
School High Health Needs Fund (SHHNF) 
Type 1 Diabetes – First Application 

[bookmark: _Hlk147311519]We are unable to accept incomplete applications. 
Each application must include: 
· Ākonga Information
· Health Needs Information (complete all sections)
· Declaration
· Medical Statement




1. What form to use:
· Use this form for ākonga with Type 1 Diabetes new to the SHHNF.

· For ākonga with Type 1 Diabetes already in SHHNF (or have been within the past 12 months) please complete the SHHNF Review Application – Type 1 Diabetes. 



2. What to do:
· An educator (not necessarily the classroom teacher) should complete the form with mātua or caregivers, and the professionals providing support to ākonga.

· Read the eligibility information for the School High Health Needs Fund before completing the application.

· [bookmark: _Hlk137466228]Check you have the latest version of the form at Apply for the School High Health Needs Fund. 



3. Email the completed form:
· Subject includes the name of ākonga
· From an individual or school email address (not directly from a copier)
· To manager.eligibility@education.govt.nz

An auto-response will be made immediately on receipt of the application. If an auto-response has not been received, please check your junk/spam folder. Only one auto response is sent each day. 





[image: ]


School High Health Needs Fund (SHHNF) 
Type 1 Diabetes – First Application 












	Ākonga Information
	
	Date:
	[bookmark: FormDate]     

	
	
	NSN:
	     



	Ākonga

	
	
	
	
	

	First name:
	[bookmark: StudentFirstName]     
	
	Family name:
	     

	
	
	
	
	

	Also known as:
	[bookmark: StudentPreferred]     
	
	Gender:
	     

	
	
	
	
	

	Date of birth:
	[bookmark: DOB]     
	
	Age:
	[bookmark: Years][bookmark: Months]      Years       Months

	

	Current Year Level:
	     
	
	Year Level Next Year:
	     

	
	
	
	
	

	Ethnic Group(s):
	1) 
	     
	2)
	     
	3)
	     

	
	
	
	
	

	First language:  
	     
	Other:
	[bookmark: FirstLanguage2]     






	Mātua/Caregiver
	Parent 1
	
	Parent 2

	
	
	
	

	First name:
	[bookmark: Parent1First]     
	
	[bookmark: Parent2First]     

	
	
	
	

	Family name:
	[bookmark: Parent1Last]     
	
	[bookmark: Parent2Last]     

	
	
	
	

	Postal address:
	[bookmark: Parent1Add]     
	
	[bookmark: Parent2Add]If different from Parent 1

	Postcode:
	[bookmark: Parent1Post]     
	
	[bookmark: Parent2Post]     

	
	
	
	

	Phone:
	[bookmark: Parent1Phone]     
	
	[bookmark: Parent2Phone]     

	
	
	
	

	Email:
	[bookmark: Parent1Email]     
	
	[bookmark: Parent2Email]     





	Early Childhood (if not yet attending school)

	
	
	
	
	

	Early childhood service:
	[bookmark: ECSName]     
	
	Facility No:
	[bookmark: ECSFacilityNo]     

	
	
	
	
	

	Early intervention provider:
	[bookmark: EIProvider]     



	School / School to be attended

	
	
	
	
	

	Enrolment date:
	[bookmark: EnrolDate]      (if not yet attending School)

	
	
	
	
	

	School Name:
	     
	
	Facility No:
	[bookmark: FacilityNo]     

	
	
	
	
	

	[bookmark: _Hlk65574580]Principal:
	[bookmark: Principal]     

	
	
	
	
	

	Postal address:
	[bookmark: SchoolAdd]     

	Postcode:
	[bookmark: SchoolPost]     
	
	
	

	
	
	
	
	

	Phone:
	[bookmark: SchoolPhone]     
	
	Email:
	[bookmark: SchoolEmail]     



	





You may enter one additional person to receive a letter with the decision for this application and subsequent review reminder letter if applicable: 

	Additional person 

	
	

	First name:
	[bookmark: FirstNameAdd]     

	
	

	Family name:
	[bookmark: FamilyNameAdd]     

	
	

	Position:
	If relevant

	

	

	Postal address:
	[bookmark: PostalAdd]     


	Postcode:
	[bookmark: PostcodeAdd]     

	
	
	
	
	

	Phone:
	[bookmark: PhoneAdd]     
	
	Email:
	[bookmark: EmailAdd]An email address must be provided










[image: ]



[bookmark: _Hlk137551390]March 2025	SHHNF Application Form – Type 1 Diabetes	
March 2025	SHHNF Application Form – Type 1 Diabetes	
Health Needs Information – Type 1 Diabetes
Provide details on the health needs of ākonga:

	Age when diagnosed:
	     

	Insulin Delivery
	☐ Pump             Date started on pump:      


	
	☐ Injection         Expected date to switch to pump, if applicable:      




Other Factors
Provide details of any other factors or diagnoses that may affect ākonga or impact on progress toward independence, if appropriate.
	Text box will expand






List the health professionals currently involved with ākonga:
	Name
	Job title

	[bookmark: HealthName1]     
	[bookmark: HealthJob1]     

	[bookmark: HealthName2]     
	[bookmark: HealthJob2]     

	[bookmark: HealthName3]     
	[bookmark: HealthJob3]     

	
	





The application cannot be considered without a current medical statement. Please refer to the medical statement for details.


Declaration
	Ākonga Name:



Mātua/caregivers
I have read the completed application and agree that it is a full and accurate description of my tamaiti.  I allow it to be given to and used by the Ministry of Education to decide on the eligibility of my tamaiti for the School High Health Needs Fund (SHHNF).  
If my tamaiti is eligible for the SHHNF, I give consent for this information to be given to others involved in the allocation of resources and to professionals providing support services for my tamaiti, and to be given to, and used by, educators and Ministry staff when deciding whether to proceed with any further applications for SHHNF. 
My tamaiti is not getting help at school from ACC because of high health needs. 

	Name:
	     
	Signature:
	
	Date:
	     





Educator’s Manager
	
I have read and support the application.


	Name:
	     
	
	Position:
	     

	
	
	
	
	     

	
Signature:
	
	
	Date:
	


Note pp’d signatures are not accepted.


Educator completing this application 
	I certify the:
· Information in this application is true, accurate, and current 
· Authenticity and integrity of all signatures
· Application has not been altered since obtaining the signatures
· Medical statement from within the last six months is attached.
· 
I understand there may be delays in the decision-making process if all information is not provided.

	
	
	
	
	

	
	
	
	
	

	Name of Educator:
	     
	
	Position:  
	     

	
	
	
	
	

	Place of employment:
	     

	
	
	
	
	

	Postal address:
	     

	
	
	
	
	

	Phone:
	     
	
	Email:
	     

	
	
	
	
	     

	Signature:
	
	
	Date:
	





	Ākonga name:
	     
	Date of Birth:
	     

	
	
	
	

	School name:
	     


Medical Statement

Medical specialist to complete [footnoteRef:2]  [2:   If ākonga does not have a specialist, this section may be completed by a GP. The Manager Assurance and Eligibility may seek an opinion from an independent paediatrician in this case.] 


As this is the first application the paediatrician or medical specialist must complete this section. 

The medical statement is for the Ministry of Education verifiers who consider and make decisions for SHHNF applications. It should support the application by providing relevant information which will enable the verifiers to gain an understanding of the current health needs of ākonga. 


Please provide specific details for this individual ākonga:
· Confirmation and date of Type 1 Diabetes diagnosis 
· Type of insulin delivery, i.e., injection or pump
· Any other relevant health or developmental issues

	[bookmark: SpecialistText]Please do not include general information on Type 1 Diabetes



	Name of Medical Specialist:
	[bookmark: SpecialistName]     

	

	Job title:  
	[bookmark: SpecialistJob]     

	

	Place of employment:
	[bookmark: SpecialistPlace]     

	

	Postal address:
	[bookmark: SpecialistPostal]     

	Postcode:
	[bookmark: SpecialistPostcode]     
	
	
	

	
	
	
	
	

	Phone:
	[bookmark: SpecialistPhone]     
	
	Email:
	[bookmark: SpecialistEmail]     



	Signature:
	
	
	Date:
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