

TREATMENT MANAGEMENT PLAN
	Service

	 FORMCHECKBOX 

Physiotherapist
	 FORMCHECKBOX 

Psychologist
	 FORMCHECKBOX 

Chiropractic
	 FORMCHECKBOX 

Podiatrist
	 FORMCHECKBOX 

Other

	 FORMCHECKBOX 

Osteopathy
	
	
	
	


Important: Fully complete this form prior to commencement of treatment or if treatment is required beyond the initial approval 

	Injured Worker’s Details

	Worker’s name: 
	Date of birth: 

	Employer: 
	Occupation: 

	Claim number (if known): 
	


· Has the injured worker attended your practice for similar symptoms in the past?
No   FORMCHECKBOX 

· Have you treated the injured worker for any Compensable conditions?
No   FORMCHECKBOX 

	If yes to either of the above questions, please provide details:

	

	


	Clinical Assessment

	Date of injury: 
	Referring medical practitioner: 

	Date of your initial consultation:
	Number of sessions to date: 


	Provisional diagnosis:

	Current reported symptoms/Functional limitations/Physical assessment findings:

	

	

	


	Proposed Management Plan

	Treatment plan including type and number of consultations to be provided:

	

	Expected work fitness at the end of this plan: 

	

	

	Other comments or recommendations (including barriers to recovery where relevant): 

	

	


	Provider Details

	

	Telephone number:
	Fax number: 

	Email address:  
	Date of request for approval: 


	Approval


It is expected that a response be provided to the provider within 72 hours of receipt of this form

	 FORMCHECKBOX 

Approved – No of sessions/weeks
	 FORMCHECKBOX 

Not approved

	JLT contact name: 
	Telephone number: 6220 7400

	
	Date: 
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