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HEALTHBRIDGE OCCUPATIONAL HEALTH REFERRAL FORM
(Version 3.0 | GDPR-Compliant)
Email: contact@healthbridge.org.uk 

SECTION A: REFERRAL TYPE
1. Referral Source (Tick one):

☐ Employer Referral (Complete Section B)
☐ Self-Referral (Skip to Section C)

2. Urgency (Tick one):

☐ Routine (Report within 5 working days)
☐ Priority (Report within 48 hours) → Reason: _________________________

3. Primary Referral Reason (Tick max 2):
☐ Fit for role assessment 
☐ Return-to-work assessment (post-absence)
☐ Reasonable Adjustments Advice (Equality Act 2010)
☐ Mental health/stress/Neurodiversity Risk Review
☐ Sickness absence review


SECTION B: EMPLOYER DETAILS
Company Name: _________________________________________
Referrer Name/Job Title: _______________________________
Contact: ☐ Phone ______________ ☐ Email __________________
Employee’s Job Title: __________________________________
Work Pattern: ☐ Office ☐ Hybrid ☐ Remote ☐ Shift-based


SECTION C: EMPLOYEE/PATIENT DETAILS
Full Name: ____________________________________________
Date of Birth: ___________ NHS No. (Optional): __________
Contact: ☐ Phone ______________ ☐ Email __________________
Preferred Consultation Method: ☐ Video ☐ Phone 
**Photo ID Verification** (Required for first-time referrals):  

☐ I have attached a copy of my photo ID (passport/driving license)  
☐ I will present photo ID at my first appointment  

GP Details (Optional but recommended):
Surgery Name: ___________________________
GP Name: _________________ Tel: ___________

SECTION D: CONSENT & GDPR DECLARATIONS (to be completed by the employee)
By signing, I confirm:
☐ I consent to a remote OH assessment by HealthBridge Occupational Health Ltd.
☐ I permit HealthBridge Occupational Health Ltd. to contact my GP/specialists if clinically necessary.
☐I understand  my personal data will be processed in accordance with the confidentiality and  privacy policies
☐I I acknowledge that my data will be retained in line with medical records retention policy.
Report Sharing Preferences:

☐ Share full report with employer 
☐ Share redacted report with employer 
☐ Do NOT share report with employer (I will discuss findings directly)  


Subject Access Rights:

☐ I wish to **review my report** before employer disclosure (GMC guidance)  
Signature: ________________________ Date: _________

SECTION E: MEDICAL SUMMARY 
Briefly describe:
Current health issue(s): _______________________________
Relevant medications: _______________________________

Attached documents: ☐ Fit Note ☐ Photo ID ☐ Specialist Letter ☐ Other
Photo ID Verification** (Required for first-time referrals):

☐ I have attached a clear copy of my:

- Passport (photo page only) ☐
- UK driving license (front only) ☐
- Other government-issued ID ☐ _______________

DATA PROTECTION INFORMATION


All personal data is processed in accordance with UK GDPR and the Data Protection Act 2018.  

- Data Controller: HealthBridge Occupational Health Ltd. 

- Retention Period: As per medical records retention policy

- Your Rights: Access, rectification, erasure, restriction, objection  

- Contact: dataprotection@healthbridge.org.uk  

SUBMISSION INSTRUCTIONS
Secure Submission Options:
Email: contact@healthbridge.org.uk (Encrypted)
Confirmation: We acknowledge receipt within 2-3 working days and will contact you to schedule.

HealthBridge Occupational Health Ltd | Registered Address: 50 Hadow Way,Gloucester, GL2 4YJ | Company No. [16615396. © HealthBridge. Unauthorized distribution prohibited.
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