STRATHESK MEDICAL PRACTICE

REQUEST TO CONTINUE A SICKNESS CERTIFICATE
Name ………………………………………….. DOB ……………

Address …………………………………………………………….

Telephone No ………………………………………………………

Reason for absence …………………………………………………

When does your current sick line expire ……………………………

Who is your usual doctor ……………………………………………

(or the doctor who has been dealing with this problem)

Is this a certificate to sign you back to work ………………YES/NO

If Yes – do you have a date to return to work ………………………

If No – what time period are you requesting

1 week
 FORMCHECKBOX 







2 weeks
 FORMCHECKBOX 







3 weeks
 FORMCHECKBOX 






4 weeks
 FORMCHECKBOX 







Other
 FORMCHECKBOX 





Please state …………………

Do you have a review appointment arranged …………….. YES/NO



If Yes, please give date ………………………….



With which doctor/nurse ………………………...

The Doctor may not necessarily issue you with a sickness certificate following this request.  You may need to be seen before a certificate can be issued.  Please leave 48 hours for completion of certificate.
