
                         Service Request & Referral Form: 
Esteem Rehabilitation Services  

[WorkCover Provider Number 674] 

                      

 

Please complete and return by email or fax (see details at bottom of page) 
 

 

Business Purpose (please select): 
  

Request Date:  
 

Rehab Single 
Service 

| 
QuickSMART [early 
intervention] 

| 
Case Management 
[Same Employer] 

  

 
 

    
 

Case 
Management 
[Different 

Employer] 

| 
Conciliation & 
Mediation 

| 
Independent Case 
File Review  

 

Referrer [e.g. Insurer, Employer, Doctor, Injured Worker] 
 

Referral Type (please select): 

Insurer             Employer         Doctor         Injured Worker       Sydney Metropolitan | Regional 

Interpreter required (check if yes) 

Insurer Details [add details to text box]       

Company Name:  Address [Site Location] 

   

 

Contact Name:  Position [e.g. RTW Coordinator]: 

   

Phone Number:  Fax Number: 

   

Postal Address:  Email Address: 

   

 

Instructions (please specify):   

 

Employer Details [add details to text box] 

Company Name:  Address [Site Location] 

   

 

Contact Name:  Position [e.g. RTW Coordinator]: 

   

Phone Number:  Fax Number: 

   

Postal Address:  Email Address: 

   

 



                         Service Request & Referral Form: 
Esteem Rehabilitation Services  

[WorkCover Provider Number 674] 

                      

 

Instructions [please specify]: 

 

Injured Worker [Client] Contact Details  [add details to text box] 

Name:  Claim Number: 

   

Date of Birth:  Pre-injury job title: 

   

Home Phone:  Pre-injury hours per week: 

   

Mobile Phone:  Employer Name: 

   

Address:  Supervisor Name & Position:  

   

 

Instructions or comments [please specify]:   

 

Treating Doctor Details [add details to text box] 

Company Name:  Address [Surgery Location]: 

   

 

Doctor Name:  Position [e.g. GP, Specialist]: 

   

Phone Number:  Fax Number: 

   

Postal Address:  Email Address: 

   

 

 

 
 


