
REFERRAL FORM                                            
Please send completed referral form to:  
FAX: 02 9890 8330 or EMAIL: info@sisrehab.com       

Claimant Details
Title: Choose an item. Given Name: Family Name:

Street Address: Suburb:

State: Choose an 
item. Postcode: Claim Number:

Contact Number: Email Address:

Date of Birth: Date of Injury: Click or tap to enter a date.

Diagnosis:

Job Title/Occupation: PIAWE: $

Language: Interpreter Needed: Choose an item.

Requirement

Same Employer Services 
( Up to $ 3,000.00 approved Costs)

☐SIS Active (Return to Work Plan Development only)

☐SIS Active + (Return to Work Plan Development + Case Conference)

☐Recover@Work – At Work (Initial Assessment + Return to Work/Medical Case Management)

☐Better@Work – Not At Work (Initial Assessment + Return to Work/Medical Case Management)

New Employer Services 
( Up to $ 3,000.00 approved Costs)

☐Reconnect (Initial Assessment + Return to Work/Medical Case Management)

☐SIS Employ (Vocational Assessment + Job Seeking)

Single Services

☐Initial Needs Assessment   ☐Vocational Assessment incl Labour Market Analysis

☐Functional Capacity Evaluation   ☐Labour Market Research

☐Comprehensive Ergonomic Assessment  ☐Rehabilitation Counselling

☐Brief Ergonomic Assessment   ☐Training (contact office for further detail)

☐Worksite Assessment   ☐Pre-employment Functional Assessment

☐Transferable Skills Analysis   ☐SIS Capacity Program

☐Job Seeking / SIS Seek   ☐Task Analysis
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☐Employability Assessment   ☐Mediation

☐Desktop Employability Assessment

☐Medical Case Conference

☐Activities of Daily Living Assessment 

Insurer/Scheme Agent Details    ☐ Tick if also the person making the referral
Insurer: Claims Officer:

Address:

Contact Number: Fax Number: E-mail Address:

Liability Accepted: Choose an item.

Treating Doctor/Other Details            ☐ Tick if also the person making the referral
Practice: Name:

Address:

Contact Number: Fax Number: E-mail Address:

Employment Details                            ☐ Tick if also the person making the referral
Company: Name: Position:

Address:

Contact Number: Fax Number: E-mail Address:

Employment Status: Choose an item.

Broker Details                                      ☐ Tick if also the person making the referral
Company: Name:

Address:

Contact Number: Fax Number: E-mail Address:

Referrer Details                             
Company: Name:

Address:
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Contact Number: Fax Number: E-mail Address:

Additional Information


