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	Occupational Health Referral Form

Confidential

	Referral Type
	 FORMCHECKBOX 

General

 FORMCHECKBOX 

Health Surveillance

 FORMCHECKBOX 

Immunisation 

 FORMCHECKBOX 

Workplace Assessment

 FORMCHECKBOX 

Physiotherapy

 FORMCHECKBOX 
      Wellbeing Clinic – PAM Assist


Employee Information                               Please complete all boxes

	Surname
	     
	Gender
	Male  FORMCHECKBOX 
      

Female  FORMCHECKBOX 


	Other Name(s)
	     
	Date of Birth
	     


	Employee’s Primary Address (this should be the home address unless employee has requested that correspondence be sent to an alternative address).
	
Please include Postcode       

	Contact Telephone Number
	     
	Email Address
	     

	GP/Specialist

Name, Address and Telephone Number
	     



Employment Details

Department
	 FORMCHECKBOX 
 Chief Executive’s    

 FORMCHECKBOX 
 Children & Families  FORMDROPDOWN 

 FORMCHECKBOX 
 Communities (1)  FORMDROPDOWN 

 FORMCHECKBOX 
 Communities (2)  FORMDROPDOWN 

 FORMCHECKBOX 
 Development   FORMDROPDOWN 

 FORMCHECKBOX 
 Resources  FORMDROPDOWN 

Expenditure Code       


	Present post title

(please provide person spec and job description)
	     

	Employee’s Work Address


	     

	Payroll Number
	

	No. Working Hours
	     
	Date Employment Commenced
	     


Referral Information

	Reason for referral: 

 FORMCHECKBOX 

Short Term Absence

 FORMCHECKBOX 

Long Term Absence

 FORMCHECKBOX 

Health issues affecting performance at Work

 FORMCHECKBOX 

Health Surveillance (see next question)
 FORMCHECKBOX 

Other – please specify        

	Health Surveillance required: (please list all Health surveillance requirements) 

     


	Nature of health condition or diagnosis prompting referral (if applicable):

     


	If there is a suggestion that the condition has resulted from an accident at work, please provide details and a copies of the accident report form and relevant risk assessments.      


Absence Details If the referral is related to absence please provide the following information

	First date of absence:      
	Last date of absence:  (if applicable)      

	Is the employee currently absent from work?     FORMCHECKBOX 
YES    FORMCHECKBOX 
NO  

	Sickness Absence  : Please provide print out from your Sickness Absence Reporting System CARS – if appropriate



Information requested of the OH Physician / Advisor

	Please tick those questions for which an answer is required.  The clinician will address each of the areas indicated.  (Please be selective as it is not usually necessary or appropriate to tick all boxes)
 FORMCHECKBOX 

Is the employee fit to continue in their present role?

 FORMCHECKBOX 

Will their health issues impact on their functional capacity at


work?

 FORMCHECKBOX 

When are they likely to return to work?

 FORMCHECKBOX 

What barriers are there preventing them from returning to


work?

 FORMCHECKBOX 

Are any adjustments required?

 FORMCHECKBOX 

Should redeployment be considered?

 FORMCHECKBOX 

Advice regarding the Equality Act 2010.

 FORMCHECKBOX 

Does the employee meet the criteria for early retirement on


the grounds of ill health?

 FORMCHECKBOX 

Other ( please state below)




	Additional Questions:

     



Information to Support Referral

It is very important that you provide as much information as possible to ensure that the clinician is aware of the impact on work, any adjustments already put in place and the impact on the individual.

	Impact on Work

	Q 1 . Please indicate the environment in which the individual works and any requirements that could impact on their medical condition.  You may wish to attach a copy of a current risk assessment.

     


	 Q 2. Please indicate whether the individual has experienced or anticipates any difficulties managing the requirements of their job.

     


	Q 3. Please indicate whether adjustments/adaptations have already been made to help the individual undertake their job.

     


	Q 4. If the reason for absence is stress please advise if you have commenced the stress procedure and attach a copy of the stress risk assessment.
     


	Other relevant information:

	Any other observations made by management/individual.  

     
Please provide with this referral any relevant documentation e.g. risk assessment, relevant correspondence.


Special Instructions relating to this case

For example, special requirements of employee; dates employee not available for appointment e.g. annual leave, hospital appointment.

	     



	Please advise if any formal processes are taking place regarding this individual. e.g. capability, disciplinary, sickness absence.

     



Persons responsible for the management of this case  

Please provide a copy of this form to all parties involved in this case. Correspondence and information will only be shared with those named below and the employee.

	Manager:     
Job Title:     
	HR Officer:      
Job Title:      

	Location 

     
Telephone Number:      
Email:      
	Location 

     
Telephone Number:      
Email:      


The contents of this referral form have been discussed with the employee either directly via telephone or formal consultation:  

YES   FORMCHECKBOX 
               NO  FORMCHECKBOX 

Form Completed by:


           

Print Name:              



Signature:      
Date:      
Please keep a copy of your referral and send the completed referral form by email to:  ew.admin@nottinghamcity.gov.uk
If you have any queries regarding the completion of this referral please contact Employee Wellbeing on 0115 8762953.
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