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Occupational Health Department

Request for Occupational Health Advice

	This form needs to be sent to the Occupational Health Department, St Peters Hospital, Guildford Road, Chertsey, Surrey KT16 0PZ (St. Peters Hospital DX:119775 Chertsey 2) Fax 01932 722644. This referral form can be completed and sent electronically to occupational.health@asph.nhs.uk however a signed hard copy MUST be sent to the Occupational Health Department.

	Section A: Details of individual being referred

	Name: 
	
	DOB:
	

	Address for Correspondence & Contact Telephone Number:

	

	Email Address
	

	Job Title & Work Location:
	Contracted Hours:

	
	

	Physical demands of job: (Please indicate with x)
	Work Environment: (Please indicate with x)

	Office Based
	
	Contact with bodily fluids
	

	Moving & Handling
	
	Contact with chemicals
	

	Standing for long periods of time
	
	Food handler
	

	Computer (DSE/VDU) work
	
	Exposure to dust
	

	Driver
	
	Exposure to noise
	

	Fork lift truck driver
	
	Working at height/confined spaces 
	

	Regular shift/night worker (please specify)
	
	Lone Worker
	

	Control and restraint issues
	
	Use of vibrating tools
	

	Other duties (please specify)
	Exposure to verbal/physical aggression (please specify)
	

	
	
	

	
	Other (please specify)

	
	

	Additional information regarding work situation; Please attach job description if relevant

	

	Section B: Reason for referral                                                              (Please indicate with x)

	Long term Sickness Absence
	
	Short Term Sickness Absence
	

	Work related Accident/Ill Health 
	
	Other
	

	(Please provide details of the Accident Report Form, COSHH data hazard sheet and, appropriate risk assessment if applicable).

	Any other relevant information: 

	

	Sickness absence record– (Please continue on additional sheet if necessary and attach to referral form).

	Date
	No. of Days
	Reasons 

	
	
	

	Section C: Advice required from Occupational Health                        (Please indicate with x)

	1
	Is the individual fit to carryout the full range of duties relating to their normal job?

	

	2
	Is the individual fit to return to modified duties of work?

	

	3
	If modifications are required are they temporary or permanent? 


	

	4
	Can you please advise whether there is an underlying health condition affecting their attendance at work?

	

	5
	Do the provisions of the Disability Discrimination Act apply in this case?
	

	6
	What is the likelihood of the individual being able to fulfil the full duties and responsibilities of their job in the foreseeable future?

	

	7
	Can you please advise whether there are any conditions at work that may be adversely affecting this

individuals health?
	

	8
	Is there any additional help or support you recommend?
	

	9
	Will the employee be able to render satisfactory attendance and performance at work in the future?
	

	10
	Other
	

	Section D: Details of referring Manager / Person

	Name:
	
	Job Title:
	

	Full Correspondence Address:

	

	Telephone contact number:
	

	E-Mail Address:
	
	
	Yes
	No

	I confirm that I have discussed this referral with the employee and they have agreed to attend Occupational Health.
	
	

	Has the manager already performed Return to Work Interview
	
	

	I have provided the employee with a copy of Occupational Health Employee Information leaflet on Manager Referral. (The employee MUST be provided with this leaflet).
	
	

	Signature of Referring person:
	
	Date
	

	Section E: Consent of individual being referred

	This section must be signed by the individual being referred and only in EXCEPTIONAL circumstances will a referral form be accepted unsigned. Failure to sign this section may result in the referral form being returned and any appointment or assessment delayed.
I confirm the reason for this referral has been discussed with me and I consent to a report being prepared by the Occupational Health department in relation to this referral. I also understand that following the appointment Occupational Health will send a report to my manager and that a copy will also be sent to me. 
If you decline to attend the assessment your manager may make decisions on the information available to them at the time. Where applicable and to aid continuity a copy of this report will be sent to your GP. 

	If you do not wish for this to occur please tick please indicate 
	
	with x.

	Signature of Individual being referred:
	
	Date
	

	

	Section G: To be completed by Occupational Health Department

	To be seen by:


	
	Appt Letter Sent    
	Informed by tel.   

	Appt

Date: 
	
	Appt

Time:
	
	Appt Location:
	

	Signature of Occupational Health member of staff completing arrangements:

	


