
INJURED WORKER DETAILS

EMPLOYER DETAILS

Name:

Address:

Phone:

Nature of injury:

Occupation:

RE FE RRAL  FORM

Claim Number:

Mobile: Date of Birth:

Date of injury:

Company Name:

RTW Co-ordinator:

Address:

Phone:

Email:

Mobile: Fax:

DOCTOR DETAILS

Treating Doctor:

Address:

Phone: Mobile: Fax:

INSURANCE COMPANY DETAILS

Insurer:

Contact Person:

Address:

Phone:

Email:

Mobile: Fax:

REFERRER DETAILS

Company:

Contact Name:

Address:

Phone:

Signature of Referrer:

Title:

Mobile: Fax:

Date of Referral :

SERVICE REQUIRED:
* Interpreter Required:          Yes        No

Please attach relevant available medical information

Workplace Assessment

Workstation / Ergonomic Assessment

Functional Capacity Evaluation 

Vocational Assessment 

Occupational Therapy (ADL)

Case Management (Same Employer)

Case Management (Different Employer)

Manual Handling Training

Occupational Therapy (Driver / Transport)  

Other

p. 02 9790 8651    f.  02 9790 8652    e. admin@prowork.com.au     w. www.prowork.com.au
all correspondence to:  po box 3359 bankstown, nsw 2200
acn. 138 995 874    abn. 40 978 179 420
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