
Why companies choose to have a preferred provider for rehabilitation
They save money and time as they no longer need to continually re-brief a new •	
rehabilitation provider when a new one has been allocated to one of their Workcover 
cases by an Insurance Agent.
Working with one provider over time means that the company, provider and the •	
company’s insurance case manager can develop a strong mutual understanding  
of the ideal approach to most cases, facilitating a more effective Return-To-Work 
plan and enabling a more rapid implementation of such plans.
The preferred provider comes to know the treating practitioners that are more •	
regularly involved in Workcover cases, facilitating stronger communication  
and understanding.
A consistent overall approach to rehabilitation and Return-To-Work is more readily •	
applied across multiple sites (if applicable for the employer) when dealing with 
on rehabilitation provider. Solutions developed and one site can be more readily 
transferred to other sites if applicable.
Positive word-of-mouth about the provider passed among employees reduces •	
the chances that newly injured workers enter into the rehabilitation phase with 
apprehension or uncertainty.
It is easier to track and monitor Return-To-Work progress and results over time  •	
when dealing with a single provider.
The preferred provider becomes familiar with the workplace and the possible •	
alternate/suitable duties available. This can expedite early intervention and reduce 
the timeframes required to implement an effective Return-To-Work plan.
A single point of contact for all matters related to rehabilitation is more convenient •	
and can make it easier to resolve any issues should they arise.

Preferred Provider – Nomination Form



Ipar Rehabilitation Melbourne
Level 4, 459 Little Collins St 

Melbourne, VIC 3000 
Fax: 03 9640 0903 

Email: rehab@ipar.com.au

In line with our company’s rehabilitation 
procedures, our company elects Ipar Rehabilitation 
as its preferred occupational rehabilitation provider.
Signed:............................................................................................................

Name:..............................................................................................................

Date:........... /............. /..............

Position:...........................................................................................................

Company Details

Company Name:.............................................................................................

Address:..........................................................................................................

........................................................................................................................

........................................................................................................................

Tel: ..................................................................................................................

Fax:..................................................................................................................

ABN/ACN:.......................................................................................................

Email:..............................................................................................................

Principal Business or Industry Category

........................................................................................................................

........................................................................................................................

No. Employees (please tick)

 1 – 5	  6 – 10 	  11 – 20	  20 – 50

 50 – 100	  101 – 200	  200+

Insurer Details

Workers Compensation Insurer:.....................................................................

Workers Compensation Insurer Contact:........................................................

Company RTW Coordinator (if applicable):....................................................



Ipar Rehabilitation Sydney
Suite 202, 117 York St 

Sydney, NSW, 2000 
Fax: 02 9283 9333 

Email: rehab@ipar.com.au

In line with our company’s rehabilitation 
procedures, our company elects Ipar Rehabilitation 
as its preferred occupational rehabilitation provider.
Signed:............................................................................................................

Name:..............................................................................................................

Date:........... /............. /..............

Position:...........................................................................................................

Company Details

Company Name:.............................................................................................

Address:..........................................................................................................

........................................................................................................................

........................................................................................................................

Tel: ..................................................................................................................

Fax:..................................................................................................................

ABN/ACN:.......................................................................................................

Email:..............................................................................................................

Principal Business or Industry Category

........................................................................................................................

........................................................................................................................

No. Employees (please tick)

 1 – 5	  6 – 10 	  11 – 20	  20 – 50

 50 – 100	  101 – 200	  200+

Insurer Details

Workers Compensation Insurer:.....................................................................

Workers Compensation Insurer Contact:........................................................

Company RTW Coordinator (if applicable):....................................................



In line with our company’s rehabilitation 
procedures, our company elects Ipar Rehabilitation 
as its preferred occupational rehabilitation provider.
Signed:............................................................................................................

Name:..............................................................................................................

Date:........... /............. /..............

Position:...........................................................................................................

Company Details

Company Name:.............................................................................................

Address:..........................................................................................................

........................................................................................................................

........................................................................................................................

Tel: ..................................................................................................................

Fax:..................................................................................................................

ABN/ACN:.......................................................................................................

Email:..............................................................................................................

Principal Business or Industry Category

........................................................................................................................

........................................................................................................................

No. Employees (please tick)

 1 – 5	  6 – 10 	  11 – 20	  20 – 50

 50 – 100	  101 – 200	  200+

Insurer Details

Workers Compensation Insurer:.....................................................................

Workers Compensation Insurer Contact:........................................................

Company RTW Coordinator (if applicable):....................................................

Ipar Rehabilitation Adelaide
Level 10, 144 North Terrace 

Adelaide, SA, 5000 
Fax: 08 8210 0688 

Email: rehab@ipar.com.au


