
Referrer:  Treating Doctor     Rehab Provider      Insurer         Employer       Other allied health 

CLIENT INFORMATION 
Name: Date Of Birth: 

Home Address: 

Phone: Mobile: 

Email: Language: English     Other: 

Current Employment/ Role: 

Type of Injury: Date Of Injury: 

Pre Injury AverageWeekly Earnings: 

Claim Number: 

INSURANCE COMPANY DETAILS 

Insurer: Contact Person: 

Phone: Email: 

EMPLOYMENT DETAILS 
Company: Still Employed:      Yes   No 

Contact Person: 

Phone: Fax: 

Email: Worksite address: 

REFERRAL FORM

Pre-Injury Hours: 

Currenty Working:  Yes   No 

Please print off and/or complete digitally and email to jacobm@recoverandreturn.com.au with any 
medical certificates and relevant documents attached.

Information collected via this form is handled in accordance with the Privacy Act 1988 (Cth) and the Australian Privacy 
Principles. This data is used exclusively for the purpose of clinical assessment, treatment planning, and necessary 
communication with relevant healthcare stakeholders or insurers. It is intended for the exclusive attention and handling of 
Jacob Maljers at Recover & Return.



NOMINATED TREATING DOCTOR 
Treating Doctor: Phone Number: 

Address: 

Email: Fax Number: 

Specialist (if applicable): Phone Number: 

Address: 

Email: Fax Number: 

SERVICES REQUIRED 

 Case Management / Return to Function 

 Worksite Assessment (Physical) 

 Worksite Assessment (Psychological)  

 Initial Needs Assessment (CTP only) 

 Functional Capacity Evaluation (Physical)  

 Functional Capacity Evaluation 

(Psychological)  Pre-employment 

Assessment  Driving Assessment 

COMMENTS:

 Activities of Daily Living Assessment 

 Transferable Skills Analysis 

 WHS and Manual Handling Training 

 Labour Market Analysis 

 Vocational Assessment 

 Vocational Counselling 

 Ergonomic Assessment 

 Job Seeking Support Services 

Please print off and/or complete digitally and email to jacobm@recoverandreturn.com.au with any 
medical certificates and relevant documents attached.

Information collected via this form is handled in accordance with the Privacy Act 1988 (Cth) and the Australian Privacy 
Principles. This data is used exclusively for the purpose of clinical assessment, treatment planning, and necessary 
communication with relevant healthcare stakeholders or insurers. It is intended for the exclusive attention and handling of 
Jacob Maljers at Recover & Return.
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