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Comprehensive Tndustrial Services, T,

REFERRAL FORM DATE: / /
EMPLOYEE / CLAIMANT INFORMATION

Name: Ph#: ( ) SS#:

Address: City: State: Zip:

Date of Birth: Male  Female, Claim #:

Full Duty / Modified Duty / Off Work (Circle) = Hours/Shift:

Employee Job Title:

Primary Diagnosis: Date of Injury:
Secondary Diagnosis: Date of Injury:
Supervisor Name: Supervisor Phone#:
PHYSICIAN INFORMATION
Clinic Name: Doctor Name:
Address: City: State: Zip:
Phone#: ( ) Fax#: ( )
Prescription Included: Yes (Please fax script) No
EMPLOYER INFORMATION
Name: Ph#: Fax #:
Address: City: State: Zip:
Contact: Title:
Case Manager: Ph#: Fax#:
INSURANCE / BILLING INFORMATION
Company: Ph#: Fax#:
Address: City: State: Zip:
Contact: Title:
Adjuster: Ph#: Fax#:
SERVICES REQUESTED
On-site Therapy Early Intervention Transitional RTW

Work Capacity Evaluation

Job Analysis Ergonomic Analysis

Work Conditioning

Pre-Work Stretch Program
Post-Offer Screening

Educational Program
Other (Please Specify)
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