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	Request for Referral Form

	Short Term/Long Term Sickness Absence - Private & Confidential

	


	THIS FORM IS TO BE COMPLETED BY THE EMPLOYEE’S LINE MANAGER.


	Section One - Who is the referral for?


	Employee Name:
	
	Employee Job Title:
	


	Place of work (e.g. Civic Centre, Latton Bush, etc):
	


	Employee’s hours per week:
	


	Employee’s work pattern (e.g. shifts, hours per day, part time, job share etc):

	


	Probationary Period successfully completed? (please circle)
	YES
	NO


	Referred to the Occupational Health Medical Advisors before? (please circle)
	YES
	NO
	DON’T KNOW


	Does the employee know about this referral? (please circle)
	YES
	NO


	Section Two - Information for the Occupational Health Medical Advisors.


	Is this request a result of Short Term/Long Term Sickness Absence? (please circle)
	SHORT TERM   LONG TERM


	First date of current sickness absence:
	


	Have they been absent with this condition before? (please circle)
	YES
	NO
	DON’T KNOW


	Please give reasons for the referral:

	


	Please give a brief outline of the employee’s duties:

	


	Please give details of the employee’s illness or symptoms:

	


	Please give details of any other medical information the employee has given (include any details the employee has given about results, treatments, medication prescribed, tests done or awaiting results etc):

	


	Please give details of any concerns that absence is caused by, or made worse by work (include any accidents, injuries, aggressive incidents or environmental problems e.g. noise, dust, work station, etc):

	


	Please give details of any difficulties the employee has experienced or anticipates in managing the requirements of their job?

	


	Could the employee return on light duties or a phased return? If so, please give details. If not, please give reasons:

	


	What adjustments/adaptations have already been/could be made to help the employee undertake their job?

	


	Any additional information:

	

	PLEASE ENCLOSE COPIES OF ANY RELEVANT RISK ASSESSMENTS OR
REPORTOF AN INCIDENT FORM (SO2).


	Section Three - Questions you may wish to ask the Occupational Health Medical Advisors.


	Please tick all relevant boxes:


	□ Does the employee have a diagnosis for their condition?

	□ What does the diagnosis mean?

	□ What are the likely outcomes for that diagnosis?

	□ Are these outcomes temporary or permanent?

	□ Could the condition be covered by the Equality Act?

	□ Is the employee waiting for investigations or treatment? (please give details and timescales)

	□ What is the likely timescale for the employee to return to work/recover from their condition?

	□ Will the employee be able to return to their current job?

	□ Is the employee’s medical condition caused or made worse by work?

	□ If recovery is anticipated, what is the likelihood of recurrence in the foreseeable future, what nature might this take and what impact may it have on attendance and/or performance?

	□ Are there any steps that the authority can take to reduce this impact?

	□ Is a phased return to work appropriate? If so, please advise over what period and what measures are suggested.

	□ Is the employee is permanently incapable of returning to their current job?
□ If the employee is unable to return to their current job, should medical redeployment be pursued? Is this a permanent or temporary change?

	□ Any Other Questions? (please detail below)

	


	Section Four - Who is requesting the referral?


	Line Manager Name:
	


	Line Manager Job Title:
	


	Date of request for referral:
	
	Contact Number:
	


	PLEASE SEND COMPLETED FORM TO HUMAN RESOURCES, 3RD FLOOR, CIVC CENTRE
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