
	New Track Vocational Assessment Report

	Name
	     

	Nature of injury
	     

	Date of injury
	     

	Date of Referral
	     

	Referred by
	     

	Funding source 
	 FORMCHECKBOX 
 icare Lifetime Care
 FORMCHECKBOX 
 icare Lifetime Care (Workers Care)

 FORMCHECKBOX 
 icare Workers Insurance

 FORMCHECKBOX 
 CTP

 FORMCHECKBOX 
 Other insurance      
 FORMCHECKBOX 
 NDIS
 FORMCHECKBOX 
 DES
 FORMCHECKBOX 
 Other:       

	Claim number
	     

	Vocational assessment
	Date:
     

	
	Assessor: 
     

	
	Location:
     

	
	Names of those present:
     


	Work readiness

	Changes in cognitive, behaviour and physical function since injury:

	Client self report
	     

	Neuropsychological and other relevant assessment results
	     

	Referrer report
	     

	Stated medical restrictions
List restrictions stated in medical information/certificate
	     

	Client’s concerns regarding commencing employment/training
	     

	Current readiness to commence a work program

Availability, other commitments etc
	     

	Transport to work placement  
How will the client travel to work and how long will this take
	     

	Psychosocial issues affecting participation in a work program

Social situation, etc
	     


	Educational background

	     


	Employment history
	

	Employer
	Position
	Duration
	Duties
	Reason for leaving

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


	Work related interests and hobbies

	     


	Tests administered (including relevant findings of test results):

	     


	Transferrable skills

	     


	Identified vocational options:
	

	Goal
	Job requirements /description
	Any qualifications or training requirements

	01.
	     
	     

	02.
	     
	     

	03.
	     
	     


	Discussion of vocational options

	Comment on the clients interest and the suitability of each option:
     

	Comment on feedback from treating team/ medical practitioner on suitability of identified options:

     


	Recommendations

	Recommended option and plan
	     

	Considerations and restrictions
	     


	

	Signature
	

	Name
	     

	Title
	     

	Provider
	     

	Date
	     

	CC:
	

	Client:
     

	Case manager:
     

	Insurer:
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