APPENDIX 1
THE HIGHLAND COUNCIL

REFERRAL TO OCCUPATIONAL HEALTH

PRO-FORMA
(Medical in confidence)

In assessing any employee referred to the Occupational Health Service for a medical
opinion and reporting to his/her own employer, it is important that we are in receipt of all
the relevant facts. Please complete the following sections:

EMPLOYEE’S DETAILS

NAME

DATE OF BIRTH

ADDRESS

TEL NO.

G.P Name & Address

EMPLOYER’S DETAILS

NAME OF MANAGER SERVICE
AREA TEL NO.
ADDRESS

TYPE OF REFERRAL (Please tick) )
Self | Manager ! Personnel ! Other !

EMPLOYMENT DETAILS




PRINCIPAL DUTIES OF POST (job description if available)

LENGTH OF TIME IN CURRENT POST

NATURE OF THE PROBLEM WHICH HAS INITIATED THIS REQUEST.
Describe the problem chronologically and any other relevant facts. Continue on
a separate sheet if necessary.

NAME, ADDRESS AND TEL NUMBER OF MANAGER TO WHOM REPORT
SHOULD BE SENT:

I confirm that the reason for referral to the Occupational Health Service has been fully
explained to the employee.

Signature of
MaANAGET ... e Date ......coovviiiinnnnn.
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