence, rather, the request will be placed ‘on 
hold’ and reviewed at the end of the semester. 

  I have provided all completed relevant documents outlined on page 1. 

 

Parent/Carer Name (print)…………………………………………. Date.………………... 

Parent/Carer Signature………………………………………………………………………. 

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

Office Use only - To be completed by the School Principal 

 All documents attached and checked  

 100 points of original documents sighted and copied by…………….Date……….. 

 Date Probity Check Completed……………………………………..........……..……. 

 Result of Probity Check………………………………………………………………… 

 Clear link established between therapy service goal and PLSP. 

 Approved                                 Declined                             On Hold/Review 

Principal Signature…………………………………….. Date…………………………….. 

Comments……………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………
………………………………………………………………………………………………….. 

 

 



 



 



 



 



 



 



 

 

Jenny Zagas 

PRINCIPAL 

October 2017 

 



 

 

 

 

 

 

 

 



 

 


