
WORKPLACE REHABILITATION REFERRAL FORM  
 

Pace National Referral Form – Workplace Rehabilitation Services 

 

 
Workplace Rehabilitation Provider Pace National  

Case Details  

Worker’s Name       

Date of Birth  Phone Number       

Address  

Email   

Insurer  Claim Number  

Insurer Contact  Phone/Email   

Injury Type   Date of Injury   

Occupation  

Referral 

 Specific Service only 

     [Select from list on right if an   

     individual service only is required] 

 Initial Assessment  

 Vocational Assessment  

 Ergonomic Assessment  

 Aids & Appliances 

 Functional Capacity Assessment  

 Workplace/ Worksite Assessment 

 Job Demands Assessment  

 Workplace Rehabilitation Program     [Select for full workplace rehabilitation services and program development] 

Status of Worker 

 Working / Full Capacity 
 Working / Partial Capacity 

 Not Working / Full Capacity           Not Working / No Capacity 
 Not Working / Partial Capacity 

Employer Details 

Company       

Contact Name       Role  

Address       

Phone       Email       

Medical Practitioner 

Practice       

Practitioner Name       

Address       

Phone       Email       

Source of Referral 

 Employer  Medical Practitioner   Insurer   Legal Representative/Worker  

Referrer 

 I have discussed this referral with the Worker and their   Employer  Medical Practitioner  Broker  Insurer  

 I have attached relevant documentation such as medical certificates, injury details, case notes, etc. 

Signature 
 

Name       Organisation  

Phone Number       Referral Date  

Email  
If for Worker’s Compensation: Insurer, please submit to WorkCover WA Online Portal 

initiator:info@pacenational.com.au;wfState:distributed;wfType:email;workflowId:49f051c9db616442852261e5ad9dc000
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