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External Prescription Form
Community Aids and Equipment Program

Applicant details
Full name:

Date of birth:

Address:

		  Suburb	 Postcode

   Record in eCAEP

Program
   CAEP	    CoSA	    CoSP/DSOA

Prescriber details
Full name:

Organisation:

Position Title:

Address:

		  Suburb	 Postcode

Phone:

Email:

CAEP service provider details
CAEP Coordinator:

Organisation:

Phone:

Email:



Eligibility criteria
Please complete all sections.

Does the applicant hold any of the following cards?

	 Pensioner Concession Card     

	    Yes        No  (If yes, please record the card number)

	 Health Care Card Number     

	    Yes        No  (If yes, please record the card number)

Has the applicant had a hospital admission in the past 3 months?	    Yes        No

Is the hospital admission related to this equipment prescription?	    Yes        No

If yes, specify reason to apply to CAEP

Has the applicant received or applied for a compensation settlement? 	    Yes        No

If yes, specify reason to apply to CAEP

Is the applicant a holder of a White or Gold Veterans Affairs Card? 	    Yes        No

If yes, attach written documentation from the Department of Veteran Affairs that they are not entitled to the equipment.

Indicate the applicant’s residential situation in the community.

	    Private residence        Group home        Public housing

	    State Government funded nursing home  

Equipment details
CAEP item number and description:

Ceiling price:

Quoted cost:

GST:

Applicant/other contribution:

CAEP amount requested:
Less GST and contribution



Supplier details
Quote number:

TGA registration:

Delivery address
Address:

		  Suburb	 Postcode

Alternative funding considered
Other funding options should be canvassed prior to CAEP application submission. Please provide details of funding 
options canvassed and include the outcomes.

Background
Dot points are acceptable: e.g. age, living condition, limitations/issues with the current equipment. 

Assessment findings
Dot points are acceptable: e.g. current capacity and assessment outcomes. 



Features required and functional outcomes
Dot points are acceptable: e.g. relate to assessment finding 1, XX features are required on the equipment to achieve 
YY (the functional outcomes).

Equipment options considered
Dot points are acceptable: e.g. availability of equipment or service if relevant. 

Trial outcomes
Dot points are acceptable: e.g. option 1, trial timeline, outcome. 

Handover/training required 
Does the applicant/carer require additional training to use the equipment in a functional manner?
Specify the handover/training planned.

Final recommendation 
Reason for recommended equipment and summary.



Please ensure you have completed all sections and attached any/all of the following

   Clinical Rationale

   Outcome of alternative funding canvassed    

   Relevant supporting information e.g. photos or diagrams     

   Quotes – please note: one quote is sufficient to be attached with the application for 
equipment. However, the service provider should obtain more than one quote for their process, 
where possible.     

Home modifications applications must also have the following attached

   Itemised written scope of works      

   Technical (CAD) drawings - before and after plans     

   Costing Sheet  

   Quotes – please note: evidence that you have pursued three quotes must be provided    

Prescribers Signature 

Please sign application:

Specifiers level:		  Date:

Forward this form and supporting documents to CAEP Budget Holder.

Type of application
CAEP Budget Holder to complete: 

   Item above ceiling 

   Item not on imprest list

   Item on imprest list 

   Client does not meet CAEP eligibility

Produced by the Clinical Excellence Division
© Department of Health 2023

Copyright to this material is vested in the State of Western Australia unless otherwise indicated. Apart from any 
fair dealing for the purposes of private study, research, criticism or review, as permitted under the provisions of the 
Copyright Act 1968, no part may be reproduced or re-used for any purposes whatsoever without written permission of 
the State of Western Australia.
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This document can be made available 
in alternative formats.
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