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Absence From Work

This form must be completed and handed to your supervisor/manager without delay. 

You must complete it yourself.

You must obtain a doctors certificate if your absence due to sickness lasts more than seven days.

NB. To get statutory Sick Pay you must be sick for at least 4 consecutive days counting 

Saturdays and Sundays if these days form part of your working week and you must satisfy 

the necessary criteria required by the Inland Revenue.

Name ………………………………………………………………………………… 

Location of work…………………………………………………………………

I am/was will be away from work because…………………………………………….…

From………………………………………To…………………………………..

(enter date if you have returned to work or know when you expect to return)

The period of sickness started on:………………………………………………..

(enter date if different from the first day you were absent from work)

Please give full details of sickness/other which stops you from coming to work. ( For example, 

write ‘broken leg’. Do not write ‘ill’ or ‘sick’ or something similar)

Please indicate if this absence is in connection with or as a result of an existing medical condition.
n.b. please notify the office if you  require the option of  privacy.


Did you visit your doctor during this period          Yes/No

If ‘Yes’ on what date did you visit your doctor……………………………………

Did you notify Coastline of your absence in accordance with company procedure?  Yes/No

If ‘No’ please state why   ……………………………………………………………………

I confirm that the above is true, to the best of my knowledge and belief. I understand that statutory sick pay may 

not be paid unless this form is properly and promptly completed. I understand that any deliberately false statement given on this form may be treated as serious misconduct. I understand the company may wish to apply to my 

doctor for verification of the above information. 

Employees having three periods of absence of any duration within a three month period will be subject to a review meeting.

Employee signature……………………………………….Print……………………………………………..

Date:…………………………………………

Supervisor/Manager Signature…………………………………………Date…………………
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