iINjurytreatment

occupational injury management

Referral for Clinical Consulting Services

Worker Details

Surname Phone number (W)

Mr/Mrs/Miss/Ms (H)

First Name Date of Birth

Address Interpreter Required dYes QONo

Email Language
Occupation

Employer Insurer

Company Company

RTW Coordinator Contact

Supervisor / Manager Claim Number

Address Address

Phone Phone

Fax Fax

Email Email

Injury Details

Date of Injury

Injury

Nominated Treating Doctor

Name Phone

Address Fax

Service(s) Required (piease tick)

OCCUPATIONAL REHAB / CTP SERVICES
U Occupational Rehab Same employer case mgt
U Occupational Rehab Different employer case mgt (INTEGRAIT)

O Workplace Assessment — one off

Q Initial Assessment — one off

O Ergonomic Assessment — one off

O Functional Assessment

U Vocational Assessment

U S40 Assessment

O Home Assessment / ADL Assessment

MEDICAL & TREATMENT SERVICES

U Optimise Physiotherapy Functional Treatment Assessment

U Optimise Physiotherapy Functional Treatment Program

O Optimise Psychological Assessment

O Optimise Psychological Treatment S

ervices

O Medical Assessment (Sports Physician)

O Pre Employment Medical / Functional Assessment

U Medical Advisory Board Assessment & Report

U Activait Tail Management Program
Q Pre Liability Assessment

O Medical Case Conference 0 OTHER (please SPECIfY).....cccet wuevrirereiriierie cevvereissiesee e ssseneens
COMMENTS

Referred by Title

Signature Date

T:02 9715 5677

F: 029715 5688

Email: info@injurytreatment.com.au
Web: www.Injurytreatment.com.au




