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WORKPLACE REHABILITATION

CONSENT FORM
I,
Name________________________________  Payroll No:/ DOB:   __________

of
Address______________________________________________________

give permission for Workplace Rehabilitation staff who represent Queensland University of Technology  to discuss and exchange written information regarding my current injury / illness that is relevant to my work with my;

(Please delete and initial if not appropriate)

· Treating Medical Doctors,

· Allied Health Professionals,

· Other rehabilitation providers, 

· WorkCover Queensland 

· Other Insurers

· UniSuper
· Other- please nominate____________________________________

I understand and accept that this consent is required to assist with my health management / return to work / rehabilitation and that all information obtained will be treated confidentially.

I understand this authority will remain in force until such time as;

· Queensland University of Technology is advised by me in writing of any change to, or cancellation of this authority, 

OR

· my health management/return to work/rehabilitation is complete, 

OR

· in the case of a WorkCover claim,  until such time as my claim is finalised. 

Signed:
______________________________

Dated:

______________________________

Senior Rehabilitation Advisor

Phone: 3138 9271
Health & Safety Advisory Services

Fax: 3138 4181
QUT, GPO Box 2434

Brisbane, 4001

Email: rehab@qut.edu.au


