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MANAGEMENT REFERRAL FORM – Version 13
	SECTION 1 
Company Details

	Company Name:



	Referring Manager: 

Mr/Mrs/Miss/Ms [delete as appropriate]


	Email Address:

	Line Manager: 

Mr/Mrs/Miss/Ms [delete as appropriate]


	Email Address:

	Company Address & Postcode:



	Contact Telephone Number:
	Fax Number:



	Person to receive report:
	Preferred means of receiving report (X)
	Email
	

	
	
	Post
	

	SECTION 2
Employee Details

	Mr/Mrs/Miss/Ms [delete as appropriate]


	Surname:


	Forename(s):

	Date of Birth:
	Employee Number:

	Home Address:

Post Code:
	Job Title & Department:



	Contact Telephone Number:

Contact Email:
	Date commenced employment:



	
	Date commenced present job if different:



	Total Contracted hours:
	Provide details of working pattern.

	SECTION 3
Absence History (provide details of all absences in last 6 months)
If it is appropriate please include fit notes from a GP with the referral form

	Is the employee currently absent from work?
	Yes
	No

	From:
	To:
	Number of Days
	Reason for absence

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	SECTION 4 
Reason for this referral
	Please indicate (

	Short Term (STA):
	

	Long term (LTA):
	

	Fitness assessment due to change in Job Requirements/Role:  
	

	Wellbeing support (mental health and counselling):
	

	Other:
	


	SECTION 5
Referrer Information – the referral cannot progress if this section is not completed


	Describe the employee’s impairment and how it affects their ability to carry out their role.
	

	How long have you been aware of the issue?
	

	Has the employees job or conditions changed?
Please provide details

	

	Is there conflict with colleagues or management?
	

	Is the employee subject to any formal management process? 
	

	Are you aware of any personal issues?

	

	Is there any other information you consider to be relevant?

	

	SECTION 6
Referrer’s Questions – please indicate in the right hand column the questions required
	
	(

	Is there an underlying medical condition that is adversely affecting the employee’s health?
	

	Is the employee’s impairment consistent with this underlying medical condition?
	

	Is the impairment likely to affect the employee’s ability to carry out normal day to day activities temporarily or permanently?
	

	Is the impairment likely to affect the employee’s ability to carry out their role temporarily or permanently?
	

	If the employee is not fit to carry out their contractual tasks can they work in an alternative role?
	

	What adjustments should be considered in relation to the employee’s impairment?
	

	When is the employee likely to be able to return to work?
	

	Is a phased return to work recommended?
	

	Is their medical condition work related?
	

	Is their medical condition likely to recur?
	

	Is a review indicated and if so when?
	

	Do you have any other questions not addressed above? (please add in the space provided)



	SECTION 7
Employer Declaration – must be completed

	Have you obtained explicit consent from the employee to share the personal and sensitive information on this referral form and explained the reason for this referral as well as providing them with a copy? 
(If the answer is NO the referral CANNOT progress)
	Yes
	No

	Signed: ……………………………………………………..             Date Completed: ………………………

Print Name: ………………………………………………..             Job Title: …………………………..……

Date sent to OH: ………………………………………….

This form is confidential to Choose Occupational Health.  

It should be completed by the Line Manager or HR Manager/Officer.

	Return Address - Please return the completed form to the address or e-mail in the footer below.


OH19
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