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Workers Compensation | Safety | HR





	Insurance Company

	Insurer
	
	Insurer Contact
	

	Contact Phone
	
	Contact Fax
	

	Referrer Details

	Name
	
	Company Name
	

	Postal Address
	
	Position
	

	Phone
	
	Mobile
	

	Fax:
	
	Email
	

	Workers Details

	Name
	
	DOB
	

	Physical Address
	
	Postal Address

Same as physical Y / N
	

	Phone
	
	Mobile
	

	Claim No
	
	Email
	

	Interpreter Required
	
	If Yes, Language Spoken
	

	Employment Details

	Employer
	
	Job/ Position
	

	Physical Address
	
	Postal Address

Same as physical Y / N
	

	Contact Person
	
	Pre Injury Wk Hrs
	

	Contact Phone:
	
	Current Hrs
	

	Injury & Nominated Treating Doctor Details

	Date of Injury
	
	Injury/ Diagnosis
	

	Doctors Name (NTD)
	
	NTD Phone
Fax:
	

	Postal Address
	

	Injury/ Diagnosis
	

	Please Tick Services Required (Insurer/ Case Manager/ Employer)

	Initial RTW Assessment
	
	Workplace Assessment
	

	Ergonomic Assessment: 
Work/ Home / Vehicle
	
	Functional Capacity Evaluation
	

	RTW Case Management
	
	Vocational Assessment
	

	Medical case conference
	
	ADL Assessment
	

	Work Capacity Assessment 
	
	Other: ________________________
	

	Approval is provided for the following amount
	$

	Case Manager Approval

	Name
	
	Position
	

	Signature
	
	Company
	

	Date
	
	
	


Workcover Approval No: 717
3/38 Exchange Parade, Narellan NSW 2567
Phone:  02 4647 9995  Fax: 02 4646 1000
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