Referral for Occupational Rehabilitation

Worker details:

Mr/Mrs/Miss/Ms Phone number (Work)

Surname Phone number (Home/mobile)

First Name Date of Birth

Address Interpreter Required Yes/No ® Yes No
Email Language

Claim Number Occupation

No. of weeks in receipt of benefit (S38/40)

Current comparable weekly earnings

Day of Injury Injury details
Employer details:

Mr/Mrs/Miss/Ms Company name
Surname Phone number (Work)
First Name Phone number (Mobile)
Address Email

Agent details:

Mr/Mrs/Miss/Ms Company hame
Surname Phone number (Work)
First Name Phone number (Mobile)
Address Email

Nominated treating Doctor details:

Surname Phone number (Work/Mobile)
First Name Phone number (Fax)
Address Email
Service: Please tick
Same Employer Occupational Rehabilitation Different Employer Occupational Rehabilitation
Early Intervention assessment Workplace assessment
Ergonomic assessment Functional assessment
Vocational assessment Home / ADL Assessment
Mediation Medical Case Conference
Occupational Hygiene: ] WH & S Management systems: Training:

Noise assessment
Air quality assessment |:| Audit
Light assessment

Development

Manual handling
I: Train the trainer
OTHER: (please specify below)

1]

OTHER (please specify)

Referred by:

Name and Title:

Signature:

Date:

Please scan and email to referrals@rocketrehab.com.au OR call 0422 595 326 for any assistance

Referral form
ROCKET REHAB
Strathfield NSW 2135
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