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                                NHS GREATER GLASGOW AND CLYDE

OCCUPATIONAL HEALTH SERVICE
E-mail completed form to:  OccHealth@ggc.scot.nhs.uk
Tel:  0141 201 0600
	 MANAGEMENT REFERRAL TO OCCUPATIONAL HEALTH SERVICE

ALL sections must be completed.  Incomplete forms will be returned


	EMPLOYEE DETAILS

	Surname:       
	Previous Name:        
	Forename:       

	Home Address:        
Post Code:        

	Date of Birth:        
	Telephone Number:        
(home and/or mobile)



	Designation (Job Title):

     
	Department:

     
	Directorate:

     
	Hospital/Location:

     

	Date Appointed to Post: 
     
	Superannuated (mark box X):  
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO
	Absence (mark box X):
 FORMCHECKBOX 
 At work
 FORMCHECKBOX 
 Off work

Absence start date:       


	REFERRING MANAGER / HR MANAGER DETAILS

	Name of Referring Manager:
     
	Designation:  
     

	E-mail Address:  

     
	Telephone number:

     

	Name of Referring HR Manager:
     
	Designation:
     

	E-mail Address:  
     
	Telephone Number:  
     

	Date:       

	Please mark (X )box to confirm that the content of this referral form has been discussed with the above named employee.
(I understand that no mark = no appointment)                                                             FORMCHECKBOX 
            
I have explained to the employee that Occupational Health will contact them by telephone or issue an appointment.  I have read the Advice for Managers section below.   


	ADVICE FOR MANAGERS


· The confidentiality of the employee’s medical/clinical details is respected unless written consent is given for disclosure.

· Reports from General Practitioners or Hospital Doctors will be requested with the signed consent of the employee taking into account the Access to Medical Reports Act. 

· All sections of the referral form must be completed.  Incomplete referrals will be returned to the referring manager.
	SELF REFERRAL SUPPORT AVAILABLE

	SELF REFERRAL SERVICE
All NHSGGC staff members can self refer to the Occupational Health Service via telephone number 0141 201 0600
EMPLOYEE COUNSELLING SERVICE

Support should be accessed by staff member contacting the Occupational Health Service directly via telephone number 0141 201 0600. 
PHYSIOTHERAPY TREATMENT

Assessment and treatment should be accessed by staff member (NHSGGC staff only) completing a self-referral form & returning back to Occupational Health. Forms & further details available at HRConnect.
FAST-TRACKING OF NHS REFERRALS/FUNDING OF PRIVATE REFERRALS

Occupational Health Service is unable to fast-track any NHS referral or fund private referrals.
NOTE:
If your staff member requires ONLY the support/treatment outlined above, a management 
referral to the Occupational Health Service is NOT REQUIRED.  Staff can self refer for the 
appropriate support/treatment by contacting the relevant telephone number noted above.


	REASON(S) FOR MANAGEMENT REFERRAL

	BACKGROUND TO REFERRAL

	     


	OUTLINE SPECIFIC QUESTIONS YOU WISH ANSWERED
(NOTE:
  Each question will be discussed with the staff member and a response noted).

	Q1.  
Q2.  
Q3.  
Q4.       
Q5.       
Q6.       
Q7.       
Q8.  

	

	DETAILS OF SICKNESS ABSENCES 

(past 2 years)

	DATE FROM
	DATE TO
	NUMBER OF DAYS
	REASON FOR ABSENCE

	  
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


	OCCUPATIONAL HEALTH USE ONLY:

	Triaged by:  FORMDROPDOWN 

	Date:      
	Outcome:   FORMDROPDOWN 


	Triage Instructions:       


FOR COMPLETION BY OCCUPATIONAL HEALTH CLINICIAN ONLY 

CONFIDENTIAL MANAGEMENT REFERRAL REPORT FORM
Following each referral, the Occupational Health Department will answer the appropriate questions from the following list depending upon the nature of the case and the questions asked by the Manager/HR Adviser.

SECTION 1  -  ABSENCE

	1a
	Is the above named employee currently at work?       
	 FORMDROPDOWN 


	
	

	1b
	If NO, when did absence begin?                                                                                      

	
	

	1c
	Does the employee perceive this absence to be work-related?
	 FORMDROPDOWN 


	
	

	1d
	What is the reason for absence (explain functional limitations)?

	
	     

	1e
	When is it likely that the employee will return to work?
	 FORMDROPDOWN 


	
	     
	


SECTION 2  -  FITNESS FOR WORK / CAPABILITY 
	2a
	Is the above named employee currently fit to carry out their full range of duties? 
	 FORMDROPDOWN 


	
	

	2b
	Are there any factors which would prevent the above named employee providing regular and effective service in the future?
	 FORMDROPDOWN 


	
	


SECTION 3  -  REHABILITATION / RESOLUTION MEASURES

	3
	Measures to facilitate resolution rehabilitation / resolution



	         REFERRAL TO:
	OH ADVISED
	EMPLOYEE’S VIEW

	         Physiotherapy
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	

	
	

	         Employee/OH/other Counselling Service
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	

	
	

	         Human Resources/Management/Union Representative
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	

	
	

	         GP/Specialist Services
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	

	
	

	         Details of other support offered:

	


	        *Reason(s) for not accepting support/referral:

	



SECTION 4

	4
	Does the employee have a condition which is likely to be regarded as a disability by the Equality Act 2010 (formerly DDA)?
	 FORMDROPDOWN 


	
	
	

	
	ADJUSTMENTS to be CONSIDERED by GG&C Manager(s) following discussion with                                      employee with advice from Human Resources (when required):

	        
	

	       Transfer to fill an existing vacancy/redeployment.
	 FORMDROPDOWN 


	

	

	       Change or modification of working hours/place of work/working duties.
	 FORMDROPDOWN 


	

	

	       Authorising absence during working hours for rehabilitation, assessment or treatment.
	 FORMDROPDOWN 


	

	

	       Providing training or mentoring/supervision.
	 FORMDROPDOWN 


	

	

	       Acquisition or modification of equipment.
	 FORMDROPDOWN 


	

	

	       Modification of policies/protocols/instructions.
	 FORMDROPDOWN 


	

	

	       Adjustments to premises.
	 FORMDROPDOWN 


	
	


SECTION 5

	5a
	Answers to specific questions raised by Manager/HR Adviser in the referral form:

	
	Q1.      
A1.   
Q2.      
A2.   
Q3.      
A3.   
Q4.      
A4.   
Q5.      
A5.   
Q6.      
A6.   
Q7.      
A7.   
Q8.      
A8.   


	5b
	Suggested review appointment.

	
	


SECTION 6

	I confirm that I have carried out a  FORMDROPDOWN 
 and have   FORMDROPDOWN 
 the contents of this report with the above named employee who has provided  FORMDROPDOWN 
 for copies this report to be sent to their Manager/Human Resources Adviser.



	Name of Employee:
	     

	Signature (if face-to-face consultation):

	Date:


	Name of Clinician:
	
	Designation:
	 FORMDROPDOWN 


	Signature:


	Date:



�









