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Use this form to refer an employee for rehabilitation support, return-to-work planning or recovery management.
	Employer and Referrer Details

	Referrers Name
	

	Job Title & Department
	

	Company Name
	

	Address and Post Code
	

	Email
	

	Direct Dial Tel Number
	

	Your Ref
	

	Relationship to Employee (i.e. HR, Line Manager, Occupational Health, Insurer)
	



	Employee Details

	Title
	

	Full Name
	

	Home Address
	

	Post Code
	

	Date of Birth
	

	Telephone
	

	Email (if known)
	

	Is the employee aware that this referral is being made?
	☐ Yes 
☐ No

	Has the employee agreed to be contacted by Medicess?
	☐ Yes 
☐ No



	Reason For Referral 

	What support is required (Please tick all that apply)
	☐ Early clinical assessment and rehabilitation advice
☐ Treatment or rehabilitation co-ordination
☐ Return to work planning and workplace support
☐ Ongoing rehabilitation and recovery monitoring 
☐ Unsure – please advise

	Please explain the reason for the referral and what you would like Medicess to help with
	





	Health Condition or Injury 

	Date of injury, illness or onset of symptoms
	

	Is the condition believed to be work related?
	☐ Yes 
☐ No
☐ Possibly
☐ Not known

	Please describe the employee’s condition, injury or current difficulties
	

	Please provide details of any current treatment or rehabilitation, if known
	



	Occupational Information

	Job Title
	

	Department
	

	Normal working hours / Shift pattern
	

	Key duties and any significant physical, cognitive or safety requirements
	

	Current work status
	☐ Working normal duties and hours
☐ Working with temporary adjustments
☐ Working reduced hours
☐ Currently undertaking a phased return            
☐ Currently absent from work
☐ Returned to work but experiencing difficulties

	Length of absence (if applicable)
	

	Has a return-to-work date been identified?
	☐ Yes     If yes date:
☐ No



	Workplace Support 

	If there are any workplace adjustments currently in place, please provide details
	

	Has an Occupation Health assessment been completed?
	☐ Yes 
☐ No
☐ Pending

	Any workplace barriers or return-to-work concerns?
	





	Supporting Information  

	Please attach any relevant information available
	☐ Job description 
☐ Fit notes
☐ Occupation Health report
☐ Return to work or phased return plan
☐ Workplace risk assessment
☐ Relevant treatment or rehabilitation reports
☐ Accident or incident report, where applicable
☐ Other relevant information



	Authorisation Contact

	Person authorised to approve rehabilitation expenditure
	

	Job Title
	

	Email 
	

	Telephone Number
	




	Contact Information

	
On completing this form, please e-mail it to: cases@medicess.co.uk

Medicess Limited, Grove House, Lutyens Close, Chineham Court, Basingstoke, Hampshire, RG24 8AG
Tel:  01256 341660 Fax: 01256 630181 Web: www.medicess.co.uk
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