Name:

Employee No.

Grade:

Postal Address:

Email Address:

Telephone No.

EXPENSES CLAIM FORMS MUST BE SUBMITTED WITHIN 3 MONTHS OF THE DATE THE EXPENSE WAS INCURRED.
FAILURE TO DO SO MAY RESULT IN NON-PAYMENT

For Further Guidance Click Here

Subscription Period

Start Date End Date Subscription Cost Deductions(Hospital Fee if applicable)

£ 0.00

£ 0.00

£ 0.00

£ O.OO

Return completed forms electronically to: business.management@hscni.net



https://www.nimdta.gov.uk/general-practice/policies-and-booklets/gp-trainees/
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