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Commonwealth Prac Payment –  
Exceptional Circumstances – 
Medical / Disability Information Form 

• This form will be used by The University of Queensland and the Australian Department of Education to assess the student’s
application for the Australian Government’s Commonwealth Prac Payment on the basis of exceptional circumstances.

• For further information, see the Department of Education website and FAQs and the Study Assist website
• Detailed information and guidance about eligibility, how to apply, and the documentation requirements are available for UQ

students on my.UQ
• Students must submit this form with their CPP Application Form and CPP Exceptional Circumstances form.
• This form must be completed by a registered medical practitioner (a medical doctor or specialist)

Medical documentation and information is handled per the Information Privacy Act 2009 (Qld) and UQ’s Privacy Policy. 

Health providers may be contacted for verification of authenticity or for clarification purposes if incomplete or unclear. 

Student Details 

Name Student number 

Date of birth dd / mm / yyyy 

Name (print): 

Treating 
professional’s 
stamp 

Occupation: 

Signature: 

Date: 

AHPRA 
Number/ 
professional 
registration: 

 

I confirm this student is not a near relative of mine (such as spouse, partner, child, brother, sister or parent) 
or a close associate of mine (such as friend, neighbour or partner or child of a colleague). 

Diagnosis Relevant assessment tools/diagnostic criteria used 
(eg DSM V, ADOS, DASS-21, WAIS-IV) 

Qualified Health Practitioner to complete remainder of form 

https://www.education.gov.au/commonwealth-prac-payment-cpp
https://www.education.gov.au/commonwealth-prac-payment-cpp
https://www.education.gov.au/commonwealth-prac-payment-cpp/frequently-asked-questions-cpp
https://www.education.gov.au/commonwealth-prac-payment-cpp/frequently-asked-questions-cpp
https://www.studyassist.gov.au/financial-and-study-support/student-income-support
https://my.uq.edu.au/financial-support-uq/cpp?p=1#1
https://my.uq.edu.au/financial-support-uq/cpp?p=3#3
https://my.uq.edu.au/financial-support-uq/cpp?p=2#2
http://my.uq.edu.au/financial-support-uq/cpp
https://www.health.gov.au/topics/doctors-and-specialists/about
https://www.legislation.qld.gov.au/view/html/inforce/current/act-2009-014
https://governance-risk.uq.edu.au/privacy/student-privacy-uq
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I confirm that the diagnosis outlined above had (or will have) a direct and significant impact on this student’s 
ability to 
☐ Attend placements for a minimum average of 30 hours a week  

☐ Meet the Need to Work and/or Income Test 

☐ Provide the required documentary evidence of their 
Income Support Payment 

 

☐ Other  

Please provide details: 

 

Date of  Expected ☐TEMPORARY 
Date of commencement: 
  
Expected date of recovery: 
 

diagnosis Duration 

Name of 
person who 
diagnosed 

  ☐DIAGNOSTIC REVIEW 

Review date:  

Profession 
(e.g. psychiatrist, 

  ☐LONG TERM (10year +) 

developmental   

pediatrician,   

optometrist)   
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