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Junior Doctors: Rotational Travel Claim Form
This form is to be used in conjunction with the “Excess Travel Guidance for trainees appointed to core or run-through rotations from 1 August 2007 to 31 July 2009” and should be used by CT and ST doctors, and by FTSTA doctors who have rotated in their one year fixed term appointment.
Claims relating to excess travel made since 1 March 2009 should be recorded on this form and submitted to your General Manager for authorisation.  The General Manager will forward the form to Payroll for payment.
Name of Claimant (BLOCK LETTERS): _________________________________________        Assignment No (payroll no): _____________________________

Specialty: _________________________ Base Hospital: ____________________________ Return miles from Home to Base Hospital: ______________ miles

Principal Hospital/Workplace: _________________________________  Return miles from Home to Principal Hospital/Daily Workplace:  _________________ miles

Home Address (at date when excess travel occurred): _________________________________      Car Registration Number: ___________             cc’s: ________  
	DATE of travel
(day / month / year)
	TRAVELLING EXPENSES CLAIMS
	MILES TRAVELLED
	OTHER TRAVEL EXPENSES

	
	Nature or Reason for Visit (including passenger name(s) where applicable)
	Details of Journey (starting point, places visited and finishing point)
	Miles: Home to Base Hospital
	Official miles to be claimed (not including home to base)
	Please enter details 
	From (time & date)
	To (time & date)
	Amount

£             p

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	Carry Forward or Total:
	
	Carry Forward or Total:
	
	


Notes:










For Salaries and Wage Use
1) Please continue overleaf where necessary







2) Please complete the Claimant Declaration for all claims.
                                      Paid in:___________ Input by: _____________ Date: _____________

	DATE of Travel
(day / month / year)
	TRAVELLING EXPENSES CLAIMS
	MILES TRAVELLED
	OTHER TRAVEL EXPENSES

	
	Nature or Reason for Visit (including passenger name(s) where applicable)
	Details of Journey (starting point, places visited and finishing point)
	Miles: Home to Base Hospital
	Official miles to be claimed (not including home to base)
	Please enter details 
	From (time & date)
	To (time & date)
	Amount

£             p



	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	TOTAL:
	
	TOTAL:
	
	


TO BE COMPLETED BY CLAIMANT:  Claimant Declaration

I declare that this claim in respect of expenses actually and necessarily incurred whilst engaged on the business stated, and is in accordance with my Terms and Conditions of Service, and that I have not previously claimed money for these expenses.  I declare that where the journeys have been claimed at other than Public Transport rate they were made in circumstances in which travel by Public Transport was not appropriate.

I certify that the insurance policy in respect of the motor vehicle Registered Number overleaf for which mileage allowance is claimed on this form provides cover while the car is used on official business, for full third party insurance including cover against risk of, injury to, or death of, passengers and damage to property and that the policy is now in force and covers all journeys claimed.  I understand that the Trust or Deanery cannot accept responsibility in respect of risks not covered by my insurance policy.  I certify that this vehicle is my own, and that it is currently maintained in a road worthy condition.

Signed: ________________________________________________________  Date:  _______________________________
TO BE COMPLETED BY GENERAL MANAGER:  
I certify that to the best of my knowledge and belief that the claimant was engaged on the service or business stated on the date(s) indicated on this form.

Signed:__________________________________   Date: ____________________   Designation:  __________________________________________________

Payroll use only:


Locally Agreed Grp - Junior Drs Excess Transport








