
Evidence Based Services 

Please return the completed form to RehWork  
 

Phone: 02 4229 2012 Fax: 02 4229 2026 Email: frontdesk@rehwork.com.au 
Mail: PO Box 173 FAIRY MEADOW NSW 2519 

 
 

RehWork   
398 Crown St 
Wollongong NSW                                                                                                     
Phone: 02 4229 2012                                                
Fax:   02 42292026 
                                                              Research Enhanced HealthCare 

REFERRAL FORM 
Date ………/…………./……………… 
 
PATIENT DETAILS 
 
Name ………………………………………………………….. DOB …………/…………../……………..       M/F 
 
Address ………………………………………………………………………………………….   PC …………….. 
 
Tel (H) …………………………………… Mob ………………………………… Interpreter required Yes / No 
 
Working        Yes / No        Occupation/Employer…..………………………………………………………….. 
 
DOI …..…/…..…../……..….   Claim No …………………………………………………………………...  
 
Insurer ………………………………. Contact ………………………..……Contact no………..……….………  
 
Fax …………………………….Email .………………………………………………………………………………. 
 
Type of injury ………………………………………………………………………………………………………… 
 
Service Required      Exercise Rehabilitation        Chronic Pain       Assessment       Physiotherapy 
        
        Other Please specific: ………………………………………………………………................................... 
 
Details/Comments …………………………………………………………………………………………………... 
 
…………………………………………………………………………………………………………………………... 
 
Objective/s of Referral ……………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………………... 
 
Nominated Treating Doctor……………………………………………………Tel……………………..………… 
 
Address…………………………………………………………………………………………..P/C……………….. 
 
 
Referrer …………………………………………. Organisation ………………………………………………….. 
 
Address ……………………………………………………………………………………………………………….  
 
PC …………………………. Tel ……………………………………… Fax ……………………………………….. 
 
Email ……………………………………………… Has approval for treatment been given    Yes / No 


