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                                            Sickness Form
Cephas Care                                          
Name_____________________________               Date_____________________________

Date when sickness/absence began ____________________________________________

Date when returned to work _________________________________________________

How many hours missed_____________________________________________________
How many working hours missed _____________________________________________
How many actual hours including hours off missed ______________________________
Description of sickness/absence

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________​​Signed by staff member _____________________________________________________

To be filled in by Manager

Paid           Yes                   No

Statuary sick pay          Yes            No

Amount to be paid __________________

Signed by Manager __________________

Failure to complete this form will result in the loss of pay.

Excessive sickness/absence will be investigated.
