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Trinity Occupational and Public Health Solutions Ltd

Management Referral Form
	A] Company Name: Insert Name Of Company Here
Address line 1:  

     
Address line 2:  

     
Town/City:        

     
Postcode:           

     


	

	B] Referring Manager : Insert Name
Job Title:      
Telephone/mobile

     
Fax

     
Email

     
I am referring the employee named below to you for a medical assessment as I have concerns as to his/her medical fitness/health in connection with their current role.  I have discussed the reason for this referral with him/her. I understand that this information will be treated in the strictest confidence and that:
· Specific medical information will not be disclosed to me without the individuals consent.

· The referral and any supporting documents will be included in the occupational health record, and that the individual has a right under the Data Protection Act to access information held within these records.

Where should report be sent? (select):  FORMDROPDOWN 
 
(if alternate address ….)

Address line 1:  

     
Address line 2:  

     
Town/City:        

     
Postcode:           

     

	

	

	C] Employee Details

Surname

     
Forename

     
DOB

     
Address line 1

     
Address line 2

     
Postcode

     
Preferred contact telephone no.

     
D] Job Details


	Job Title

     
Main duties

     
Current work status: 

Full duty as of

Temporarily Off WORK through:_____________________________

                                                    [reason on GP Sick Note]

Modified Duty through:




	Description & requirements of job process (please tick ( all that apply and indicate frequency & type where applicable e.g.  occasional/ regular): 



	

	· (
	· Hours of work =_______
· Manual Handling 
· Bending / stooping
	· (
	· Night duties

· Pincer grip movements

	· (
	· Twisting of upper body
	· (
	· Foot / leg movements

	· (
	· Twisting of neck
	· (
	· Prolonged standing

	· (
	· Arms at / above shoulder height
	· (
	· Working at heights

	· (
	· Work with arms outstretched
	· (
	· Use of Display Screen Equipment

	· (
	
	· (
	· Use of vibrating tools

	· (
	· Rotation / Twisting of forearm
	· (
	· Food Handler

	· (
	· Forcible hand / wrist movements
	· (
	· Driving [FLT/LGV Other specify

	· (
	· Forcible gripping movements
	· (
	· Contact with Respiratory sensitisers/irritants

	· (
	· Wrist repetition / Wrist movements
	· (
	· Contact with Dermatological sensitisers/irritants

	· (
	· Use of hand / wrist at awkward angles
	· (
	· Working in confined spaces

	· (
	· Repetitive use of manual screwdriver 

· Exposure to noise

· Food handling

· Working in isolation 

· Confined spaces 

· Static posture 
· Mental pressure 

· Climbing ladders

· Non Ionising Radiation
	· (
	· Other Field work 

· Dust, fumes and/or powder exposure

· Work with animals

· Lasers

· Biological agents

· Breathing apparatus

· Chemical exposure 

· Ionising Radiation 


E.
Reason for Referral (please tick boxes and give relevant supplementary information in the box below to fully explain your concerns)

	· Sickness and Absence – complete section F

	· Concern regarding fitness for work

	· Report following accident at work

	· Assessment prior to job alteration/ employment

	· Concern that health may be impacting on performance

	· Assessment of disability

	· Ill health retirement


F.
Details of sickness absence for last 2 years (Must be completed if sickness absence is reason for referral.  please include dates of absence, number of working days, reason and type of certification)
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________
G. The Questions I should like to have answered

· Is the employee fit to undertake their current role?

· If the individual were not fit to fulfil their role, would adjusted duties or temporary redeployment apply?

· Is the performance significantly affected by ill health and how long is this likely to continue?

· Is the ill health work related

· Likely date of return to work 

· Is there likely to be a recurrence of this condition in the future 

· Is it likely this case falls within the scope of the Disability Discrimination Legislation and if so what adjustments should be considered?

· Is ill health retirement appropriate?

· Other (please give details)

	

	


H. Manager’s Statement
I have discussed this referral with the employee named above and they understand the reason for it. 

	  Signed:
	
	Date:
	

	Name:
	
	Position:
	

	Address for report: 
	

	


	


	


I] Employee Confirmation

I confirm that I have read this form and I understand the reason for my being referred to Occupational Health, as explained by my manager/personnel manager. I understand that Occupational Health will provide my manager/personnel manager with a letter advising as to my fitness to continue with the requirements of my post, or to give advice about workplace adjustments that may be required.

Specific medical information will not be disclosed to my manager/personnel manager without my consent.

	Signed:
	
	Date:
	

	Name:
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