[image: image1.jpg]The Rehabilitation Network






REFERRAL FORM

	Please complete and forward to The Rehabilitation Network, preferably by email:
john@rehabilitation-network.org

	Fax: 0871 714 3638      Admin: 4 South Scarle Lane, North Scarle, Lincoln, LN6 9ER (Send any additional file material by mail)


Referrer:  FORMDROPDOWN 
 If “Other”, please indicate your profession/title:      
(To check boxes click inside box, click again un-check)
	INDICATE SERVICE REQUIRED:

	Rehabilitation for mild to moderate injuries or illness:

(whiplash & musculoskeletal, soft tissue injuries, psychological etc)
	 FORMCHECKBOX 

 FORMCHECKBOX 

	Telephone Initial Needs Assessment
Face to face Initial Needs Assessment

	Rehabilitation for complex/major injuries or disability:

(multiple orthopaedic, spinal, TBI, or other traumatic injury)
	 FORMCHECKBOX 

 FORMCHECKBOX 

	Telephone Initial Needs Assessment

Face to face Initial Needs Assessment 

	Occupational Therapy:
	 FORMCHECKBOX 

	Face to face OT Assessment

	Vocational Rehabilitation only:
	 FORMCHECKBOX 
 

 FORMCHECKBOX 

	Face to face Vocational Assessment – job retention
Face to face Vocational Assessment – retraining


(Type details into the grey boxes)
	OVERALL GOAL OF REFERRAL:

	e.g. – To complete Initial Needs Assessment, to co-ordinate treatment, to assist with return to work, to assess mental capacity & ADL (OT)
     


REFERRAL DATE: 
	INJURED PERSON DETAILS

	Name:
	     
	Occupation:
	     

	Address:
	     
	Disability / known injuries:
	     

	
	     
	
	

	Post Code:
	     
	
	

	Phone:
	     
	
	

	Email:
	     
	Date of Injury/Illness Onset:
	     

	DOB:
	     
	Cause of injury/illness:
	     


	INSURER                                                                                 DEFENDANT SOLICITOR (if applicable)

	Insurer Name:
	     
	Solicitor Name:
	     

	Claims Handler:
	     
	Contact Name:
	     

	Address:
	     
	Address:
	     

	
	     
	
	     

	Post Code:
	     
	Post Code
	     

	Phone:
	     
	Phone:
	     

	Fax:
	     
	Fax:
	     

	Email:
	     
	Email:
	     

	Reference:
	     
	Reference:
	     

	Type of Policy:                        e.g. Motor, IP,  EL, PL, Life, Health etc.


	INSURED DETAILS

	Name:
	     

	Address:
	     

	
	     

	
	     

	Post Code:
	     

	Phone:
	     

	Fax:
	     

	Email:
	     


	EMPLOYER DETAILS (if different from referrer)

	Company Name:
	     

	Contact Name:
	     

	Position:
	     
	Email:
	     

	Address:
	     

	
	     

	Post Code:
	     

	Phone:
	     
	Fax:
	     


	ADDITIONAL INFORMATION

	Have copies of any/all relevant reports or notes been attached with this referral? 
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

	Useful additional information:

Last IME, last claim form – claimant & GP, job description, medical reports/records, other relevant documents from employer.


	Please enter any notes/comments or issues to be addressed during the assessment

	     


	AGREEMENT TO PROCEED – Insurer/Defendant referrals

	*Is this a joint instruction with the claimant solicitor under The Rehabilitation Code?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

	*Is the claimant solicitor aware of this referral being made?   
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

	Has the claimant solicitor agreed for The Rehabilitation Network to contact the claimant directly? 
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

	*If Yes please supply date and name of solicitor who provided consent and date this was given (and attach their written consent if available):                                                                  
	Name: 
Date:      

	If No we will contact the claimant solicitor to confirm agreement to this referral.  


	AGREEMENT TO PROCEED – Claimant Solicitor referrals

	*Is this a joint instruction with the insurer/defendant solicitor under The Rehabilitation Code?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

	*Is the insurer/defendant aware of this referral?   

*Please attach written agreement. If not available, The Rehabilitation Network will contact the insurer/defendant to confirm agreement to fund.
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No


	CLAIMANT AGREEMENT

	Has the claimant agreed to this referral and for The Rehabilitation Network to contact them directly? 
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No

	If No we will contact the referrer or employer and ask them to confirm agreement by the claimant before we make contact.  


I,       (type/write your name) hereby agree to The Rehabilitation Network contacting the above client and the parties relevant to their rehabilitation and commencing the rehabilitation case management and/or vocational services including the initial assessment and/or vocational assessment. I also agree to fund the reasonable costs associated with undertaking the initial rehabilitation and/or vocational assessment as outlined in RN’s schedule of fees.
If acting on delegated authority of another party, please use the below option:

I,       (type/write your name) hereby agree to The Rehabilitation Network contacting the above client and the parties relevant to their rehabilitation and commencing the rehabilitation case management and/or vocational services including the initial assessment and/or vocational assessment. I authorise on behalf of       via delegated authority, the funding associated with undertaking this assessment as outlined in RN’s schedule of fees.

IMPORTANT NOTE: This referral is only effective once joint agreement has been reached with all relevant parties.

	Once completed please forward to The Rehabilitation Network, preferably by email:
john@rehabilitation-network.org

	Fax: 0871 714 3638      Admin: 4 South Scarle Lane, North Scarle, Lincoln, LN6 9ER (Send any additional file material by mail)


The Rehabilitation Network’s Services are intended for rehabilitation purposes only. Our services are not provided or intended for medico legal purposes.
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