HEALTHYWORK REFERRAL FORM

Referrer 

Organisation Name:

Contact Name:

Position in company:

Address:

Tel no:

E-mail:

A number of clients/employees to be assessed (DSE or training packages)? Y = Number: 

OR One Individual Client to be assessed:
Full Name:

Assessment Address:

Contact no:

Job Title:
Employers name:

Employment status: 
employed/unemployed 
Working at present? Yes / No 

Date Returned to Work? 
Sickness absence/Claiming benefits/policy claim: date absent from work: 


Is the job still available? Yes / No

Medical Information

Symptoms affecting work tasks:

Diagnosis:

Date of injury/illness onset:

ASSESSMENT REQUESTED: tick assessment required:
1.  Individual DSE Risk (prevention) Assessments 1:1 30 minutes: (     ) OR
2. ‘Walk through’ and Education session for self-completed DSE Risk Assessments (      )
3. Ergonomic Workstation Assessment (desk area) with full typed report (      ) or summary sheet (     )
4. Functional Capacity Evaluation (FCE) for physically active jobs (       )
5. Cognitive Assessment (      )
6. Driving/seating Assessment (       ) often delivered with assessment 3. 
7. Vocational Assessment, various packages (       )

8. Manual Handling training and/or Ergonomics training (      )

9. Other assessment, e.g. Assessment for other health reasons, e.g. mental health/stress (    ), 
    Hearing or Vision needs assessment (      )

REASON FOR REFERRAL AND SPECIFIC QUESTIONS TO BE ANSWERED: if applicable (not usually required for DSE or Ergonomic Workstation Assessment) e.g. rehabilitation goals, can they do their current job, what can they do? 
1.

2.

3.

If a language interpreter is required for an assessment, the assessor will arrange this from an independent source, and indicate the charge for this to be paid by the referrer.
If a meeting room is required for an assessment, the assessor will arrange this and indicate the charge for this to be paid by the referrer.

Cancellation of Assessment:

Notice of cancellation between 48 and 72 hours will result in 50% of the assessment fee payment. If less than 48 hours notice is given, prior to the assessment time, the full assessment fee will be payable. The assessment fee is approx 50% of the full fee.
Invoice for payment:

Name:

Address:

Tel no:

E-mail:

Report to be sent to:

Name:

Address:

Tel no:

E-mail:

(All reports sent via email unless other request)
For all assessments please enclose:

1. This referral form.
For other assessments as required:
2. Client Consent form for assessment, access to medical records and read report before release, as applicable.
3. Only relevant medical information/consultant/GP reports, if consent of individual obtained (see Client consent form above), as applicable.
4. Physical Occupational Questionnaire regarding physically active job tasks in role, if applicable (for FCA).
5. Cognitive/Psychological Occupational Questionnaire of tasks in role, if applicable (for Cognitive Assessment).
6. Job Description if applicable (if have a current job role).
As the Referrer I agree that the information to my knowledge is correct and this is a formal referral.
By completing this Referral Form, as Referrer, we confirm that we are in agreement with the Healthywork Ltd services to be provided, as per the Healthywork Ltd quotation, where provided and in all instances in accordance with the Healthywork Ltd Terms & Conditions 2018. 
Date of Referral:
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