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admin@healthatwork.com.au 
www.healthatwork.com.au 

Rehabilitation Referral Form 
 
 
Employee’s Name:  

Address:  

Phone Number:  

Occupation:  

  

Employer:  

Address:  

Phone Number:  

Fax: Number  

  

GP or Treating Doctor  

Address:  

Phone Number:  

Fax Number:  

  

Date of Injury:  

Type of Injury:  

Date last worked:  

Is the worker  at work / off work  

  

Insurance Company:   

Address:  

Phone Number:  

Fax Number:  

Claim Number:  

  

Specific Services Required: 

 

 

 

 

Referred by: Signature:                                                      Date: 



  

          
          
          
          
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


