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STATE AGENCY REFERRAL FORM  
FIELD MEDICAL AND VOCATIONAL SERVICES 

 
Please complete and fax to:  

DHRM – Office of Worker’s Compensation 
ATTN: Janette Purtell – Voc/Medical Manager 

FAX: 804-786-8840 
 

Name & Title: _____________________________________________________ 
 
Phone: _________________ Fax: ________________  
 
E-Mail Address: ___________________________________________________ 
 
Agency and Facility: ________________________________________________ 
 
Facility Address: ___________________________________________________ 
 
Injured Worker Name: ______________________________________________ 
 
Address: _________________________________________________________ 
 
Phone: __________________ SS#: _________________ DOB: _____________ 
 
Occupation: _________________________ Date of Injury: _________________ 
 
Services Requested: Please Discuss Reason For Request. 
 
 
 

 

 

 

 

 
 
__________________________________________________ 
Signature and Title of person authorizing request: 
 
Date of Request: ____________ 


