
	Referral Form: Same Employer 

	Name
	     

	Address
	     

	Date of birth
	     

	Contact details
	Email:
     

	
	Phone:
     

	
	Mobile
     

	Referrer details
	Name:
     

	
	Site:
     

	
	Email:
     

	
	Phone:
     

	
	Mobile
     

	Date of referral
	     


	Employment background

	Working at the time of injury?
	 FORMDROPDOWN 
    

	Date last worked
	     

	Job title
	     

	Job description
	     

	Employer details
	Company:
     

	
	Address:
     

	
	Email:
     

	
	Phone:
     

	
	Mobile
     


	Injury details

	Date of injury
	     

	Duration of PTA
	     

	Details of injury
	     

	Other injuries sustained
	     

	Pre-injury medical history
	     


	VIP funding source  

	Claim type
	 FORMCHECKBOX 
 icare Lifetime Care
 FORMCHECKBOX 
 icare Lifetime Care (Workers Care)

 FORMCHECKBOX 
 icare Workers Insurance        

 FORMCHECKBOX 
 CTP
 FORMCHECKBOX 
 Other insurance:      
 FORMCHECKBOX 
 NDIS
 FORMCHECKBOX 
 DES

Comments:      


	Insurance contact details
	Claim number:
     

	
	Company/agent:
     

	
	Contact:
     

	
	Title:
     

	
	Email:
     

	
	Phone:
     


	Current income source (can select more than 1)

	Income source
	 FORMCHECKBOX 
 JobSeeker Payment

	
	 FORMCHECKBOX 
 DSP

	
	 FORMCHECKBOX 
 Workers Insurance benefits:      

	
	 FORMCHECKBOX 
 Wages/leave entitlements:      

	
	 FORMCHECKBOX 
 Other income source:      

	
	 FORMCHECKBOX 
 No income source:      

	
	 FORMCHECKBOX 
 Other Centrelink:      

	Centrelink participation requirements 
(including details of appointed DES Provider)
	     

	 Is the client an NDIS participant?
	     


	Readiness for RTW

	Social/family situation
	     

	Able to travel to workplace
	 FORMCHECKBOX 
 Independently     

	
	 FORMCHECKBOX 
 Valid driver’s licence

	
	 FORMCHECKBOX 
 Access to own vehicle

	
	 FORMCHECKBOX 
 With support:      

	
	 FORMCHECKBOX 
 Other:      

	Current cognitive status
	     

	Current psychological status (including mood, behaviour, adjustment,…)  
	     

	Current physical status
	     

	Availability for work 
(including days, therapy commitments, capacity)
	     

	Identified barriers to RTW
	     


	Medical clearance for RTW

	Name of certifying Doctor 
or rehabilitation specialist
	     

	Current medical certificate
	 FORMCHECKBOX 
 Workers Insurance  

	
	 FORMCHECKBOX 
 Centrelink 

	
	 FORMCHECKBOX 
 N/A

	Certification status
	 FORMCHECKBOX 
 Unfit for work (insert dates) :      

	
	 FORMCHECKBOX 
 Cleared for suitable work duties (insert dates) :      

	
	 FORMCHECKBOX 
 Stated restrictions / duties / hours:      

	
	 FORMCHECKBOX 
 Cleared to undergo assessment

	
	 FORMCHECKBOX 
 Clearance not yet obtained

	
	 FORMCHECKBOX 
 N/A

	Client consent for referral       
	 FORMDROPDOWN 
    

	Client consent obtained to contact employer?         
	 FORMDROPDOWN 
    

	Comment
	     


	Other contacts


	Name
	     

	Specialty
	 FORMDROPDOWN 


	Address    
	     

	Contact details
	Email:
     

	
	Phone:
     


	Name
	     

	Specialty
	

	Address    
	     

	Contact details
	Email:
     

	
	Phone:
     


	Name
	     

	Specialty
	

	Address    
	     

	Contact details
	Email:
     

	
	Phone:
     


	Name
	     

	Specialty
	

	Address    
	     

	Contact details
	Email:
     

	
	Phone:
     


	Name
	     

	Specialty
	

	Address    
	     

	Contact details
	Email:
     

	
	Phone:
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