
CLAIM FORM FOR EXCESS MILEAGE FOR DOCTORS IN TRAINING 
For the month of      …..NB Do not include clinic mileage or study leave mileage.  Please use one form per month.
	Full Name (inc Title)
	     

	Grade
	     
	Specialty     
	Payroll number
	     

	Current Address
	     

	Car registration and cc


	     

	Contact Tel No
	     
	
	

	Date
	Details of Journey
	Single/Return
	Excess Mileage (ie home to [Employing Trust]
minus home to base = excess)
	

	     
	     
	     
	     
	     


	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	I declare that the information I have given on this form is correct and complete and that I have not claimed elsewhere for the expenses detailed on this form.  I understand that if I knowingly provide false information this may result in disciplinary action and I may be liable for prosecution and civil recovery proceedings.  I consent to the disclosure of information from this form to and by the Trust and the NHS Counter Fraud Service for the purpose of verification of this claim and the investigation, prevention, detection and prosecution of fraud.
Applicant’s signature  …………………………………… Date ………………………………….     

	Signature of Clinical Lead (if appropriate - for non centralised relocation budgets)

……………………………..   Date……………………………………

	Medical Personnel Use Only :                       Account       Cost Centre      

Authorised …………………………………………….         Date ………………………………   

	Finance Use only

                        @ Public Transport Rate
	                      Total Payment
	£
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2

