[image: ]Workplace Rehabilitation Referral
Form 310

	Workplace rehabilitation provider:  Embrace Workplace Solutions  (Number 147)

	Details

	Name (Worker):
	[bookmark: Text1]     
	DOB:
	[bookmark: Text6]     

	Claim number:
	[bookmark: Text2]     
	Date of Injury:
	[bookmark: Text7]     

	Address:
	[bookmark: Text3]     
	Email:
	[bookmark: Text8]     

	Insurer:
	[bookmark: Text4]     
	Phone:
	[bookmark: Text9]     

	Email:
	[bookmark: Text5]     

	[bookmark: _Hlk71187904]Referral

	☐  Specific Service
	☐  Functional capacity
☐  Vocational
☐  Ergonomic
	☐  Job demands
☐  Workplace
☐  Aids & appliances

	☐  Rehabilitation Program

	Status of worker

	☐  Working / full capacity
☐  Working / partial capacity
	☐  Not working / full capacity
☐  Not working / partial capacity
☐  Not working / no capacity

	Employer details

	Company:
	[bookmark: Text10]     

	Contact name:
	[bookmark: Text11]     

	Address:
	[bookmark: Text12]     
	Phone:
	[bookmark: Text14]     

	Email:
	[bookmark: Text13]     
	Fax:
	[bookmark: Text15]     

	Medical practitioner

	Company:
	[bookmark: Text16]     

	Name:
	[bookmark: Text17]     

	Address:
	[bookmark: Text18]     
	Phone:
	[bookmark: Text20]     

	Email:
	[bookmark: Text19]     
	Fax:
	[bookmark: Text21]     

	Source of referral

	☐  Medical practitioner
	☐  Employer
	☐  Insurer
	☐  Worker / representative

	Referrer

	Signature:
	[bookmark: Text22]     

	Name:
	[bookmark: Text23]     

	Date:
	[bookmark: Text24]     



Insurer – Submit referral into WorkCover WA Online
Employer, medical practitioner and worker – provide form to the insurer or WRP
WRP – Provide form to the insurer
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