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                  MEDICAL IN CONFIDENCE
TO: 
Operations Group

Building R74, Room 14


Rutherford Appleton Laboratory

SELF CERTIFIED SICK LEAVE

1.
Name:……………………………………
Band:……….
Pay No:…………………
Dept…………….

I wish the period of absence detailed below to be treated as self certified sick leave:

· From: ………………………………………………………… (First day of illness)

· To: ...…………………………………………………………. (Last day of illness if less than seven days or 

        seventh calendar day if absence is continuing)

Date of Return to Work:…………………………………….
Flexi Number………………(if applicable)
I understand that I must produce a doctor's statement from the eighth calendar day of a continuous period of sick absence.

NATURE OF ILLNESS: .................................................................................................

2. 
(To be completed only if you have an injury at Work)

I wish the absence from: …………………………………
to: ………………………………………………….…… 

inclusive to be treated as an injury at work (or an industrial disease contracted at work).

The injury occurred on (Date): ……………………………  On which site: ………………………………………… 

3. 
I CERTIFY that the information supplied above is complete and correct to the best of my knowledge.

SIGNATURE: ………………………………………………………………………… DATE: …………………………

Department/Division/Group/Section: ……………………………………………………………………………….

NOTE:

Part 1 and Part 3 of this form must be completed by all employees.

Part 2 if you have sustained an injury in the course of duty.

* If the first or last day of illness falls on a Saturday or Sunday this fact should be recorded. 
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