	SELF CERTIFICATION FORM


· This form is to be completed for all sick leave of seven calendar days or less

· All sick leave in excess of seven days requires a signed Doctor’s certificate

· This form must be completed on the day of your return and passed to your line manager

Employee Name: 
____________________________________

Job Title:

____________________________________

Manager: 

____________________________________

PERIOD OF SICKNESS

	First Day of sickness absence
	

	Last Day of sickness absence
	

	Date returned to work
	

	Total Number of Days off sick
	


DETAILS OF SICKNESS/INJURY

	Please state why you were unfit to work. Please note that words such as illness/sickness are not enough. If absence is related to an injury, please give brief details of injury and cause. Please ensure that any accident at work is entered in the Accident Book.    

Disciplinary action will be taken if it is found that false information has been provided. 


Employee’s Signature:
_______________________

Date:
___________________

Manager’s Signature:
_______________________

Date:
___________________

