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Vocational Rehabilitation Referral Form 

Insurer/Solicitor/Rehabilitation provider 
	REFERRAL DETAILS  

	Date of Referral (dd/mm/yy)
	     

	Name 
	     

	Address 
	     

	Telephone number 
	Work                        Home                            Mobile           

 FORMTEXT 
     

 FORMTEXT 
     

	Date of birth (dd/mm/yy) 
	          

	Date of accident (dd/mm/yy) 
	          

	Date of first absence from work (dd/mm/yy) 
	     

	Claim submitted 
	Yes  FORMCHECKBOX 
                   No  FORMCHECKBOX 


	Type of claim 
	Employer’s liability   FORMCHECKBOX 
              Public liability      FORMCHECKBOX 


	
	Motor                            FORMCHECKBOX 
        Clinical negligence  FORMCHECKBOX 


	INSURER DETAILS 

	Are you the insurer? 
	Yes    FORMCHECKBOX 
       No   FORMCHECKBOX 


	Claim reference 
	          

	Claim handler name 
	                                                          Rehab co-ordinator  FORMCHECKBOX 


	Company 
	          

	Address 
	     

	Postcode 
	     

	Telephone 
	Work                                                              Mobile           

 FORMTEXT 
     

	Email 
	     

	Fax 
	     

	

	If the claimant is represented by a claimant solicitor please complete the following details: 

	CLAIMANT SOLICITOR 

	Are you the referrer? 
	Yes   FORMCHECKBOX 
             No  FORMCHECKBOX 


	Solicitor firm 
	     

	Solicitor reference 
	          

	Contact name 
	          

	Address 
	     

	Postcode 
	     

	Telephone 
	Work                Mobile           

 FORMTEXT 
     

	Email 
	     

	Fax 
	     


	DEFENDANT SOLICITORS DETAILS

	Are you the referrer? 
	Yes   FORMCHECKBOX 
              No  FORMCHECKBOX 


	Solicitor firm 
	     

	Solicitor reference 
	          

	Contact name 
	          

	Address 
	          

	Postcode 
	          

	Telephone 
	Work                         Mobile           

 FORMTEXT 
     

	Fax 
	          

	REHABILITATION PROVIDER DETAILS 

	Are you the referrer? 
	Yes   FORMCHECKBOX 
             No  FORMCHECKBOX 


	Contact name 
	          

	Job title 
	          

	Company 
	          

	Reference number 
	          

	Address 
	          

	Postcode 
	          

	Telephone number 
	Work                     Mobile           

 FORMTEXT 
     

	Email address 
	          

	Fax 
	          

	

	If the claimant is still in employment please complete the following details: 

	EMPLOYERS DETAILS 

	Are you the referrer? 
	Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 


	Name of employer 
	          

	Address 
	          

	Postcode 
	          

	Contact name 
	          

	Position in company 
	          

	Telephone number 
	Work                       Mobile           

 FORMTEXT 
     

	Email 
	          

	Fax 
	          

	THIRD PARTY ADJUSTER

	Are you the referrer? 
	Yes   FORMCHECKBOX 
    No  FORMCHECKBOX 


	Insured party 
	          

	Your reference 
	          

	TPA name 
	     

	Company 
	          

	Address 
	          

	Postcode 
	          

	Telephone 
	Work                Mobile             

 FORMTEXT 
     

	Email 
	          


	
REQUIRED SERVICE (Please go to www.vrservices.org.uk for full service descriptions)

	Vocational assessment - face to face assessment with report - £1000**
	 FORMCHECKBOX 



	Job Search  £1000* initial payment, outcome payment of £400*  
(8 weeks approximate) 
	 FORMCHECKBOX 



	Vocational Case Management £75 per hour
	 FORMCHECKBOX 

     

	Other Services (Please give details):
	

	*   Payment by outcome service will be agreed as to the definition of outcome on receipt of referral 

** Travel will be agreed on referral and charged @£40 an hour up to a maximum of 4 hours  plus mileage @ 25p per mile

	Reason for referral/current symptoms and residual capacity:      

 FORMTEXT 
     

	Does this referral have the agreement of both the claimant and the defendants? 
	Yes  FORMCHECKBOX 
              No  FORMCHECKBOX 


	If not, please indicate the relevant contact for approval 
	Defendant    FORMCHECKBOX 
     Claimant    FORMCHECKBOX 


	Please attach copies of the latest professional and medical reports 
	Yes  FORMCHECKBOX 
               No  FORMCHECKBOX 


	PAYMENTS AND INVOICING

	Who is the invoice to be sent to? 
	Employer                   FORMCHECKBOX 

Insurer                        FORMCHECKBOX 

Claimant solicitor   FORMCHECKBOX 

	Third party adjuster         FORMCHECKBOX 

Defendant Solicitor          FORMCHECKBOX 
Rehabilitation provider  FORMCHECKBOX 


	Please enter the company’s registered address and registration number 
	     

 FORMTEXT 
     

	Please indicate where the reports should be sent: 
	Employer    FORMCHECKBOX 

	Defendant Solicitor    FORMCHECKBOX 


	
	Insurer         FORMCHECKBOX 

	Claimant solicitor        FORMCHECKBOX 


	
	Rehabilitation provider    FORMCHECKBOX 

	

	SERVICE STANDARDS FOR SHAW TRUST VOCATIONAL REHABILITATION

	•
 Referral entry point via email – instant automated reply response to acknowledge referral 

•
 Allocation to Vocational Rehabilitation consultant who will contact referrer by the next working day •
 Upon agreement, commencement of service/ appointment arranged within 10 days 

•
 Reports produced and issued to all relevant parties within 10 days 

•
 Interim updates within the job search service a minimum of every 10 days 




	PAYMENT TERMS

	In consideration of the provision of the Services by the Supplier, the customer shall pay the charges as set out and in accordance with the Order confirmation. 

Any prices contained in the Order confirmation exclude Vat.  HmRc currently does not levy Vat against Vocational Rehabilitation Services, but should this situation change then the Supplier shall add Vat to its invoices at the appropriate rate in accordance with the prevailing government recommendations. 

The customer shall pay each invoice submitted to it by the Supplier, in full and in cleared funds, within thirty days of receipt to a bank account nominated in writing by the Supplier. 

*This is an extract from the Shaw trust standard terms and conditions for this service; to view the full terms and conditions please go to www.vrservices.org.uk. 

I agree to the terms and conditions  Yes FORMCHECKBOX 
              No FORMCHECKBOX 
 

Authorised by      
Signature name      
Date      
     

 FORMTEXT 
     

 FORMTEXT 
     

	PLEASE SEND COMPLETED FORM TO: 

	vrservices@shaw-trust.org.uk
or post to : 

VR Services, Shaw trust, Level 4 East, Rose Lane Business Centre,  Rose Lane, Norwich, NR1 1BY 

Please include all relevant documentation 
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