University of Glasgow

Sickness Record / Return to Work Form

Parts A and B are completed by department nominee responsible for sickness absence

Part C is completed by the head of department/line manager and the employee on his/her return to work

Part D is completed by head of department/department nominee responsible for sickness absence

Part A – To be completed when informed of sickness absence

STAFF NUMBER 
      SURNAME 



FORENAME
   
      
FIRST DATE OF SICKNESS      


FULL DAY  FORMCHECKBOX 
 HALF DAY  FORMCHECKBOX 

Where an employee has attended part of a working day before leaving due to illness, the half day  in which they fell ill will not be recorded as sickness absence

NATURE OF SICKNESS: (Please specify illness.  Please note ’sick’ is not acceptable)

IS THE ABSENCE THE RESULT OF AN INJURY AT WORK?  YES  FORMCHECKBOX 


NO  FORMCHECKBOX 

(If YES complete SEPS Injury or Dangerous Occurrence Report immediately)

EXPECTED LENGTH OF ABSENCE      
     
TELEPHONE NO.: 


(e.g. 1 day, 1 week, 1 month)


(If other than currently held by dept

NOTES: (e.g. employee/parent/partner/sibling/other phoned; in hospital)

MESSAGE TAKEN BY (name):













DATE COMPLETED 

     

     

TIME



Part B – Fourth Working Day of Absence Notification

NOTES: (e.g. Expected length of absence changed; employee/parent/partner/sibling/other phoned; in hospital; no contact)     
COMPLETED BY (name) 



  DATE COMPLETED



Absences more than 7 days – see over

Part C – Return to Work Details
LAST DATE OF SICKNESS
                

NO. OF WORKING DAYS ABSENT      


SIGNED (HOD/Line Manager):




DATE SIGNED                 

I certify that between the dates noted at Parts A and C I have been unable to work due to personal illness.  To the best of my knowledge the nature of my illness was as stated above, or if different as follows:

SIGNED (Employee):





DATE SIGNED                 


	University of Glasgow

	Part D  Sickness Absence - Further Information  (e.g. medical reviews; medical certificate history etc)

	STAFF NUMBER:
	 
	 
	SURNAME
	 
	 
	FORENAME
	 
	 

	
	
	
	
	
	
	
	
	
	
	

	Date
	Notification method e.g. Phone; Letter
	Medical Certificate Type Hospital / GP
	Medical Certificate Received
	Medical Certificate Start Date
	Medical Certificate Duration (e.g. 4 weeks)
	Medical Certificate Absence Reason
	Medical Certificate signed fit to return to work
	Notes - e.g. meetings - Occupational Health; Line Manager etc
	Attendees
	Compiled by (nominated rep/hod)

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	
	
	











