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Referral Form - Fax: 02 9411 4242 or Email: referrals@lhs.net.au

CLIENT DETAILS

	Worker: 
	Claim Number: 

	Home Phone: 
	Work Phone: 
	Mobile: 

	Address: 
	State: 
	Post Code: 

	Email: 
	Occupation: 

	D.O.B: 
	D.O.I: 

	Nature of injury: 
	Gender:      FORMCHECKBOX 
 Male   FORMCHECKBOX 
 Female

	Interpreter Needed:      FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
	Language: 

	Employment Status:   At work       FORMCHECKBOX 
 Normal Duties                    FORMCHECKBOX 
 Selected Duties                                        FORMCHECKBOX 
 N/A

	Employment Status:   Off work      FORMCHECKBOX 
 Terminated ( dd/mm/yy )   FORMCHECKBOX 
 Unfit (From:  dd/mm/yy  To:  dd/mm/yy     FORMCHECKBOX 
 N/A

	EMPLOYMENT DETAILS

	Employer: 

	Rehabilitation Coordinator: 

	Address: 
	State: 
	Post Code: 

	Phone: 
	Fax: 

	Mobile: 
	Email: 

	INSURANCE DETAILS

	Insurer: 

	Contact: 
	Phone: 

	Fax: 
	Email: 

	Address: 
	State: 
	Post Code: 

	Liability Accepted:      FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unknown    
	Medical Certificate Attached:      FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	TREATMENT DETAILS

	Doctor: 
	Phone: 

	Address: 
	State: 
	Post Code: 

	Fax: 
	Email: 

	REFERRAL DETAILS

	Referral Type:            FORMCHECKBOX 
 Workers Compensation     FORMCHECKBOX 
 ComCare      FORMCHECKBOX 
 CTP      FORMCHECKBOX 
 Income Protection       FORMCHECKBOX 
 Non-Compensable   

	Case Management:   FORMCHECKBOX 
 Same Employer                FORMCHECKBOX 
 Different Employer            

	Assessment only (tick relevant box):

	 FORMCHECKBOX 
 Workplace Assessment            FORMCHECKBOX 
 Functional Assessment            FORMCHECKBOX 
 Vocational Assessment            FORMCHECKBOX 
 Section 40 Assessment

	 FORMCHECKBOX 
 Initial Needs Assessment (Workplace assessment included if required)     FORMCHECKBOX 
Other – Please Specify:- _____________________

	Approval is hereby given to LHS to undertake the Occupational Rehabilitation Services specified above

	Comments:

	
	Date:

	Referrer: 
	Position: 

	Company: 
	Phone: 

	E-mail: 
	Signature: 
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