Management Referral Form g

WELLBEING

Revision Date: February 2012
Section 1: Employee Details
Surname: First Names:
Title: Date of Birth:
Home Address: Home Telephone :
Mobile Telephone: Job Title:
Company: Work Location:
Hours (FT/ PT) At work / Off sick

Sickness Start
Shift Pattern: Date:
Section 2: Reason for Referral Response

If related to sickness absence, please provide a sickness report or give details of absence
2.1 Short Term Sickness Absence
2.2 |[Long Term Sickness Absence
2.3 |[Concern regarding fitness for work in current position
2.4 Report after an accident / injury sustained at work - please attach details
25 Performance Deterioration
Other (please specify below)

2.6

Absence
Details

Section 3: Activities (please expand rows to fit text as required) Response
Please provide a brief description of the main job activities and hazards that are required to undertake within their current position.

Repeated patient handling

Repeated handling of inanimate objects

Use of Display Screen Equipment

Use of vibrating tools

Driving - including patient transportation

Contact with Respiratory / Skin sensitisers / irritants
Exposure Prone Procedures (Healthcare organisations)
Exposure to Blood / Body Fluids

Food Handlers

Others (please list below)

Section 4: Background (please expand rows to fit text as required)
Please provide comprehensive and relevant information / concerns regarding the reason for referral (NB: all the information on this form may be
discussed with / shown to the individual employee)

Section 5: Other issues / performance (please expand rows to fit text as required)
Are there any ongoing disciplinary / performance issues with this individual? If yes - please provide an outline.

Do they normally perform at a satisfactory level? ||
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Section 6: Guidance

Please indicate which areas you wish to be considered and require guidance on within the OH assessment
6.1 In the case of multiple short term absences, are these related to a single underlying health condition?
6.2 Is there any evidence that the work environment has contributed to this episode
6.3 Is this person likely to be fit to return to work in the next 4-6 weeks?

6.4 [If this person is not fit at present for his / her full range of duties, please advise on:

a) Likely time scale when able to resume normal duties?

b) Recommendations for restricted duties / phased return to work programme

c) Recommendations on alternative temporary activities that could be undertaken?

6.5 If this person is permanently unfit for their current role, please comment on:

a) Whether re-deployment would allow a return to work - if Yes, please advise on the type of work activities that could be considered

within a redeployment role?

b) If a return to work were not possible, should an application for ill health retirement be considered?

6.6 Is this person suitable for night work (Working Time Directive)?

6.7 Factors to consider in reference to the Equality Act 2010

a) Does the employee a physical or mental impairment?

b) How long has it lasted or how long is it likely to last?

c) Does this impairment affect their ability to carry out normal day-to-day activities?. If yes, please indicate how it impacts.

d) Please advise on any adjustments that you think might assist this member of staff in returning to work/remaining at work and the
reasons for this advice?

Section 7: Additional Questions (please expand rows to fit text as required)
If you have any additional questions, please indicate:

Section 8: Report Information (For Managers)

| am referring the person named above to Occupational Health for assessment and can confirm that he/ she has been made fully
aware of the purpose of the referral and that you have provided a copy of this referral to the employee

Please indicate that you provided the ‘Consent form for referral of employee to Occupational Health' to the employee and this will be forwarded
to Occupational Health.

Please indicate your preferred report format (please

Electronic copy via encrypted

indicate one only): Postal Hardcopy: OR  [lemail:
Name of Manager: Job Title:
||Emai| Address: Telephone:

Postal Address:
||HR Adviser Name: Telephone:
||Emai| Address:

Postal Address:

Date: Signed :

|AII reports will be posted / emailed to the Referring manager / HR adviser. Please ensure accurate information is provided above and the preferred

Please Note:

1 Under the Data Protection Act 1998 employees may request access to their occupational health records.

2 All referrals must be accompanied by a signed consent form.

3 We endeavour to prepare reports within five working days of an appointment. However please be aware that, if we require additional detail from
an individual’s specialist or GP and they consent to us accessing this information, there will be a delay in the report being prepared. Under these
circumstances we will write or e-mail you to inform you of a likely delay.

This form is to be sent with all the relevant documents (Consent form, Sickness data (if appropriate), Incident form (if appropriate)):

Workplace Health & Wellbeing, 20 Rouen Road, Norwich NR1 1QQ

OR by Fax (secure) to:

Fax No: 01603 287026
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