REFERRAL to WorkAble Solutions Pty Ltd
Fax (02) 8437 3519          Phone 1300 73 44 91   Email  assist@workable.com.au
INJURY DETAILS
Name:
…………………………………………………………………
Job Title: ………………………………………………………………….
Address:  ………………………………………………………………. .
E-mail:  ………………………………………………....................... .....  
…………………………………………………………………………….
 Phone: (    ) …………………………….. ………………………………
Interpreter required: YES  /  NO  Language:  ………………………..
Mobile: ………………………………………………….…………… …..
D.O.B:   ………………………
  D.O.I:   …………..…………………..
Nature of Injury:…………..………………………………………………
TREATING DOCTORS/HEALTH PROFESSIONALS  
Name:
………………………………………………………………..   
Name:  ……………………………………………………………………
Profession:  ……………………………………………………………..   
Profession:  ………………………………………………………………
Address:  ……………………………………………………………….. 
Address:  …………………………….……………………………………
…………………………………………………………………………….  
………………………………….…………………………………………..
Phone:  (    ) …………………………………………………………….   
Phone:  (    ) ………………………………………………………………
Fax:  (    ) ………………………………………………………………..  
Fax:  (    )  …………………………………………………………………
E-mail: …………………………………………………………………...
E-mail: …………………………………………………………………….
EMPLOYMENT INFORMATION
Employer:   ………………………………………………………………
Supervisor:  …………………………………………………….…..…….
Address:  ………………………………………………………………... 
Phone:  ……………………………………………………………………  
…………………………………………………………………………….
Email:  ………………………….………………………………………….
Phone:   (    ) ……………………….  Fax:  (    ) ………………………
RTW Co-ordinator:  ……………………………………………………...
Is employee currently working? YES / NO Date ceased:……………
Phone:  …………………………………………………………………....  
If YES, provide details and hours:  ……………………………………..
Email:  ………………………….………………………………………….
………………………………………………………………………………
INSURER INFORMATION
Insurance Company:  …………………………………………………. 
Contact Name:  …………………………………………………………..
Address:  ……………………………………………………………….. 
E-mail:  …………………………………………………………………….
Phone:   (    ) ……………………….  Fax:  (    ) ………………………
Claim No:  ……………………………………………………………….
Is liability accepted?     YES   /   NO   /   DON’T KNOW


__ Return to Work Services  __  Medico-Legal Report
__ Other (please specify below)
Approval is hereby given to WorkAble Solutions to undertake occupational rehabilitation services up to the development of a Rehabilitation Plan  or services as specified:
…………………………………………………………………………………………………………………………………………………..
…………………………………………………………………………………………………………………………………………………..
Signature:  ………………………………………………………..   
Date: …………………………………………………………………
Name:  ……………………………………………………………
Title:  …………………………………………………………………
on behalf of ………………………………………………………

Office Use Only:
Received:       /     /         


Consultant:
SERVICE REQUIRED


























