
@ Conbussion Service Referral
Only General Practitioners or DHB Emergency Department staff can complete this forn ta
refer a client to Concussion Servrbes. For more informatian abaut how to cornplete this form,
please refer to the guide.

PART ONE: REFERRER TO COMPLETE AND SEND TO ACC

ffi@
Te Kapdeilhne ishira tluoga lt hac

Home phone numben Work phone number

Employed? [ No n Yes - please state employer name:

Date of injury reported:

Number of times the client has been seen for this TBI injury;

Injury type: fl Principat injury n Additional injury

Symptoms present at consultation time: I Loss of consciousness reported I Loss of balance n UooO changes (depression etc)

n Headmhes I Memory problems n Visual disturbances

I fatigue f] Nausea fl Oimcuny mnoentrating

E Muscularaches

Description of symptoms (if required):

Precxisting faclors that my impacl recovery (if applicable):

PrefenedconcussionseMceprovider: F=e*as*s *gt Fot*l=€€a$ L't=i * **n**sei*c-"= Sgs.!'Ecee

lf servies are declined, please notify; fl Refener I other service provider- f,ease state name;
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NOTE: TBI21 seruie naximum is 3llours

Decision: D Funding approved (TBl21 education, Assessment and Rdratlilitation Plarning)

I Funding dedined - please state reason:

Complete the following fields if funding is approved

Approvedvendor: Fgea.ls ol= Fcees?tEa! Ltd
Concussioc $eruEces

Vsdor number FOC t., POTI

Claim number: Rrdrae order numben

Signature

Client Service slaff member: Phone numbec

Signature: Date:

ACC branch address:

Fax number: Date form sent:

PART TWO: AcC TO COMPLETE AND FAX TO APPROVED VENDOR WITH PART ONE

The information collected on this form will only be used to fulfil the requirements of the Accident Compensation Act 2001. ln the collection,
use and storage of information, ACC will at all times @mply with the obligations of the Privacy Act 1993 and the Health lnformation Privacy
Code 1994.

PAGE2OF 2


