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NSW Life Support Rebate 
APPLICATION FORM Retail Customers

This form is to be used when the resident receives an electricity bill from an electricity retailer of their choice. 

To be eligible for the NSW Life Support Rebate you must be a NSW resident, be responsible for the payment of 

the electricity account at your principal place of residence where either yourself or another person living at the 

same address relies on electricity to operate approved Life Support Equipment. 

Note: you will need to reapply for this rebate every 2 years. 

APPLICANT DETAILS 

Applicant must be an electricity account holder. 

Please Ms Mrs Miss Mr Other ..............................
 

First Name: ........................................................................................................................................................................
 

Last Name: ........................................................................................................................................................................
 

Residential Address: ..........................................................................................................................................................
 

Suburb: .................................................................................................................. Postcode: ................................. NSW
 

Home Phone: ............................................................................ Mobile: ...........................................................................
 

Postal Address (if different from residential address): .......................................................................................................
 

Suburb: .................................................................................................................. Postcode: ................................. NSW
 

Email Address: ...................................................................................................................................................................
 

3

ELECTRICITY RETAILER DETAILS 

Electricity Retailer Name: .................................................................................................................................................
 

Electricity Account Number: 

PATIENT DETAILS 

Name of Patient who uses Life Support Equipment: …………………………………………………………………………… 

Contact Phone: ................................................................................................................................................................. 

Page 1 of 5 Please complete pages 1, 2 & 3 of this application form 



   
  

 
  

  

  

 

   

  

       

        

   
   

 

     

   

    

 
 

     

          

           

             

              

  

  

 

    

                                        

2 

NNSSWW LLiiffee SSuuppppoorrtt RReebbaattee 
AAPPLPPLIICCAATTIIOONN FFOORRMM Retail Customers

MEDICAL PRACTITIONER DETAILS 

Practitioner First Name: …………………………………………....……………………………....………………………….. 

Practitioner Last Name: …………………………………...............……………………………....………………………….. 

Provider Number: ……………………………………………………………………………………………………………….. 

Name of Patient: ………………………………………………………………………………………………………………… 

Address of Patient: ………………………………………………………………………………… ………………………….. 

Name of Place where the Patient was Reviewed: ………………………………………………………….......................... 

(Hospital/clinic/practice) 

Phone Number of the Place where the Patient was Reviewed: .......………………………………………........................ 

(Hospital/clinic/practice) 

APPROVED LIFE SUPPORT EQUIPMENT PRESCRIBED FOR THE PATIENT 

7KH�PHGLFDO�SUDFWLWLRQHU�LV�UHTXLUHG�WR�WLFN�WKH�UHOHYDQW�ER[HV�EHORZ��6HH�¶$WWDFKPHQW��·�IRU�PRUH�LQIRUPDWLRQ�RQ� 
approved Life Support Equipment. 

Please Tick 3 Equipment 4XDOLÀFDWLRQ 

Power Wheelchair 
3DWLHQW�PXVW�EH�FODVVLÀHG�DV�D�TXDGULSOHJLF 
NOTE: does not include mobility scooters 

Oxygen concentrators (FT) Machine is used continuously for 24 hours a day 

Oxygen concentrators (PT) Machine is used less than 24 hours a day (part-time) 

Positive Airways Pressure (PAP) Device (FT) Machine is used continuously for 24 hours a day 

Positive Airways Pressure (PAP) Device (PT) Machine is used less than 24 hours a day (part-time) 

Enteral feeding pump -

External heart pump -

Home dialysis -

Phototherapy -

Total Parenteral Nutrition (TPN) pump -

Ventilators 
127(��GRHV�QRW�LQFOXGH�QHEXOL]HUV��KXPLGLÀHUV�RU� 
vaporizers 
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NNSSWW LLiiffee SSuuppppoorrtt RReebbaattee 
AAPPLPPLIICCAATTIIOONN FFOORRMM Retail Customers

MEDICAL PRACTITIONER DECLARATION 

,�FHUWLI\�WKH�DERYH�SDWLHQW�UHTXLUHV�WKH�XVH�RI�WKH�VHOHFWHG�OLIH�VXSSRUW�HTXLSPHQW� 

Signature of Medical Practitioner: ............................................................................................. Date: ..............................
 

APPLICANT DECLARATION AND AUTHORISATION 

���$OO�SDUWLFXODUV�SURYLGHG�RQ�WKLV�DSSOLFDWLRQ�IRUP�DUH��WR�WKH�EHVW�RI�P\�NQRZOHGJH��WUXH�DQG�FRUUHFW�� 
����7KH�HOHFWULFLW\�VXSSO\�DGGUHVV�IRU�P\�HOHFWULFLW\�DFFRXQW�LV�WKH�SULPDU\�SODFH�RI�UHVLGHQFH�IRU�WKH�DERYH�SDWLHQW��LI� 

patient is different from the applicant/electricity account holder). 

����,�XQGHUVWDQG�WKDW�WKLV�DSSOLFDWLRQ�LV�RQO\�YDOLG�IRU����PRQWKV�DQG�ZLOO�QHHG�WR�EH�UHQHZHG�DQG�YDOLGDWHG�E\�D�PHGLFDO� 
practitioner (my GP/Specialist) after this time. 

����,�XQGHUVWDQG�WKDW�WR�HQVXUH�SULRULW\�RI�VXSSO\�IRU�WKH�OLIH�VXSSRUW�PDFKLQH��P\�HOHFWULFLW\�VXSSOLHU�ZLOO�QHHG�WR�SURYLGH� 
my application details to the relevant electricity distributor. 

����,�ZLOO�QRWLI\�P\�HOHFWULFLW\�VXSSOLHU�LQ�ZULWLQJ�LI�P\�FLUFXPVWDQFHV�FKDQJH�LQFOXGLQJ�WKH�YDOLGLW\�RI�WKLV�DSSOLFDWLRQ�RU�P\� 
entitlements to the Life Support Rebate. 

Applicant Name (please print): .......................................................................................................................................... 

Applicant Signature: ................................................................................................................ Date: ............................... 

Page 3 of 5 Please complete pages 1, 2 & 3 of this application form 
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NSW Life Support Rebate
 
CHECKLIST 

PLEASE 3�EACH OF THE BELOW IF YOU HAVE COMPLETED THE ACTIVITY 

���������,�KDYH�ÀOOHG�LQ�SDJHV������ 	���RI�WKLV�DSSOLFDWLRQ�IRUP� 

My medical practitioner has completed and signed the relevant sections. 

���������,�KDYH�VLJQHG�DQG�GDWHG�WKH�$SSOLFDQW�'HFODUDWLRQ� 	�$XWKRULVDWLRQ� 

PRIVACY POLICY 

7KH�SHUVRQDO�LQIRUPDWLRQ�\RX�SURYLGH�LQ�WKH�DSSOLFDWLRQ�IRUP�LV�VXEMHFW�WR�WKH�3ULYDF\� 	�3HUVRQDO�,QIRUPDWLRQ� 
3URWHFWLRQ�$FW�������,W�LV�EHLQJ�FROOHFWHG�E\�\RXU�HOHFWULFLW\�UHWDLOHU�IRU�SXUSRVHV�UHODWHG�WR�SURFHVVLQJ�\RXU�DSSOLFDWLRQ� 
IRU�DQ�HQHUJ\�UHEDWH��)XUWKHU�LQIRUPDWLRQ�FDQ�EH�REWDLQHG�IURP�WKH�'HSDUWPHQW�RI�,QGXVWU\��6NLOOV�DQG�5HJLRQDO� 
Development website at www.industry.nsw.gov.au/legal/privacy. 

ELIGIBILTY CRITERIA 

To be eligible for the Life Support Rebate a person must: 

���EH�D�UHVLGHQW�LQ�1HZ�6RXWK�:DOHV��DQG 

����EH�D�FXVWRPHU�RI�WKH�UHWDLOHU��RU�D�ORQJ�WHUP�UHVLGHQW�RI�DQ�RQ�VXSSOLHG�UHVLGHQWLDO�FRPPXQLW\��RU�D�UHVLGHQW�RI�DQ� 
RQ�VXSSOLHG�UHWLUHPHQW�YLOODJH��RU�D�UHVLGHQW�RI�DQ�RQ�VXSSOLHG�VWUDWD�VFKHPH��DQG�ZKRVH�QDPH�DSSHDUV�RQ�WKH� 
electricity account for supply to his or her principal place of residence where approved equipment (see approved list 

LQ�$WWDFKPHQW����LV�XVHG�E\�WKH�FXVWRPHU�RU�DQRWKHU�SHUVRQ�ZKR�OLYHV�DW�WKH�VDPH�DGGUHVV��DQG 

����VXEPLW�D�YDOLG�DSSOLFDWLRQ�IRUP�DV�SURYLGHG�E\�WKH�'HSDUWPHQW�RI�,QGXVWU\��6NLOOV�DQG�5HJLRQDO�'HYHORSPHQW��WKH� 
'HSDUWPHQW���ZKLFK�ZLOO�EH�PDGH�DYDLODEOH�WR�FXVWRPHUV�RQ�WKH�'HSDUWPHQW·V�ZHEVLWH��GXO\�VLJQHG�E\�D�UHJLVWHUHG� 
medical practitioner (who is not the applicant) to verify that the use of the approved life support equipment is
 

required at his or her principal place of residence.
 

Send your application directly to 

your electricity retailer. 

The rebate will be paid from the day they 

receive your completed form. 

1HHG�KHOS�ÀOOLQJ�LQ�WKLV�IRUP"� 
&DOO�6HUYLFH�16:�RQ�������� 

:+(5(�'2�,�6(1'�0<�&203/(7('�)250" 

Support Services: 

1DWLRQDO�5HOD\�6HUYLFH�������������� 

77<�8VHUV��������� 

7UDQVODWLRQ� 	�,QWHUSUHWHU�6HUYLFHV��������� 

'HSW��RI�+XPDQ�6HUYLFHV��&HQWUHOLQN���������� 

'HSW��RI�9HWHUDQV·�$IIDLUV��'9$���������� 

More Information: 

www.resourcesandenergy.nsw.gov.au/info/lifesupportrebates 

Page 4 of 5 Please complete pages 1, 2 & 3 of this application form 
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NSW Life Support Rebate 
ATTACHMENT 1 Approved Life Support Equipment List

)25�0(',&$/�35$&7,7,21(5·6�86( 
List of Approved Life Support Equipment 

Equipment Examples of brand names* Daily Rate 

3RZHU�ZKHHOFKDLUV�IRU�TXDGULSOHJLFV 
4XLFNLH��=LSSLH�HWF��127(��GRHV�QRW� 
include mobility scooters 

����� 

2[\JHQ�FRQFHQWUDWRUV��)7� Devilbiss etc 
�������PDFKLQH�PXVW�EH�XVHG� 
continuously for 24 hours a day) 

2[\JHQ�FRQFHQWUDWRUV��37� Devilbiss etc 
�������PDFKLQH�LV�LQ�XVH�IRU�OHVV�WKDQ���� 
hours a day) 

3RVLWLYH�$LUZD\V�3UHVVXUH��3$3�� 
'HYLFH��)7� 

Continuous Positive Airways Pressure 

(CPAP), Bilevel or Variable Positive 

Airways Pressure (BiPAP or V-PAP) etc 

�������PDFKLQH�PXVW�EH�XVHG� 
continuously for 24 hours a day) 

3RVLWLYH�$LUZD\V�3UHVVXUH��3$3�� 
'HYLFH��37� 

Continuous Positive Airways Pressure 

(CPAP), Bilevel or Variable Positive 

Airways Pressure (BiPAP or V-PAP) etc 

�������PDFKLQH�LV�LQ�XVH�IRU�OHVV�WKDQ���� 
hours a day) 

(QWHUDO�IHHGLQJ�SXPS 

Kangaroo pump 

Companion-Abbott 

)OH[LÁRZ�SDWURO�SXPS 

����� 

External heart pump Left Ventricular Assist Device ����� 

Home dialysis 

Haemodialysis or Peritoneal automated 

cycler machines - Brand names include: 

Fresenius, Gambro, Baxter 

����� 

Phototherapy equipment Blue light therapy ����� 

7RWDO�3DUHQWHUDO�1XWULWLRQ��731��SXPS 
Volumatic pump 

Flowguard pump 
����� 

Ventilators 

/79�VHULHV��%UHDV��3/9�����HWF�� 
,URQ�/XQJ��127(��GRHV�QRW�LQFOXGH� 
QHEXOL]HUV��KXPLGLÀHUV�RU�YDSRUL]HUV 

����� 

NOTE: List of brand names against each piece of equipment has been included for information only, and is not exhaustive.
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