
 

 

 
REQUEST FOR SERVICE 

 

Specific Service Required: 
  Workstation Assessment    Initial Rehabilitation Assessment  Rehabilitation Program 
 ADL/ Home Assessment   Suitable Duties Plan / RTW Schedule  Other: 

Referral Information 
Name:  Home Ph:  
Home Address:    
Type of Injury:  Date of Injury:  
Date of Birth:  Occupation:  
Interpreter Required?     Yes     No     Language (                                         ) 
Work Address: 
Work Ph:  Email:  
Status:   At Work / Suitable Duties   Off Work   Total Incapacity 

Employed:   Full Time   Part Time   Casual 

Employer’s Name: 
Postal Address: 
Case Manager:  Contact Ph & Email:  

 
Manager:  Contact Ph & Email:  

 
Supervisor:  Contact Ph & Email:  

 

Insurer: 
Postal Address: 
Contact Person:  Phone/Fax/Email:  

 
Liability Accepted?:   Yes     No Claim No:  
Previous Rehabilitation?:   Yes     No Cost:  

Nominated Treating Doctor:  Phone/Fax/Email:  
 

Postal Address: 

 
Approval is hereby given for you to undertake Workplace Rehabilitation Services up to the 
development of a Return to Work Plan or as otherwise specified: 
Referring Person:  Signature: Date:  
 
Additional Comments: 

 
 
 
 
 
 

 
 


