
SICKNESS SELF CERTIFICATION FORM

(This form must be completed for each period of absence)
	
	
	
	

	First Name:
	………………………………………..
	Surname:


	………………………………………..

	
	
	
	

	Department:
	………………………………………..
	Personnel No:
	………………………………………..

	
	
	
	


Period of Sickness Absence & Notification
	
	
	
	

	Date of first day of sickness absence from work:
	
	
	

	
	
	
	

	Date of last day of sickness absence from work:
	
	
	

	
	
	
	

	Name of person notified: 
	
	
	

	
	
	
	

	Absence pattern:

Number of hours not worked per day due to sickness:


	M

T

W

Th

F

S

Su


	

	
	
	

	
	
	

	Do you work Full Time or Part Time hours:

	FT / PT
	


Details of Sickness Absence
	
	

	Please give brief details of your illness:
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Did you attend hospital
	Yes/No
	If Yes, give details of hospital/doctor

	
your doctor
	Yes/No
	

	Did you receive medication 
	Yes/No
	
	

	
	
	
	


Declaration


 








Is this employee on their probationary period?		Yes / No 	Paid/Unpaid





Supervisor’s Signature:…………………………….		Date:………………………………...									








Signed by HR:…………………………………………		Date:………………………………….





Signed by Payroll (if over 4 days):………………. …		Date:…………………………………..











