
Return-to-Work Referral Form 

Phone: 1-888-402-8222 
Toll Free Fax: 877-869-1870 

Email: info@diversifiedrehab.ca 

www.diversifiedrehab.ca 

REFERRAL SOURCE: 

Case Manager: Referral Date: 

Company: Phone No.: 

Address: Fax: 

City & Province: Email:  

Postal Code: 

REFERRAL CONTEXT: 

Vocational Services: Psychological Services: 

 

 

 

 

 









Vocational Interest & Aptitude Assessment 

Vocational Interest Aptitude & Achievement 

Assessment 

Psychovocational Assessment 

Cognitive Assessment 

Comprehensive Cognitive Assessment 

Neuro-psychological Assessment 

Counselling (Individual, Couples, & Family)
First Responders
General Public





 Dual Services: (Psychological & Vocational Combined) 



Initial Vocational Assessment 

Transferable Skills Analysis (no LMA) 

Employability Assessment (with LMA) 

Comprehensive Employability Assessment 

Resume Package 

Job Search Skills Package 

Active Job Search 

Active Job Search – Extension 

Training-on-the-Job / Work Assessment 

Worksite Integration (GRTW) 

Work Assessment / Work Experience  Psychovocational Employability Assessment 

Return-to-Work Services: 
 Comprehensive Psychovocational Employability 

Assessment 

  Psychovocational Employability Assessment with 
Learning Disability Assessment 





Brief Psychological Return-to-Work Assessment 

Claims Management 

Functional Capacity Evaluations
Ergonomic Assessment

 Comprehensive Psychovocational Employability 
Assessment with Learning Disability Assessment 

 Neuro-Psychological Vocational Assessment 

Notes: 

Signature: Date: 

CLIENT INFORMATION: 

Last Name: Claim #: 

First Name: Date of Birth: 

Address: Occupation: 

City & Province: Date of Disability: 

Postal Code: Injury / Illness: 

Phone No.: Email:  



mailto:info@diversifiedrehab.ca
http://www.diversifiedrehab.ca/
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