REQUEST FOR MEDICAL CERTIFICATE
	PATIENT NAME: …………………………………………..
	DOB: ………………………….

	TODAY’S DATE: …………………………………………….
	TEL NO: ………………………


HAVE YOU BEEN SEEN BY A DOCTOR FOR THIS PROBLEM?

	NO      FORMCHECKBOX 

	IF NO – YOU WILL NEED TO SPEAK WITH A DOCTOR

	YES    FORMCHECKBOX 

	PLEASE COMPLETE SECTION BELOW


	 FORMCHECKBOX 

	AFTER DISCHARGE FROM HOSPITAL

IF SO, WHAT WAS THE PROCEDURE? ___________________________________DATE_____________

	 FORMCHECKBOX 

	AN EXTENSION OF A CURRENT CERTIFICATE
-IF SO, ON WHICH DATE DOES IT EXPIRE__________________________________________________

-STATED REASON/ILLNESS ON 

 CURRENT CERTIFICATE __________________________________________________________________

-DOCTOR WHO ISSUED CURRENT CERTIFICATE___________________________________________



	 FORMCHECKBOX 

	AFTER RECENT CONSULTATION WITH DR​​​_______________________DATE_________________
REASON TO BE STATED FOR CERTIFICATE________________________________________________


	PERIOD OF ABSENCE REQUESTED
	FROM________________ TO _______________________

DURATION (DAYS/WEEKS) ____________________

(NO MORE THAN 28 DAYS MAY BE REQUESTED


RETURN TO WORK DATE ……………………………………………………………………………............
I CONFIRM THAT THE INFORMATION GIVEN  BY ME IS TRUE AND ACCURATE AND UNDERSTAND THAT THIS IS  A LEGALLY BINDING DECLARATION.
PATIENT SIGNATURE …………………………………………………………………………………………

FOR OFFICE USE ONLY
 FORMCHECKBOX 
FORM COMPLETED ACCURATELY

 FORMCHECKBOX 
INFORMATION VERIFIED WITH MEDICAL RECORD

 FORMCHECKBOX 
REQUEST AUTHORISED

 FORMCHECKBOX 
REQUEST DECLINED

 FORMCHECKBOX 
 REQUESTED ESCALATED TO 3RD PARTY (NHS FRAUD DETECTION)

 FORMCHECKBOX 
MEDICAL RECORDS UPDATED
