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	   EXPENSES FORM – CASTLE POINT & ROCHFORD CLINICAL COMMISSIONING GROUP - 654
   CLAIMS MUST BE SUBMITTED DOUBLE SIDED                                                                                  FOR THE MONTH OF ___________20____                          
                                                                                                                                                                   

	
	    
EMPLOYEE DETAILS (This section must be completed fully to avoid delays)
	Name
	
	Home to Base Return Mileage 
	[bookmark: _GoBack]

	Assignment No
	
	Make of Vehicle
	

	
	
	Model of Vehicle
	

	Post Title 
	
	CC of Vehicle 
	

	Home Address
	


	Registration No

	

	Claimant Type 
(delete as appropriate) 
	
PRIVATE / LEASE 
	Fuel Type
(delete as appropriate)
	
PETROL / DIESEL 




	




	

	DATE
	PARTICULARS OF JOURNEY
	PURPOSE
OF VISIT

	MILEAGE
	


EXCESS MILEAGE
	PASSENGER MILEAGE
	NO OF PASSE-NGERS
	FARES & OTHER FEES
	OTHER EXPENSES
(Please attach receipts)

	
	FROM
	TO
	RETURN
([image: MCWB01114_0000[1]] IF YES)
	
	
	
	
	
	
	TIME PERIOD
AWAY FROM HOME/BUSINESS 
	AMOUNT
£         p

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	


												PLEASE TURN OVER TO INSERT TOTALS 




	DATE
	PARTICULARS OF JOURNEY
	PURPOSE
OF VISIT

	MILEAGE
	


EXCESS MILEAGE
	PASSENGER MILEAGE
	NO OF PASSE-NGERS
	FARES & OTHER FEES
	OTHER EXPENSES
(Please attach receipts)

	
	FROM
	TO
	RETURN
([image: MCWB01114_0000[1]] IF YES)
	
	
	
	
	
	
	TIME PERIOD
AWAY FROM HOME/BUSINESS
	AMOUNT
£         p

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	TOTALS
	
	
	
	
	
	
	
	
	
	
	
	
	

	
I CERTIFY that the Insurance Policy in respect of the vehicle named above provides cover while it    is being used on official business for full third party insurance, including cover against risk of injury or death to passengers and damage to property, that the policy is now in force and covers the journeys claimed and that the insurance company concerned has undertaken to indemnify my employers in the event of a claim being made against them to the same extent as I am insured under the policy and I declare that:

1. The travelling expenses were actually and necessarily incurred whilst engaged on the duty stated
2. The subsistence allowances claimed are properly due in respect of the period away from home and headquarters stated and (a) I have spent more on meals than if I had been at my permanent base and (b) I have incurred expenditure on an additional meal where an allowance is claimed for a period of more than eight hours. 
3. No claim in respect of the above has been made on any other authority
4. The vehicle above is currently being maintained in a roadworthy condition.
5. The mileage claimed is in line with Agenda for Change and is in excess of my home to agreed work base return journey.  

     Signature of Claimant:_____________________________ Date:______________
	AUTHORISING MANAGER:
Claim certified correct


Manager’s signature


Manager’s name in Block Capitals


Manager’s Designation


Date

Please ensure claims are completed in full before authorising 


Please email this form to Whittington Health Payroll Services at whh-tr.WhittHealthClientPayroll@nhs.net
Only fully completed forms will be processed – incomplete forms will be returned to the sender for completion. 

This form should be fully completed and sent to the payroll inbox by 5th of each month to ensure that the expenses are processed by payroll that month.  Any changes received after this date will be processed the following month.

If you have any queries you can contact Whittington Health Payroll Services at 020 3316 1339 / 1353 /1144
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