NDIS Service Agreement
This Service Agreement is made between the Provider and the Participant. It explains what supports will be given, how they will be delivered, and the responsibilities of everyone involved.
The language in this agreement has been kept simple so it is easy to understand.

1. Your Details
Participant Name: _______________________________
NDIS Number: _________________________________
Date of Birth: ________________________________
Address: ______________________________________
Phone / Email: _________________________________
Nominee / Guardian (if any): _____________________

2. Provider Details
Provider Name: ________________________________
Contact Person: ________________________________
Phone / Email: ________________________________
Address: ______________________________________
NDIS Provider Number (if registered): _____________________

3. Supports You Will Receive
The Provider agrees to give the Participant the following supports:



These supports will follow the rules and goals of the NDIS.
The supports will be provided:
· At the following times: ____________________________
· At the following locations: __________________________

4. How Much the Supports Cost
The Provider will charge prices in line with the current NDIS Pricing Arrangements.
If you receive supports on different days of the week, the cost may change depending on:
· Weekday rates
· Evening or weekend rates
· Public holiday rates
· Different types of supports (for example: community access, personal care, transport)
The Provider will explain all rates clearly before supports begin.
Hourly / Support Rates: - Weekday rate: ______________________________ - Evening / weekend rate: ______________________ - Public holiday rate: __________________________ - Other charges (if any): ________________________
The Participant will receive clear invoices or statements that show:
· The date of support
· The type of support delivered
· The length of the support
· The cost for that support

5. How Payment Will Work
Please tick one:
☐ My plan is Self-Managed – Participant pays the Provider directly.
☐ My plan is Plan-Managed – My Plan Manager will pay the Provider.
☐ My plan is NDIA-Managed – The Provider claims payment through the NDIS Portal.
If you are Plan-Managed:
Please provide your Plan Manager’s details so invoices can be sent correctly.
Plan Management Company: __________________________
Plan Manager Name: ________________________________
Plan Manager Email: ________________________________
Plan Manager Phone: ________________________________
Invoices will be sent to the Plan Manager, who agrees to pay within 14 days.

6. Your Responsibilities (Participant)
You agree to:
· Treat staff with respect.
· Tell the Provider if your needs change.
· Give the Provider enough notice if you need to cancel.
· Pay for supports as agreed.

7. Provider Responsibilities
The Provider agrees to:
· Deliver supports safely and respectfully.
· Listen to your choices and goals.
· Communicate clearly and in an accessible way.
· Keep your information private unless the law says otherwise.
· Give you notice if there are changes to supports or pricing.

8. Cancellation Rules
If you need to cancel a support, please give at least 24 hours’ notice.
If less than 24 hours’ notice is given, a cancellation fee may be charged according to NDIS Pricing Arrangements.

9. Ending This Agreement
Either party may end this agreement at any time. To end the agreement:
· Provide at least 7 days’ written notice, or
· End it sooner if both parties agree.

10. Concerns or Complaints
If you are unhappy or unsure about something, please contact the Provider. They will try to fix the problem quickly.
If you need additional help, you can contact:
NDIS Quality and Safeguards Commission
Phone: 1800 035 544

11. Privacy
The Provider will protect your personal information. Your details will only be used to deliver supports, unless you give permission for something else.

12. Agreement Start Date
This Agreement starts on: __________________________
This Agreement ends on: ___________________________

13. Signatures
Participant / Nominee
Name: ___________________________________________
Signature: ________________________________________
Date: ____________________________________________
Provider
Name: ___________________________________________
Position: _________________________________________
Signature: ________________________________________
Date: ____________________________________________
