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Occupational Health Service Referral Form







Please complete all sections. This helps us process referrals without delay.  
If a PO number is required, please provide this in the box below before submitting this form.
Employer to complete:
This form should be forwarded along with a completed consent form to: hbgb.oh@wtwco.com
Please complete using clear, concise information. Bullet points are fine.
	Employer details

	Main contact:
	

	Position:
	

	Telephone and email:
	

	Billing company:
	

	Billing department:
	

	Billing address and postcode:
	

	Purchase order number 
(if applicable): 
	

	Anonymity code (if applicable):
	

	


Service required
	Choose option 1 or 2 and tick type of service required:

	1.
	Ad hoc referrals:

	
	OH appointment with OH physician:
	Face-to-face
	☐	Telephone
	☐	Video
	☐
	
	OH appointment with specialist OH advisor:
	Face-to-face
	☐	Telephone
	☐	Video
	☐
	
	OH appointment with OH advisor:
	Face-to-face
	☐	Telephone
	☐	Video
	☐
	
	Ad hoc clinical support calls with a registered nurse:
	
	
	Telephone
	☐	
	

	
	Ad hoc musculoskeletal support calls with a clinical physiotherapist:
	
	
	Telephone
	☐	
	







	2.
	Absence Concierge package (Only use if you have prepaid for this service. Select as many as required):

	
	OH appointment with OH clinician:
	☐	
	
	
	
	

	
	Clinical support calls with a registered nurse:
	☐	
	
	
	
	



Please complete all sections in full.
Reason for referral
	Medical condition/s (mandatory):
	

	Is the employee currently off sick? (Please encircle)
	☐ Yes
☐ No
	Date of first absence:
	

	*I can confirm the information provided on this referral form has been shared with the employee being referred into our services (please encircle). Please note all information will be shared during the consultation.
	☐ Yes
☐ No

	


Employee details 
To support secure access to Occupational Health reports, a one-time password will be sent to the employee’s mobile phone by SMS. Please ensure the mobile number provided is accurate. 
	First name:
	
	Surname:
	

	Home address:
	

	Postcode:
	

	Date of birth:
	

	Preferred Employee mobile number (required for secure SMS password):
	

	Preferred employee email address (required as this is where OH report will be sent:
	
	Office-based:
	
	Hybrid:
	

	Job title:
	
	Gender:
	☐ Male
☐ Female
☐ Nonbinary

	

	Please state below any dates the employee is not available:

	

	


HR to enclose:
	A copy of the most recent medical certificate
	Yes
	☐	No
	☐
	The completed consent form — the referral cannot be progressed without this
	Yes
	☐	No
	☐


Please complete all sections in full.
Background: Reason for referral
	Please ensure the following questions are fully completed:  

	1. Please provide a brief summary of any relevant or current absences, including dates of absence and reason(s) for absence.    

	
	

	
2. Is the employee entitled to company sick pay? If so, please confirm the date the company sick pay will run out.   

	
	

	
3. Please confirm if there are any capability, disciplinary, performance issues/work-related issues or outstanding grievances.

	
	

	
4. Please confirm if there are any company health benefits available to this employee (e.g., EAP, private medical insurance, IP and so on) If not, is the company willing to assist with private funding (e.g., Counselling)


	
	

	
5. Please confirm whether the employee has indicated if they are currently receiving any treatment and, if known, when they expect to be fit to return to work.

	
	

	
6. Please provide details of any adjustments already made or that cannot be accommodated. Please include any restrictions or temporary alternative roles the clinician could consider when making further recommendations.

	
	





	Please list any specific questions you would like the OH clinician to review during the assessment — maximum of 5 questions. Please note, significant additional questions may incur an extended consultation fee.

The medical report will cover the following points:  

	· Current and planned treatment, with an idea of timescales, if appropriate 
· Nature of current medical issues and background 
· Current and likely future fitness for work (with timescales, if appropriate)
· Adjustments or restrictions required, whether temporary or permanent, including any obstacles that may affect the individual’s return to work.
· Guidance as to whether the individual is likely to be considered disabled as defined by the Equality Act 2010 (U.K.)/Employment Equality Acts (ROI)

	

	





Job details
	Please attach a copy of the job description.
Please change tick “Yes” or “No” for each duty. Use the comments box only when clarification is needed. 

	

	Duties
	Yes
	No
	Comments

	Work full-time/part-time: (How many hours?)
	☐	☐	

	Driving: Group 1 (ordinary driving licence)
	☐	☐	

	Driving: Group 2 (LGV/PSV)/lift trucks/other
	☐	☐	

	Please specify weight of vehicle, traffic conditions, duration and frequency

	Lifting requirements:
	☐	☐	

	Bending/Kneeling/Crouching/Squatting:
	☐	☐	

	Climbing requirements/Working at heights:
	☐	☐	

	Confined space work:
	☐	☐	

	Work in wet/hot/cold environments:
	☐	☐	

	Shift work including nights:
	☐	☐	

	Working alone/Home working:
	☐	☐	

	Close vision work:
	☐	☐	

	Work requiring precise hand/eye coordination:
	☐	☐	

	DSE (VDU) work:
	☐	☐	

	Public contact:
	☐	☐	

	Work involving call handling:
	☐	☐	

	Work in dust/fumes/gases/vapours:
	☐	☐	

	Work with vibrating tools:
	☐	☐	

	Work with skin irritants:
	☐	☐	

	Work requiring personal protective equipment:
	☐	☐	

	
	
	
	




	Does the employee need assistance with any of the following during the appointment:

	

	Requirement
	Yes
	No
	Comments

	Wheelchair access required?
	☐	☐	

	Mobility issues (example: difficulty walking long distances 
or climbing stairs)?
	☐	☐	

	Hearing impairment?
	☐	☐	

	Vision impairment?
	☐	☐	

	Speech impediment?
	☐	☐	

	Language barrier? (If required, employer/employee will need 
to arrange an interpreter)
	☐	☐	

	Other (please detail in comments)
	☐	☐	

	Terms and conditions of service

	· Ensure your employee has understood the purpose of, and consented to, the consultation prior to the referral 
to WTW
· Where reports are shared electronically, employees will receive a one-time password via SMS to access their report securely
· Please note, unless management referral forms and consent forms are completed in full, WTW may be unable to 
process appointments
· Dependant on complexity of the case, an extended consultation charge may be applied on a pro rata basis
· Please note, it is your responsibility to confirm all appointments regarding sickness absence/management referrals to your company employees and to confirm their attendance
· For cases where additional medical information is sought, a fee for the GP/specialist report will be chargeable
· Please note that cancellations to appointments with less than five working days’ notice will be subject to the full fee

	

	This form should be forwarded along with a completed consent form to: hbgb.oh@wtwco.com
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