This form should be completed before the employee signs their consent
 

Doctor’s name:
Date:                      

 

Address:                                                     

 

 

 

Employee’s name:                                                        

 

Address:                                                

 

His/her work as a ………………………………….has the following major features:

 
Management responsibility for:
 

 

 
 
Working condition/category:

 
Seated    / standing   /   mobile

 

Light     / medium    /   heavy effort required

 

Day shift  /   night work

 

Clerical   /    secretarial duties

 

Licence necessary  yes/no:   Group I (private)  Group II (professional) driver
 

Other considerations:
 

 

 

The absence record for the last twelve months is summarised as:

 

Total days lost:

Days lost this month:  
 
I, the undersigned give consent to my GP to release relevant information to my employer and understand that all information provided is treated in accordance with the Data Protection Law in force.

Signed………………………………………….   Date……………………………..

Name 
(BLOCK LETTERS).....................................................................................
