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ER V2 April 2024
	GLASGOW LIFE PRIVATE AND CONFIDENTIAL


CONTROL AND MANAGEMENT OF ABSENCE

SICKNESS ABSENCE CERTIFICATE

1. NAME ………………………………… EMPLOYEE NUMBER …………………….

    N.I.NUMBER ………………………….

2. HOME ADDRESS……………………………………………………………………..



       ……………………………………………………………………..

       ……………………………………………………………………..

3. DESIGNATION …………………………  SECTION LOCATION…………….……….

4. FIRST DAY OF SICKNESS (Day and Date) …………………………………………………….

5. LAST DAY OF SICKNESS (Day and Date) ……………………………………………………..

6. DETAILS OF SICKNESS (Illness/Unwell/Sick are not sufficient)
   ………………………………………………………………………………………………………….      

   …………………………………………………………………………………………………………. 

   ………………………………………………………………………………………………………….

   ………………………………………………………………………………………………………….

7. IF INJURED AT WORK PLEASE GIVE DETAILS OF ACCIDENT

   ………………………………………………………………………………………………………….

   ………………………………………………………………………………………………………….

   ………………………………………………………………………………………………………….

   ………………………………………………………………………………………………………….

8. DO YOU INTEND TO PURSUE A CLAIM AGAINST A THIRD PARTY?
YES/NO 

    EMPLOYEES MUST PROVIDE ACCURATE INFORMATION IN RESPECT OF CLAIMING SICK PAY. IT   

    SHOULD BE CLEARLY UNDERSTOOD THAT ANY FALSE OR MISLEADING INFORMATION PROVIDED

     IN CLAIMING SICKNESS ALLOWANCE MAY RESULT IN DISCIPLINARY ACTION BEING TAKEN, INCLUDING            

     DISMISSAL.

EMPLOYEE SIGNATURE………………………………………………… DATE…………………

   TO BE COMPLETED BY MANAGER 

(1) WHAT MEDICAL ADVICE DID THE EMPLOYEE SEEK?…………………………………….

………………………………………………………………………………………………………..

(2) DOES THE EMPLOYEE FEEL FIT ENOUGH TO RESUME THEIR DUTIES?………….

  I CONFIRM THAT I HAVE MET AND DISCUSSED THE ABOVE ABSENCE WITH THE      

  EMPLOYEE AND* INTEND/DO NOT INTEND TO TAKE ACTION (ANY ACTION TAKEN   

  SHOULD BE DETAILED BELOW).

  I ALSO CONFIRM THAT I HAVE DISCUSSED WITH THE EMPLOYEE WHETHER THEY 

  REQUIRE ANY FORM OF ASSISTANCE.

MANAGER’S ACTION
  …………………………………………………………………………………………………………...

  …………………………………………………………………………………………………………...

MANAGER'S SIGNATURE………………………………………DATE…………………...

EMPLOYEE'S SIGNATURE ………………………………………...DATE……………………

*Delete as appropriate

Note: form to be completed and  forwarded to ammreturns@glasgow.gov.uk

