
 
 
 
 
 
 

 
 

Vocational Rehabilitation Referral Form 

Date  

Program Requested  

Program Location   Virtual Service Delivery ☐ 

 

Referring Agency Information 

Name  

Company Name  

Address  

Telephone  Fax  

Email  

Policy #  Claim or File #  

Report and Invoice 

Delivery Preference 

 

 

Invoicing Information (if different than above) 

Name  

Company Name  

Address  

Telephone  Fax  

 

Client Information 

Name  

Company Name  

Address  

Telephone  Date of Birth  

Previous 

Assessments 

completed  

(Check all that apply) 

☐ Vocational Evaluation 

☐ FAE/FCE 

☐ Psychological Assessment 

☐ Psycho-Vocational Assessment 

☐ Other 

Copy Provided ☐ Yes  ☐ No 

 



 
 
 
 
 
 

 
 

 

Referral Data 

Accident Date/ 

Date of Loss 

 COD Date  

Nature of Injury/ 

Diagnoses 

 

Functional 

Limitations 

 

 

Pre-Injury Job  

Pre-Accident 

Salary 

 

Target Wage/Wage 

Replacement 

 

Occupational 

Goals/Interests 

 

English – Spoken ☐ Yes  ☐ No English – Written ☐ Yes  ☐ No 

Interpreter 

Required 

☐ Yes  ☐ No Able to Travel ☐ Yes  ☐ No 

 

Program Objectives 

What is your reason 

for referral or 

service goals? 

 

Special 

considerations? 

 

Specific 

considerations to 

be addressed? 

 

 

Please submit through your preferred method  

1. Fax to Agilec at 1-905-443-0483  

2. Save the file and submit via Securedocs.com https://www.securedocs.ca/Portal 
 

For further information on Agilec programs, please contact Nadine Russo, 

1-800-361-4642, Ext. 2516 or nrusso@agilec.ca 

https://www.securedocs.ca/Portal.aspx?p=578
mailto:nrusso@agilec.ca

