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  Worker Details

Surname_____________________________________________  Phone Number	 (W)________________________________

Mr/Mrs/Miss/Ms________________________________________	 (H) ________________________________

First Name____________________________________________  Date of Birth ______________________________________

Address______________________________________________  Interpreter Required      Yes       No

___________________________________________________  Language ________________________________________

___________________________________________________  Occupation _______________________________________

  Employer Details	  Insurer Details

Company_____________________________________________  Company _ _______________________________________

Contact ______________________________________________  Contact __________________________________________

Address _ ____________________________________________  Claim Number _____________________________________

___________________________________________________  Address _ ________________________________________

Phone _______________________________________________  ________________________________________________

Fax _________________________________________________  Phone ___________________________________________

Email _______________________________________________  Fax _____________________________________________

Site Contact _ ________________ Phone ____________________  Email ___________________________________________

  Injury Details

Date of Injury__________________________________________  Nature of Injury ____________________________________

Cause of Injury _ _______________________________________________________________________________________

  Nominated Treating Doctor (NTD)

Name_ ______________________________________________  Phone __________________ Fax ______________________

Address _ ____________________________________________________________________________________________

  Services Required (please tick)

  RTW Coordination Assistance	     Risk Assessment

  Workplace Assessment	     Assessment – Activities of daily living

  Workplace Assessment (Ergonomic)	     Pre-Employment Assessment – (Medical only)

  Initial Rehabilitation Assessment	     Pre-Employment Assessment – (Functional only)

  Functional Capacity Assessment	     Pre-Employment Assessment – (Medical & Functional only)

  Other (specify)_______________________________________________________________________________________

  Comments

___________________________________________________________________________________________________

Referred by_ __________________________________________  Title ____________________________________________

Signature_____________________________________________  Date ____________________________________________

Referral Form


