
OCCUPATIONAL INJURY 
NEW CASE REFERRAL FORM 

 
Robinson Work Rehabilitation      
PO Box 40050
Jacksonville, FL  32203 
 
Please complete as much of the form as possible.      
 
Date of Request: ________________________ 
 
Description of Services Requested:  
_____________________________________________________________________ 
 
Claimant Information:  
Name:   _______________________________________________________ 
Address:  _______________________________________________________ 
City / St / Zip: _______________________________________________________ 
Phone:    ______________________   DOB: ___________________________ 
Injury:  _______________________________________________________ 
 
Employment Information:  
Employer: _______________________________________________________  
Occupation:  _______________________________________________________ 
DOI:  ______________________  
Contact:  ______________________ Phone: _________________________ 
 
Billing Information: 
Claim #:  _______________________________________________________ 
Payer Name: _______________________________________________________ 
Address:  _______________________________________________________ 
Contact:  ______________________ Phone: __________________________ 
Fax:    ______________________  E-Mail: __________________________ 
 
Plaintiff Counsel: 
Attorney Name: _______________________________________________________ 
Address:  _______________________________________________________ 
Phone:    ______________________ Fax: ____________________________  
 
Defendant Counsel: 
Attorney Name: _______________________________________________________ 
Address:  _______________________________________________________ 
Phone:    ______________________ Fax: ____________________________  

Phone:         (904) 712-4419  
Fax:  (888) 445-7119 
Web:  www.rwrehab.com 
E-mail:          rick@rwrehab.com 


