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ITI MEDICAL & PHARMACEUTICAL NETWORK
EXPENSES CLAIM FORM

FEES FOR MENTORING ON THE NETWORK MENTORING SCHEME
Name: …………………………………       Date: …………………….

Address ………………………….....………………………………….

………………………………………………………………………..


 MENTORING SCHEME ASSIGNMENT FEE BEING CLAIMED
1) ASSIGNMENT TWO*: 



                  £60.00   (
(Date Assignment concluded:   /    /20    )

2) ASSIGNMENT THREE: 



                  £60.00   (
(Date Assignment concluded:   /    /20    )

(*NOTE: The fee for Assignment One will be paid direct by

   the Mentee to the Mentor!)
                                                                                  
            ____________

                                                      Total A 

                    £
OTHER EXPENSES: (e.g. telephone calls/postage (please details (date/time/purpose etc.))
1. ………………………………………………..  


          £
2. ……………………………………………….                                                     £
                                                                                                                                 _____________  

                                                      Total B 


£

           

                                                                                       
_____________

                                                      Total A & B 

£         


I confirm that the costs shown above have necessarily been incurred in connection with the undertaking of my duties as a Mentor.

Signed (applicant): …………………………………………… Date: ………………….

N.B.: The Form and accompanying valid receipts are to be sent to the Network Treasurer* for approval/reimbursement. The latter is usually effected by electronic transfer. Please give the following details for this to occur:
Bank Sort Code: …………………………… Account No.: ……………………….
*Network Treasurer, Shirley Barrett, at Poplar End, 11 Hawthorne Way, Guildford, Surrey GU4 7JZ. (subscriptionscoordinator@itimedical.co.uk ) 

 FOR OFFICE USE 
 AUTHORISED FOR PAYMENT: ……………………………….………………………… (Signed)
  Date Paid:





Amount: 

