

Self/GP Certification & Return to Work Contact Form (S12)

	Part A
	Sickness Absence
	Employee to complete for all sickness absences

	
	

	Name
	     
	Employee Number
	     

	
	

	Project/Shop/Section
	     

	
	

	Nation/Region
	 FORMDROPDOWN 


	
	
	

	First day of absence
	     
	Last day of absence
	     

	

	No. of working days lost
	     
	Medical Certification required
	 FORMDROPDOWN 


	
	
	
	

	Reporting procedure followed:
	 FORMDROPDOWN 

	Date
	     
	Time
	     

	
	
	
	
	
	

	Did you visit:
	Hospital
	 FORMDROPDOWN 

	Clinic
	 FORMDROPDOWN 

	Optician
	 FORMDROPDOWN 

	

	
	GP
	 FORMDROPDOWN 

	Dentist
	 FORMDROPDOWN 

	

	
	
	
	

	Did you receive medication from either:
	GP/Dentist/Optician
	Yes/No
	 FORMDROPDOWN 

	

	
	Self prescribed from Chemist
	Yes/No
	 FORMDROPDOWN 

	

	

	Was the period of absence disability related   FORMDROPDOWN 

Reason for absence (Please select from list below)

	
	

	Abscess/Cyst
	 FORMCHECKBOX 

	Gynaecological
	 FORMCHECKBOX 


	Anxiety
	 FORMCHECKBOX 

	Headache/Migraine
	 FORMCHECKBOX 


	Auto Immune Condition
	 FORMCHECKBOX 

	Heart Condition
	 FORMCHECKBOX 


	Accident – non work related
	 FORMCHECKBOX 

	Hypertension
	 FORMCHECKBOX 


	Allergic Reaction
	 FORMCHECKBOX 

	Infection
	 FORMCHECKBOX 


	Back
	 FORMCHECKBOX 

	Industrial Injury
	 FORMCHECKBOX 


	Bereavement
	 FORMCHECKBOX 

	Malaise
	 FORMCHECKBOX 


	Blood Disorder
	 FORMCHECKBOX 

	Mastitis
	 FORMCHECKBOX 


	Chest/Upper Respiratory Tract Infection/Asthma
	 FORMCHECKBOX 

	Musculoskeletal
	 FORMCHECKBOX 


	Circulatory
	 FORMCHECKBOX 

	Oncology/Cancer/Tumour
	 FORMCHECKBOX 


	Contagious Disease
	 FORMCHECKBOX 

	Operation/Hospitalisation
	 FORMCHECKBOX 


	Depression
	 FORMCHECKBOX 

	Optical
	 FORMCHECKBOX 


	Diabetes
	 FORMCHECKBOX 

	Pregnancy Related Illness
	 FORMCHECKBOX 


	Dizziness/Blackout
	 FORMCHECKBOX 

	Renal
	 FORMCHECKBOX 


	Dental
	 FORMCHECKBOX 

	Skin Condition
	 FORMCHECKBOX 


	Ear/Nose/Throat
	 FORMCHECKBOX 

	Sleep Apnoea
	 FORMCHECKBOX 


	Epilepsy
	 FORMCHECKBOX 

	Stress
	 FORMCHECKBOX 


	Flu/Cold/Viral
	 FORMCHECKBOX 

	Stress that may be caused or exacerbated by workplace factors (please discuss with manager)
	 FORMCHECKBOX 


	General Debility/Chronic Fatigue Syndrome/ME
	 FORMCHECKBOX 

	Stomach/Gastrointestinal/Food poisoning
	 FORMCHECKBOX 


	
	
	Thyroid Imbalance
	 FORMCHECKBOX 



	Injuries at Work or Accidents:
	

	
	

	Give details of accident (if applicable)
	

	

	

	Where did the accident take place? (tick where applicable)

	

	Workplace
	 FORMCHECKBOX 

	Not at work
	 FORMCHECKBOX 

	(Complete correct reporting procedure)


	I understand that if I deliberately provide false information about my absence it will result in disciplinary action, including dismissal.

	

	Employee Signature
	     
	Date
	     
	

	

	NOTE: To authorise absence, PART B of this form must be completed by your Manager.   If Return to Work Contact with your Manager is not face to face, you must complete PART A and send the form to your Manager to complete PART B.


	PART B
	Return to Work Contact
	Line manager to complete for all sickness absences

	No. of previous absences in last 6 months:
	     

	Trigger point met:
	 FORMDROPDOWN 

	Further action required:
	 FORMDROPDOWN 

	RIDDOR applies?
	 FORMDROPDOWN 


	Medical Certificate (Statement of Fitness for Work - Med 3) includes GP’s advice that the ‘employee may be fit for work taking account of the following advice’?  (Enter YES or NO)  If ‘YES’ discuss with employee (see below)  
	

	Discussion Points
	Notes

	Welcome:

Do you feel you are suitably fit to return to work?
	     

	Absence: 

Discuss reason’s for absence and factors relating to job e.g. health, safety and welfare, food safety and general infection.  

Are there any work-related factors contributing to absence? (See stress tick boxes in PART A)
Is current absence related to any previously?
Discuss GP’s advice on Med 3.
	     

	Responsibility:

Review of absence record together

Discuss trigger point and appropriate further action

Check need for GP certification or other medical clearance dependant on reason for absence and job context.

Discuss any support measures/ reasonable adjustments where appropriate i.e. EAP
	     

	Moving Forward:

Update on work matters/ backlog of work. 

Advise if further support or adjustments are needed to discuss asap.
	     

	Record action(s) agreed (if any) following GP’s advice on Med 3.
	

	Record of further Employee comments:
	     

	

	
	

	Record of further Manager’s comments:
	     

	

	

	Employee Signature
	     
	Date
	     

	
	
	
	

	Manager’s Signature
	     
	Date
	     

	
	

	Print Name 
	
	

	
	

	Manager’s Post Title
	     


NOTE:  Manager please fully-complete this form and ensure absence has been entered onto Direct Input before passing the form to your People Team. 
This form contains sensitive personal information.  Please limit circulation to only those who are required to see it and ensure that it is kept in a secure and confidential place.


