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Team Based Care: 
together everyone achieves more 



Objectives

Explore referrals, collaboration and billing requirements for:

Chronic Disease Team Care Arrangements 

First Nations Allied Health referrals

Diabetes Group services

Nurse & Aboriginal Health Practitioner support and monitoring 



Why team 
based care?



Barriers to 
team based care



Communication 
in Team Care

RACGP guide for ensuring good 

referral outcomes for your patients

https://www.racgp.org.au/FSDEDEV/media/documents/Running%20a%20practice/Practice%20resources/Referring-to-other-medical-specialists.pdf
https://www.racgp.org.au/FSDEDEV/media/documents/Running%20a%20practice/Practice%20resources/Referring-to-other-medical-specialists.pdf


Team Care Arrangement –
team members

A multidisciplinary team includes:

•the patient’s usual medical practitioner

•at least 2 other collaborating health or care providers, 

one of whom may be another medical practitioner.

Each person in the team must be providing a different

type of ongoing treatment or service. Not all members of 

the team need to be Medicare eligible health 

professionals.

Explanatory Notes AN.0.47 –

Chronic Disease Management MBS Items 

http://www9.health.gov.au/mbs/fullDisplay.cfm?type=note&qt=NoteID&q=AN.0.47
http://www9.health.gov.au/mbs/fullDisplay.cfm?type=note&qt=NoteID&q=AN.0.47
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•Pharmacist

•Pathology or radiology services

•Optometry

•Dentist

•Disability service providers

•Palliative care services

•Home care providers

•Teachers Aide or Education support

•Residential respite care

•Assisted fertility or IVF clinic

•Housing support services

•Drug and Alcohol services

•Phone services (e.g Quitline, Get Healthy)

•Social work or counselling

•Gym, Personal trainer or weight loss clinic

•Meal preparation/delivery services

•Equipment supply and maintenance

•Employment support services

•Transport services

•Community and social groups

Other providers that 
might be involved in 

the patient's care:

https://thephn.com.au/education-resources/quality-care-plans-to-improve-patient-outcomes

https://thephn.com.au/education-resources/quality-care-plans-to-improve-patient-outcomes


When coordinating the Team Care Arrangement:

•discuss the steps involved in developing the TCAs with your patient

•record whether your patient agrees to proceed

•discuss the multidisciplinary team who’ll contribute to the TCAs and provide treatments and 

services.

When documenting the Team Care Arrangement, include:

•treatment and service goals for the patient

•treatment and services that collaborating providers have agreed to give

•actions the patient needs to take

•review dates.

Once you have completed the Team Care Arrangement document:

•offer a copy of it to the patient

•give copies of the relevant parts of the document to the collaborating providers

•add a copy of the document to the patient's medical record.

www.servicesaustralia.gov.au/chronic-disease-

gp-management-plans-and-team-care-arrangements

Team Care Arrangement - documentation

http://www.servicesaustralia.gov.au/chronic-disease-gp-management-plans-and-team-care-arrangements
http://www.servicesaustralia.gov.au/chronic-disease-gp-management-plans-and-team-care-arrangements


Team Care Arrangement - Billing
Consent vs Collaboration

Consent is given by a patient for the Medical 

Practitioner to coordinate and review a GP 

Management Plan

Consent is given by a patient for the Medical 

Practitioner to share relevant information and 

documents with other members of the care 

team

Consent is a patient signing the DB4 

Assignment of Benefit form for the Medical 

Practitioner to bulk bill

Collaboration means communicating with 

the other providers involved in Team Care 

Arrangements to discuss potential treatments 

or services they will provide.

Communication must be two-way, preferably 

oral or, if not practicable, in writing. It should 

relate to the specific needs and 

circumstances of the patient. 

Communication from the collaborating 

providers must include advice on treatment 

and management of the patient. 

AskMBS Advisory –

General Practice Services 2

AskMBS Advisory –

General Practice Services 1

https://www.health.gov.au/sites/default/files/documents/2022/10/askmbs-advisory-2-general-practice-services_0.pdf
https://www.health.gov.au/sites/default/files/documents/2022/10/askmbs-advisory-2-general-practice-services_0.pdf
https://www.health.gov.au/sites/default/files/documents/2022/10/askmbs-advisory-1-general-practice-services-askmbs-advisory-1-general-practice-services_0.pdf
https://www.health.gov.au/sites/default/files/documents/2022/10/askmbs-advisory-1-general-practice-services-askmbs-advisory-1-general-practice-services_0.pdf
https://www.health.gov.au/sites/default/files/documents/2022/10/askmbs-advisory-1-general-practice-services-askmbs-advisory-1-general-practice-services_0.pdf


Allied Health services for 
First Nations people

Indigenous Australians with a current health 

assessment can be referred for up to 5 allied health 

follow-up services per calendar year.

Where a First Nations person also has a chronic 

disease and care plan, these allied health visits are 

available in addition to TCA visits

www.servicesaustralia.gov.au

/aboriginal-and-torres-strait-

islander-health-assessments-

and-follow-up-services

http://www.servicesaustralia.gov.au/aboriginal-and-torres-strait-islander-health-assessments-and-follow-up-services
http://www.servicesaustralia.gov.au/aboriginal-and-torres-strait-islander-health-assessments-and-follow-up-services
http://www.servicesaustralia.gov.au/aboriginal-and-torres-strait-islander-health-assessments-and-follow-up-services
http://www.servicesaustralia.gov.au/aboriginal-and-torres-strait-islander-health-assessments-and-follow-up-services


Diabetes 
Group services

Patients with type 2 diabetes can also access group 

services for:

•diabetes education

•exercise physiology

•dietetics

Each calendar year, a referred patient with type 2 

diabetes who has a current GP Management Plan 

can receive a Medicare subsidy for: 

• One suitability assessment service

• Eight group sessions.

Medicare Benefits Schedule - Note MN.9.1

http://www9.health.gov.au/mbs/fullDisplay.cfm?type=note&q=MN.9.1&qt=noteID&criteria=group%20type%202


Practice Nurse and
Aboriginal Health Practitioner

support and monitoring 

https://thephn.com.au/education-resources/utilising-

nurse-visits-under-medicare-to-ease-pressure-on-gp-

shortages-and-improve-patient-outcomes

Items 10997 and 10987 may be used to provide:

•Checks on clinical progress and service access;

•monitoring medication compliance;

•Education, monitoring and counselling activities, 

lifestyle and self management advice;

•Examinations/interventions as indicated by the health 

check and;

•collection of information to support reviews of Care 

Plans.

https://thephn.com.au/education-resources/utilising-nurse-visits-under-medicare-to-ease-pressure-on-gp-shortages-and-improve-patient-outcomes
https://thephn.com.au/education-resources/utilising-nurse-visits-under-medicare-to-ease-pressure-on-gp-shortages-and-improve-patient-outcomes
https://thephn.com.au/education-resources/utilising-nurse-visits-under-medicare-to-ease-pressure-on-gp-shortages-and-improve-patient-outcomes
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www.servicesaustralia.gov.au/mbs-education-for-health-professionals

http://www.servicesaustralia.gov.au/mbs-education-for-health-professionals
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