
REFERRAL FORM

Date:

CLIENT INFORMATION 
Mr  Mrs  Ms 

Mobile: 

D.O.I:

Name: 

Home Address: 

Phone:    

Type of Injury:  

Claim Number:  D.O.B:

EMPLOYMENT DETAILS 

 No 

Employer Contact: 

Fax:    

Still Employed:  

Employer Name: 

Phone:    

Email:    

Phone Number: 

Fax Number:    

Phone Number: 

Phone Number: 

Contact Person: 

Fax:

P: 1300 615 929 
F: 1300 684 892

E: admin@workabilityrehab.com.au 

NOMINATED TREATING DOCTOR 

Treating Doctor: Dr 

Address:    

Specialist (if applicable): Dr 

Other (if applicable):    

INSURANCE COMPANY DETAILS 
Insurer: 
Email (if suitable for correspondence): 
Phone:    
Is the Insurer the referrer:
 

Rehabilitation Case Management 

Vocational Case Management 

Worksite Assessment

Initial Needs Assessment 

Functional Capacity Assessment 

Pre-Employee Assessments

Activity of Daily Living Assessment

OHS and Manual Handling Training 

Transferable Skills Analysis 

Labour Market Analysis

Case Conferencing

Job Placement Programs

Job Seeking 

SUBMIT FORM VIA EMAIL

Please complete and fax to (02) 8865 4493 or Submit via email by clicking the button above
Please forward copy of current medical certificate and relevant medical reports (eg scans, medical’s)

www.workabilityrehab.com.au
SUBMIT FORM VIA EMAIL

Reference Number (office use only): 

NoYes

SERVICE REQUIRED

Referred by: Company: Phone:

 Yes
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