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	Privacy

The TAC will retain the information provided and may use or disclose it to make further inquiries or assist in the ongoing management of the claim or any claim for common law damages. The TAC may also be required by law to disclose this information.
	
	Without this information, the TAC may be unable to determine entitlements or assess whether treatment is reasonable and may not be able to approve further benefits and treatment.

If you require further information about our privacy policy, please call the TAC on 1300 654 329 or visit our website at www.tac.vic.gov.au


	Date of report
	

	
	


	Client details
	
	

	Client name
	
	Claim number

	
	
	

	Client address
	
	Date of birth
	
	Date of accident

	
	
	
	
	

	
	
	Telephone number

	Postcode 
	
	


Injuries sustained in transport accident

	


Current treatment and frequency

	


Occupation

	Job title
	
	Rate of pay

	
	
	$


 FORMCHECKBOX 
 Full time

 FORMCHECKBOX 
 Part time

 FORMCHECKBOX 
 Casual


 FORMCHECKBOX 
 Permanent / other
 FORMCHECKBOX 
 Shift basis

	TAC Officer details
	
	

	TAC Officer
	
	Telephone number
	
	Fax number

	
	
	
	
	


	Employer details
	
	

	Company / organisation
	
	Contact person
	
	

	
	
	

	Supervisor
	
	Telephone number
	
	Fax number

	
	
	
	
	

	Company address
	
	Email address

	
	
	

	
	
	

	
	
	Is the employer self insured 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


	Rehabilitation provider details
	
	

	Rehabilitation hospital / organisation
	
	Telephone number
	
	Fax number

	
	
	
	
	

	Therapist
	
	

	
	
	

	Available contact hours
	
	

	
	
	


Treating practitioner details

	Practitioner name
	
	Telephone number
	
	Fax number

	
	
	
	
	

	Practitioner address
	
	

	
	
	

	
	
	

	
	
	


Worksite assessment
	Date of assessment
	
	Address of assessment (if different from above)

	
	
	


People present

	


Current status
Is the client fit to return to work?

If ’yes’, please outline guidelines for return to work

	


If ‘no’, please outline restrictions

	


Barriers to return to work

Physical / cognitive

	


Other performance considerations

	


Recommendations to address barriers

	


Return to work plan goals

Primary goal for the entire return to work program, e.g. permanent, part-time
	


Estimated time frame to achieve the primary goal

	
	
	


Secondary goals of the current plan, e.g. increase to one hour standing, returning to driving, etc.
	


Duties and / or demands of the job
	Pre-accident / normal duties
	Proposed duties of this plan

	
	

	
	

	
	

	
	


 FORMCHECKBOX 
  Additional information attached

Equipment / travel recommendations

Please detail any recommendations for workplace equipment, modifications, travel issues, etc.

	


Other recommendations and / or issues

Please detail any other recommendations or relevant issues and how they will be managed throughout the return to work program.

	


Return to work program hours

	Week of program
	
	
	
	
	
	

	Week start date
	
	
	
	
	
	

	Monday
	
	
	
	
	
	

	Tuesday
	
	
	
	
	
	

	Wednesday
	
	
	
	
	
	

	Thursday
	
	
	
	
	
	

	Friday
	
	
	
	
	
	

	Saturday
	
	
	
	
	
	

	Sunday
	
	
	
	
	
	

	Weekly total hours
	
	
	
	
	
	

	Productivity %
	
	
	
	
	
	


Productivity rationale

Please provide a full explanation of your assessment.  Consider additional labour required, supernumerary duties etc.

Please ensure your productivity assessment is explained to the employer and the client.
	


Program review date
Place and time of review 
	
	
	
	


Please note that extension plans must be submitted five days prior to current plan expiry.
The client and the employer agree that for the duration of the return to work program, the employer and the client will as far as is practicable comply with the proposed working hours, duties and medical restrictions set out in this plan.  

Employer agreement

	Full name
	
	Position

	
	
	

	Signature
	
	Date

	
	
	

	
	
	


Client agreement

	Full name
	
	Date

	
	
	

	Signature
	
	

	
	
	

	
	
	


Return to work provider
	Rehabilitation organisation
	
	Date

	
	
	

	Therapist
	
	

	
	
	

	Signature
	
	

	
	
	

	
	
	


The TAC will offer WorkCover indemnity insurance for the duration of this program if the employer is eligible under the Accident Compensation (WorkCover Insurance) Act 1993.  Self-insured employers and self-employed clients are not eligible for this indemnity.

CC:

	Client
	
	 


	Employer
	
	


	Medical treater
	
	


	Other
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	PO Box 2751 
MELBOURNE VIC 3001
DX 216079 Geelong
	Telephone 1300 654 329

STD Toll Free 1800 332 556

www.tac.vic.gov.au

ABN 22 033 947 623
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