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	REFERRAL FORM        




	Referral Source Information

	Referring Company:
	
	Date of Referral:
	

	Contact Name:
	
	Phone:
	

	Address:
	
	Fax:
	

	
	
	E-mail:
	

	
	
	
	


	Employee/Claimant Information

	Name:
	
	Occupation:
	

	Phone:
	
	Dep’t/Sector
	

	Address:
	
	Last Day Worked:
	

	City/Province
	
	
	

	ID#:
	
	
	

	DOB
	
	Employer Name:
	

	
	
	
	


	Benefit Information

	Short-Term Disability (STD)
	Long-Term Disability (LTD)

	Date of Disability:
	
	LTD Start Date:
	

	STD Start Date:
	
	Definition Change Date:
	

	STD End Date:
	
	Any Occupation:                                    (

	
	
	Own Occupation:                                   (

	
	
	
	


	Medical Information

	Primary Diagnosis:
	 
	Secondary Diagnosis:
	

	Treating Physician:
	
	Phone:
	

	Address:
	
	Fax:
	

	
	
	
	


	Type of Referral

	(  Accommodation

(  Ergonomic Assessment

(  Transferable Skill Assessment (TSA)

(  Early Intervention (STD)
(  Initial Assessment (LTD)
(  Physical Demands Analysis (PDA)

(  Mediation

(  TSA & Labour Market

(  Job Search Preparation

(  Expert Opinion
(  Mediation
(  Exercise Program




	Special Instructions
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