
 
 
 
 
Date …… / …… / ……          
 
Psychological Assessment     Occupational Stress Assessment    
Chronic Pain Management Assessment     Pre-Liability Psycho-Legal Assessment  
Vocational Assessment               
 
CLIENT DETAILS                  
Surname:      First Name:           D.O.B……/…./……    M / F  
Address:           Postcode:      
Tel (H):         Tel (W):                Mob…………………...  Interpreter Required   Y / N 
Working :     Yes     No  
Occupation :          
Employer’s Name:…………………………………………………………………………………………………. 
Employer’s Address:………………………………………………………………………………………………. 
Employer’s Tel:…………………………………….... Employer’s Fax:………………………………………….. 
Injury Date :                  Insurer: ………………………………….. Contact:…………………………. 
Insurer’s Address:………………………………………………………………………………………………….. 
Insurer’s Tel: …………………………………………Insurer’s Fax:…………………………………………….. 
Insurer’s Email Address:…………………………………………………………………………………………… 
Claim No:                                 
Diagnosis/Type of  Injury:             
Objective/s for Referral:             
                
               
Potential Selected Duties to Recommence Work:          
               
Normal Duties:             
               

                   
Referrer : ………………………………………………  Comments :  
Organisation : ………………………………………….  …………………………………………………… 
Address : ……………………………………………….  …………………………………………………… 
Suburb : ……………………………P/Code: ………… …………………………………………………… 
Tel : ……………………… Fax : ……………………… …………………………………………………… 

 
Please return completed form to: 
CONNEXIONS 104 Church Street Wollongong 2500. 
Tel: (02) 4227 1040  Fax: (02) 4227 5673  
Email:  enquiries@lifeconnexions.com.au 

 
Signed: …………………………………………………. ( Please include any relevant medical documentation) 

CONNEXIONS 
Referral Services 

ASSESSMENT SERVICES 
REQUESTED 

  Has approval been given for this service?   
Yes                No   


