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WORKER DETAILS 
NAME  

DATE OF BIRTH  

ADDRESS  

TELEPHONE Work: Home: Mob: 

EMAIL  

DATE OF INJURY  

NATURE OF INJURY  

CLAIM NO: /REF NO:  

EMPLOYER  

POSITION / HOURS  

EMP STATUS  

 

REFERRER DETAILS 
REFERRER NAME  

COMPANY  

DESIGNATION  

ADDRESS  

TELEPHONE Tel: Fax: Mob: 

EMAIL  

PREFERRED 

CONTACT METHOD  

Email:                        Phone:                                 Mail: 

 

INSURER DETAILS (If applicable) 
INSURER CONTACT  

COMPANY  

ADDRESS  

TELEPHONE Tel: Fax: Mob: 

EMAIL  

 

NOMINATED TREATING PRACTITIONER DETAILS 
NTD NAME  

PRACTISE NAME  

ADDRESS  

TELEPHONE Tel: Fax: Mob: 

EMAIL  

 

EMPLOYER DETAILS 
EMPLOYER   

CONTACT NAME  

ADDRESS  

TELEPHONE Tel: Fax: Mob: 

EMAIL  

 

 

 

 



    

Administration/General Information/Forms/Forms 

BILLING DETAILS 
NAME  

ADDRESS  

EMAIL  

TELEPHONE Tel: Fax: Mob: 

 

Service Required: 

Initial Assessment   Status Assessment    

Case Management   Functional Capacity Evaluation   

Vocational Assessment    Workplace Assessment    

Work Capacity Assessment (S40)   Activities of Daily Living Assessment  

Work Conditioning Program    Training     

Other...  __________________ 

 

INTEPRETER REQUIRED  

LANGAUGE  

 

Any further relevant background information: 

 

 

 

 

REFERRER APPROVAL 
NAME  
TITLE  
DATE  
SIGNATURE  
 

ATTACHED REFERRAL DOCUMENTATION  
 Medical certification  Injury Management Plan (if available) 
 Suitable Duties Plans  Work Site Assessments 
 Medical Reports  Pre Injury Job Description 
 Radiology  Training Records 
 Physiotherapy  Workers Compensation Claim Form 
 

Please return : 

Fax to:...................................................................... 1300 845792 

Email: ......................................................................    
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