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Improving outcomes through rehabilitation management systems: a continuous improvement guide
Appendix 8: Letter to approved rehabilitation provider outlining the organisation’s expectations 

This appendix provides an example of a better practice letter to send to an approved rehabilitation provider (ARP). This letter has been adapted from an example used by the Australian Taxation Office. You will need to personalise this letter to meet your organisations requirements. 

Our reference:


Contact officer:

Telephone:


Facsimile:


Your reference:


Issue date: insert date


<Provider name>

<Company name>

<Full address>

Dear <Insert ARP name> 

Management of return to work: <Employee name>   

I would like to confirm our recent conversation regarding the referral of <employee name> for an Initial Needs Assessment under section 36 (s. 36) of the Safety, Rehabilitation and Compensation Act 1988. As discussed with you I <have faxed / will fax> to you the Comcare Return to Work Assessment Referral Form. Your report will be provided in full to the employee. If you feel that it is more appropriate that the content of your report is released to the injured employee via their general practitioner, please provide me with written notification to this effect.
(Optional paragraph where appropriate) 

I have also organised a s. 36 referral to <specialist name> in accordance with the <insert name of organisation> internal injury management advice. Details of that appointment are: 

Date: <details> 

Time: <Time>

I will contact you when I receive the report from the doctor conducting the s. 36 assessment.

In most cases the <insert name of organisation> relies on the rehabilitation provider taking the leading role in meeting and liaising with the treating practitioner(s).  I have written to the treating doctor to advise of your involvement in the case and have forwarded a copy to you.  
My expectations of your involvement, in addition to the standards set for you by Comcare, are as follows. 

	Timeliness of advice and paperwork 


	<insert name of organisation> expects prompt submission of hard copy of Comcare RTW plans, amendments and closures. Return to work plans, suitable duties plans etc. that are used within your organisation may be used to supplement but not replace the required Comcare forms.  In addition, all of the required signatures should be obtained prior to being submitted to the Consultant for approval.

  

	Close working relationship with the treating doctor(s) 
	As per the Comcare standards, the treating doctor and specialist must be involved in the preparation and ongoing review of the RTW plan (RTWP). This may require visits to the doctor with the employee, in addition to regular phone contact. 



	Excellent communication with the consultant, the employee and Comcare 
	Regular phone calls on progress of cases – at least <weekly>.

Monthly concise reports to be sent by email to the <insert name of organisation> so that they can be “attached” to our electronic case record. Please send a hard copy of your report to the employee, manager and Comcare. 



	Billing procedures 
	Please send the original account to me directly (via email where possible) to enable monitoring against the RTWP case costs.  

Comcare also require approval by the consultant before payment will be made. Sending invoices directly to Comcare will delay payment of the account.

Where there are delays with payment, please contact Comcare directly on 1300 366 979.



	Ergonomic equipment
	The <insert name of organisation> has an IT ordering catalogue for ergonomic IT equipment. Please consider these items in the first instance if IT equipment is required as this will reduce delivery times. This list is updated regularly, and you can ask the Consultant for the latest version. Corporate Express is the <insert name of organisation> preferred supplier for all other ergonomic equipment. If the equipment you are recommending is not available or appropriate from ITOC or Corporate Express, please detail in your report the reasons why they were not appropriate. Please include in your recommendations the full product code to ensure correct ordering of equipment.  



	Well-structured RTW schedule  


	· The RTW schedule (template attached) should be well structured and detailed to assist the employee and team leader to know exactly what the employee is medically able to do and any medical restrictions. 

· Where possible employees should adhere to standard hours patterns, starting no earlier than 8.30 unless there are exceptional circumstances. 

· Employees cannot use flex while on a graduated RTWP. 

· Any time this schedule is updated and re-issued, it should be attached to a Comcare RTWP amendment.

 

	RTW plan amendment
	· Any time that either the approval cost or duration of the RTWP is expected to be exceeded, a Comcare RTWP amendment is required. 

· The signatures of the relevant parties should be obtained on the RTWP amendment form before submission to the consultant, and

· Approval by the Consultant should be obtained before the costs or duration of the RTWP are exceeded.

· A new RTWP is required only when the goals of the RTW change.

 

	RTW plan closure
	At the conclusion of the RTWP, closure is to be discussed with the consultant and a Comcare RTWP closure form signed by all relevant parties is to be submitted to the Consultant for approval.




I look forward to working with you to support <employee’s name> return to work. 

If you have any questions, please contact me on <insert full number>.
Yours sincerely

Your name 
Your title
RETURN TO WORK SCHEDULE
This Return to Work schedule forms part of the determination under sub-section 37(1) of the SRC Act. This form should be attached to either the Return to Work Plan (SRC40) or Return to Work Plan–Amendment (SRC86). 

PERSONAL DETAILS


	EMPLOYEE NAME:
	

	AGS No:
	

	CASE NUMBER:
	                                 

	COMCARE CLAIM NO:
	

	PRE-INJURY BSL & LOCATION: 
	

	PRE-INJURY APS LEVEL:
	

	PRE-INJURY HOURS: 
	Full time – Hours/days per week:  Mon-Fri                          Total:   00:00

Part-Time – Hours/Days per week – specify as per P/T schedule



	PRE-INJURY DUTIES:         
	

	BSL LOCATION FOR RTWP:
	


PERIOD OF GRTW PROGRAM       FROM:  ……………….…… TO ………..…………..

MEDICAL RECOMMENDATIONS

	

	

	

	



SUITABLE DUTIES
	

	

	

	


ANY OTHER RELEVANT COMMENTS

	

	

	


REVIEW DATES
	
	
	


GRADUATED RETURN TO WORK SCHEDULE – Refer to Page 2

             SIGNATURES:   

	Rehabilitation Case Manager: 

Name:                                                      Date:  
	Employee:

Name:                                                      Date:  

	Approved Rehabilitation Provider:

Name:                                                      Date:  
	Team Leader:

Name:                                                      Date:  

	Treating Practitioners Endorsement:

Name:                                                      Date:  
	ACTION: Copies issued to all parties

Copy to Rehabilitation Case Manager  and Comcare









