
PERSONAL INJURY REFERRAL FORM   
 

 

 
Date of Referral:  

 
INSURER DETAILS  

Company:  
Contact Person:  
Address:  
 
 
Phone:  
Fax:  
Email:  

 
CLAIMANT DETAILS 

Claim No:   
Name:  
Address:  
 
 
Occupation:  
Pre-injury 
Earnings: 

 

Date of Birth:  
Interpreter: Yes  No  
Language:  
Phone:  
Mobile:  
Date of Injury:  
Nature of Injury:  

 

REFERRED BY 

Company:  
Contact Person:  
Position:  
Phone:  
Email:  

 

ADDITIONAL INFORMATION 

 

 

 

 

 

 

 
 
 
EMPLOYER DETAILS 

Company:  
Contact Person:  
Address:  
 
 
Phone:  
Fax:  
Email:  

 
TREATING DOCTOR DETAILS 

Name:  
Address:  
 
 
Phone:  
Fax:  
Email:  

 
SERVICES REQUIRED 

 Same Employer RTW Services  
 New Employer RTW Services  
 Initial Needs Assessment  
 Workplace Assessment  
 Medical Case Conference  
 Functional Assessment  
 Vocational Assessment  
 Activities of Daily Living Assessment  
 Catastrophic Injury Services 
 FIM Assessment 
 Hospital Discharge Service 
 Transferrable Skills Analysis 
 Labour Market Analysis  
 Earning Capacity Assessment  
 Workplace Facilitated Discussion 

(Mediation) 
 Other: 
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