Support

Fund

PROCESS FOR COMPLETING THE DISABILITY

SUPPORT FUND COMPLETION REPORT:

1. It is necessary to return the Disability Support Fund Completion Report to the Project
Officer Carmel Hendriks within a month of the project end. Please forward to:
Disability Support Fund
48 McKillop Street,
Geelong 3220

2. Applicants are required to provide full and accurate details as requested on the

Completion Report Form. Details of what information is required for each question
appears on the Completion Report Form.

3. Faxed completion reports will be accepted as long as the original hard copies are
forwarded within 5 days.

4. The Completion Report is essential to the Disability Support Fund. If the form
becomes lost or you require further information to complete the form please do not
hesitate to contact the Project Officer (Carmel Hendriks) on rural toll free 1800 626 724
Office (03) 52 218 498, Fax 52 295 665, mobile 041 732 3396 or email dsf@bdrc.org.au.




DISABILITY SUPPORT FUND
COMPLETION REPORT

PLEASE ANSWER ALL QUESTIONSON THE COMPLETION REPORT

CONSUMERSDETAILS:

NAME

ADDRESS

DETAILS OF CASE MANAGER (If Applicable)

NAME

TITLE

SERVICE

CONTACT PHONE NUMBER

DATE

Question One
1. Please outline what you received funding for.



Question Two.
2. What did this funding help you achieve? How did the funding effect your life, if at all?
Please outline both positive and negative things.

Question Three
3. What plans, if any, do you have with accessing any similar / different services /
activities in the future because of this experience?

Question Four
4. Please comment on how difficult / easy you found applying to the Disability Support
Fund.



BUDGET DETAILS

Please provide details of all monies relevant to the Disability Support Fund Application,
include all receipts (originals or photocopies) and salary cost documentation if they

have not already been sent in.

Course Costs $
Travel Costs $
Equipment Costs $
Administrative Costs $
Other Costs $
TOTAL $

CONSUMERS DETAILS:
DISABILITY SUPPORT FUND DECLARATION

I agree that all conditions
(PRINT NAME)

of the Disability Support Fund have been observed

(SIGNATURE)

ADDRESS

Contact telephone number DATE

DETAILS OF CASE MANAGER (If Applicable)

NAME

TITLE

SERVICE

(Printed 8.8.00)



