	Return to Work Meeting 

(for completion within 24 hours of return to work)

	Employee Name:



	Manager/Supervisor Name:



	Date of Meeting:


	Time of Meeting:

	Period of Absence


	From:
	To:

	
	Weeks
	Days
	Hours

	Certification: Yes/No
	If Yes please tick
	Self Certification
	
	Doctors Certification 
	

	Reason for absence (please tick)

	Cold, other respiratory problem
	
	Viral illness
	

	Headache, migraine
	
	Influenza
	

	Musculo-skeletal 
	
	Back injury/problems
	

	Accident/injury at work
	
	Anxiety/stress/depression
	

	Diarrhoea & vomiting or stomach upset
	
	Dermatological problems
	

	Other*
	
	*Please state

	Please indicate below moderations/adjustments to normal practices and/or environment discussed



	Review Date for above 
	

	Signed (employee)
	Signed (manager)


Please return to Antonia Frezza, HR & Administration Manager
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