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KAREN RUCAS KSSOCIATES




Phone: 905-771-9153
Fax:  905-771-1177
	INTAKE REFERRAL INFORMATION

JOB ANALYSIS,

WORKSITE ASSESSMENT 

	

	Name:
	
	DOB
	

	


	Claim #:
	
	Policy #:
	

	

	Policy Holder:
	

	

	Address:
	

	

	Postal Code:
	
	Phone #: (H)
	

	

	Occupational Title:
	

	

	Workplace Address:
	

	

	
	
	Postal Code:
	

	

	Contact Person(s):
	

	

	Work Telephone #:
	

	

	Type of Referral (please check one):

	

	1.
Job Analysis (Physical Demands Analysis)
	
	

	

	2.
Worksite Assessment
	
	

	(assisting claimant to return to work by providing ergonomic recommendations for improved comfort, productivity, etc.)
	

	

	Special Instructions

	Should we contact your claimant?
	
	Yes
	
	No

	

	Would you like confirmation of work information
	
	Yes
	
	No

	from both the claimant and the employer?

	

	Any further instructions:

	

	

	

	

	Referral Date:
	
	Evaluation Date:
	

	

	Claims Adjuster:
	
	Phone #:
	

	

	We will need a copy of either the OCF-2 or OCF-16, signed by the client.


