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Recovery Program Referral Form
	WHO THIS FORM IS FOR
For insurers and case managers — to submit a referral into The Change Room Recovery Program.


Complete the fields below, then email the completed form to recovery@thechangeroom.info.

	Section 1  Claimant Details



	CLAIM NAME
Click or tap here to enter text.



	CLAIM NUMBER
Click or tap here to enter text.
	DATE OF INJURY
Click or tap to enter a date.



	EMAIL
Click or tap here to enter text.
	PHONE NUMBER
Click or tap here to enter text.



	DATE OF BIRTH
Click or tap to enter a date.
	STATE
Choose an item.



	STREET ADDRESS
Click or tap here to enter text.



	SUBURB
Click or tap here to enter text.
	POSTCODE
Click or tap here to enter text.



	INJURY DIAGNOSIS
Click or tap here to enter text.
	INJURY TYPE
Choose an item.



	EMPLOYER
Click or tap here to enter text.
	ROLE
Click or tap here to enter text.



	HOURS CERTIFIED TO WORK   at time of referral
Click or tap here to enter text.
	WORK STATUS CODE   at time of referral
Choose an item.



	PRE-INJURY HOURS
Click or tap here to enter text.
	RTW GOAL
Choose an item.



	Section 2  Claim Contacts



	CLAIM MANAGER NAME
Click or tap here to enter text.



	EMAIL
Click or tap here to enter text.
	PHONE NUMBER
Click or tap here to enter text.



	IMA / IMS / TECH SPECIALIST NAME
Click or tap here to enter text.



	EMAIL
Click or tap here to enter text.
	PHONE NUMBER
Click or tap here to enter text.



	Section 3  Program Selection



	CHANGE ROOM PROGRAM TYPE
Choose an item.
	SUPPORT PERSON APPROVED
Choose an item.



	PRE-APPROVAL FOR TRANSPORT
Choose an item.
	PRE-APPROVAL FOR ACCOMMODATION
Choose an item.



Note: Travel arrangements to be made by the insurer representative.
	Section 4  Referral Direction & Notes



	WHAT IS THE GOAL FOR REFERRING THIS PERSON
Choose an item.



	SHORT TERM GOAL   6 weeks post attendance
Click or tap here to enter text.



	MID TERM GOAL   13 weeks post attendance
Click or tap here to enter text.



	ANY ADDITIONAL INFORMATION TO BEST SUPPORT YOUR WORKER
Click or tap here to enter text.



	DATE OF REFERRAL
Click or tap to enter a date.



This referral will be valid for 6 months from receipt. If the referral is outside the 6-month validity, pre-approval will be sought.

	Thank you for the referral.  Please email the completed form to recovery@thechangeroom.info.
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