Referral to EnableWorks – 
Work Rehabilitation Services
	Referring Agency

	Agency Name: COMMENTS   \* MERGEFORMAT 
	

	Billing Address:
	

	Case Manager:
	

	Phone: 
	Cell:
	E-mail: 

	Date: 
	Order / Claim No:

	Client Details

	Name:
	

	Residential Address:
	

	Phone:
	Cell:
	E-mail::

	Job Title:
	
	DOB:
	Date of Injury:

	Nature of Injury:
	

	GP/Medical Specialist (contact details):
	

	Employer Details

	Company Name:
	

	Workplace Address :
	

	Supervisor/Manager:
	

	Phone:
	Cell:
	E-mail:

	Reason for Referral / Expected Outcome:
	

	Service/s Required

	Service Description
	( Urgent
	( Non Urgent:

	
	
	

	
	
	

	Please refer to our website www.enableworks.co.nz 

or call Helen on 0800 622 599 to discuss service options
	
	

	

	Comments specific to referral

	

	

	Attached Reports / Documents

	Medical Reports attached                     
	( Yes
	( No





Email Referrals to:


� HYPERLINK "mailto:info@enableworks.co.nz" �info@enableworks.co.nz�





Phone:  03 341 7234


Fax:       03 341 7235








Information collected on this form will only be used to fulfil the requirements of the relevant rehabilitation.  In collection, use and storage of information, EnableWorks will at all times comply with the obligations of the Privacy Act 1993 and the Health Information Privacy Code 1994
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