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Once report is completed please e-mail this form to: requests.lifetimecare@icare.nsw.gov.au and include the following in the subject header: Work Options Plan [Participant’s name & number] [Coordinator Name]

Referral Details
	1.1 participant’s DETAILS

	Name
	     
	Participant No. 
	     

	

	Address
	     

	
	
	

	Contact Name
	     
	Contact Ph 
	     

	

	Date of injury
	     
	Age
	     

	

	Injury
	 FORMCHECKBOX 
  TBI    
	 FORMCHECKBOX 
  SCI 
Level      ASIA score       
	 FORMCHECKBOX 
Other (specify)       

	

	FIMTM/weeFIM® (most recent) - Cognitive domain only
	Date of FIM 
	     


	

	Social Interaction
	     
	Problem Solving
	     
	Memory
	     

	

	Comprehension
	     
	Expression
	     
	

	

	My Plan (current)
	Plan period 
	     
	to
	     

	

	CANS level (most recent)
	     
	 Date of Referral 
	     


	1.2 WORK OPTIONS ASSESSOR DETAILS

	Name of Assessor
	     

	

	Qualifications
	     

	

	Organisation
	     

	

	Email
	     
	Ph
	     


	1.3 CONTACTS 

	Coordinator Name
	     
	Ph
	     

	

	Case Manager Name
	     
	Ph      


	1.4 STATUS 

	 FORMCHECKBOX 
 Interim
	Date of end of interim participation period:      

	

	 FORMCHECKBOX 
 Lifetime


For interim participants, services cannot extend beyond the interim participation period

	1.5 REFERRAL COMPLETED BY

	

	Name
	     
	Phone no
	     


	1.6 ATTACHMENTS

	

	Reports attached:
(please list any reports included with this referral) 
	     


	Work Options Plan (WOP)

	

	Date referral received
	     

	

	Dates of meetings with participant
	     

	

	Location
	     

	

	People present  
	     


	2.0 pre-INJURY details

	

	2.1 LEVEL OF EDUCATION

	Apprentice
	 FORMCHECKBOX 

	High School
	 FORMCHECKBOX 

	HSC
	 FORMCHECKBOX 

	TAFE
	 FORMCHECKBOX 

	University
	 FORMCHECKBOX 


	

	List name of highest level of qualifications and any known academic level of achievement 

	(ATAR Score or Naplan score if relevant):
	     

	

	Was the participant studying at the time of the injury?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	

	(List results of past 2 years study or attach)        


	2.2 EMPLOYMENT

	Was the participant working at the time of the accident?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	
	

	If yes, what was the status of employment?       Full-Time
	 FORMCHECKBOX 

	Part-Time
	 FORMCHECKBOX 

	Casual
	 FORMCHECKBOX 


	

	Name of Employer
	     

	

	Address of Employer
	     

	

	Job Title and Description
	     

	

	Length of Employment  
	     

	

	Duties and Demands (Describe physical and cognitive demands and indicate source of this information – Participant, 

	Employer, Family, Job Guide etc)  

	     

	

	Participant has no previous employment or very limited work history  
	 FORMCHECKBOX 



	2.3 OTHER RELEVANT INFORMATION

	Pre-injury work history 
	(Include study, volunteer and community roles)

	

	     

	

	Pre-injury work related skills, interests or hobbies 

	

	     

	

	Current source of income 
	     

	(Type of Centrelink benefit, Income protection, sick leave etc)


	3.0 WORK READINESS

	Details of physical restrictions and areas that need to be addressed to commence RTW

	(Comment on any access or transport issues.  Comment on any required adjustments or care needs)

	     

	

	Details of cognitive and/or behavioural impairements that need to be addressed to commence RTW

	(Comment on any access or transport issues.  Comment on any required adjustments or care needs)

	     

	

	List the participant’s concerns that may impact on a return to work/study?

	(Consider financial situation, social supports, accomodation, confidence, self-esteem, labour market factor, childcare commitments, concurrent income and compensation claims).

	     

	

	What has prevented the participant from commencing a RTW to date?

	     

	

	Current level of literacy (Comment if English is Second Language, on general literacy and reading ability and aptitude for learning).

	     

	

	Current level of computer competency (If relevant and explain how this was determined).

	     

	

	Has commencement of RTW / pre-vocational activities been discussed with treating medical Doctor / Specialist? 

	(Assessor not required to make contact.  Only comment if contact has been made or will be required).

	     

	

	Has a neuropsychological assessment been completed? 
	Yes
	 FORMCHECKBOX 

	Date
	     
	No
	 FORMCHECKBOX 


	

	Does the person have any Centrelink obligations
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 



	4.0 EMPLOYMENT HISTORY

	

	Please complete a summary of any past employment – commencing with most recent. 

	(Not required if participant’s resume is attached with this report)

	Job Title
	     
	Length of Employment
	     

	

	Employer Name
	     
	No. of Employees
	     

	

	Brief description of role (Describe physical and cognitive demands)

	     


	Job Title
	     
	Length of Employment
	     

	

	Employer Name
	     
	No. of Employees
	     

	

	Brief description of role (Describe physical and cognitive demands)

	     


	Job Title
	     
	Length of Employment
	     

	

	Employer Name
	     
	No. of Employees
	     

	

	Brief description of role (Describe physical and cognitive demands)

	     


	5.0 EXPLORATION OF WORK OPTIONS

	Is the participant ready to commence work activities?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	(Comment from assessor’s viewpoint and indicate opinion of person)

	     


	

	If no, is the participant ready to commence pre-vocational activities?

	
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	If yes, complete the rest of this report considering pre-vocational activities rather than work activities     

	

	What job / study options were discussed? (Maximum of 3)

	(Comment on the participant’s interest in these options and why they want and think they can work in this area.  Also comment whether these job/study options are realistic.  Does the participant have the required cognitive / physical capacity?  Are there employment opportunities in their local area or within reasonable travel time and indicate the evidence).

	     

	

	What qualifications are required to do each job discussed?

	     

	

	Does the participant currently have the skills / confidence to perform discussed jobs?

	
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	

	If No, what additional training, study or work trials would be required for the participant to be employable in the discussed jobs?

	     

	

	What other jobs were discussed and what were the reasons for not pursuing them?

(Maximum of 3)

	     

	

	What is the recommended return to work job option and rationale for this? 

	(Comment on discussion between person and assessor that resulted in this recommendation and participant’s preferred option).

	     


	6.0 WORK OPTIONS GOAL


	The agreed option to return to work / pre-vocational activities is:

	     

	

	Commencing 
	Full-time 
	 FORMCHECKBOX 

	Part-time
	 FORMCHECKBOX 

	 Casual      
	 FORMCHECKBOX 

	

	

	What is the estimated time frame to achieve this RTW goal stated above?

	     

	

	Does the participant currently have the physical / cognitive ability to perform the tasks 

	required to achieve this goal?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	

	If No, list the areas of concern and strategies for overcoming these:  

	     

	

	How will the participant travel to work activities  
	     

	

	Is it likely that workplace assessment / modifications will be required to accommodate any 

	disability issues? (e.g wheelchair access)  
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	

	If the participant requires a graded return to work outline the anticipated commencement hours / days per week

	     


	

	Does the participant have the skills and confidence to job seek independently and disclose their disability or would they benefit from job training skills assistance when they are ready to commence job seeking?

	     


	7.0 PLAN OF RECOMMENDED ACTIONS


	

	7.1 LIST  ALL OF THE STEPS REQUIRED TO ACHIEVE THE RECOMMENDED GOAL

	

	Steps for goal achievement
	What assistance is required and who will provide it
	Estimate timeframe to achieve step

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	7.2 Services required to achieve these steps over the next 3 months

	List the recommended services, service providers, payment codes, hours and costs (including GST) including non-direct services such as provider travel.

	

	Service
	Provider name

Organisation (Billing as) 

Address & Phone


	Payment Code
	Hours
	Cost (incl GST)

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	Total Cost:
	     


	7.3 Service Provider Declaration

	I have developed this plan in consultation with the participant and the participant agreed to participate.

	

	Name
	     
	Date
	     

	

	

	7.4 Has the participant been given a copy of this report?  
	
	
	
	

	

	If no briefly outline why
	     

	

	Will these costs be submitted by the case manager with the participant’s next Plan or submitted as a Service Request or Participant Training Request? (discuss with case manager)
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