
Request For Initial Assessment

Referrer Company Date or referral  

Postal address

Phone Mobile Fax

Office location for appointment  [ tick or cross ]

   Katoomba OR

   Kingswood    Client’s Home 

   Bossley Park    Workplace                            

Initial assessment for  [ tick or cross ]

   Adjust to Injury    Trauma

   Pain Control    Other  

   Anxiety/depression

Clients Name  D.O.B. 

Phone No Mobile  

Address

Injury Date Of Onset 

Insurance Company Claims Manager 

Postal Address

Phone Fax Claim No 

Treating Doctor

Postal Address

Phone Fax   

Other treating professionals involved in case [ Please provide contact details ]

1. 

2. 

3. 

4. 

5.   

Employer Name

Postal Address

Phone Fax Currently     Fit for work     Unfit for work

Current/proposed RTW Schedule  Commencement Date     

Please provide details of injury including the incident and treatment to date or provide a copy of the initial rehabilitation report if completed.        

   

Insurer Approval To Conduct Initial Assessment Approved by 

Signature Date 

Return by fax to 1300 654 077 or email to ywilson@clearviewpsych.com




