YORKSHIRE AND THE HUMBER DEANERY

West Yorkshire and North and East Yorkshire


APPLICATION/EXPENSES CLAIM FOR STUDY/EXAMINATION LEAVE (GP STRS)
(For use by GP Specialist Trainee Registrars – to be submitted to the Education Centre for consideration
6 weeks prior to the period requested – Retrospective claims will not be considered)
SECTION A – Applicant + Study leave details
	NAME
(BLOCK CAPITALS)
	     

	Address for Correspondence
 (Block Capitals)
	     

	GPST Scheme/Education Centre location (at time of course)
	     

	Current post:

	     

	Post at time of course:

	     

	Leave requested for:   
	Professional Development    FORMCHECKBOX 
         Exam Leave    FORMCHECKBOX 
  
Exam Preparation    FORMCHECKBOX 


	Course Title:

	     

	Dates: 

	From:      
	To:      
	Number of days:

     

	Location of Course:
	     

	The following colleagues have agreed to cover my duties:
(Hospital Posts)
	Name (print):                                                               Signed:                                             Dated:
	Name (print)                                                                Signed:                                             Dated:

	EXPENSES
	Course Fee
	Travel

Road (   Rail (
	Subsistence
	Total

	Estimated

	£      
	£      
	£      
	£      

	Signed (APPLICANT):
	
	Dated:
	


SECTION B – Approval of Rota Co-ordinator (only to be completed if in Hospital Post)
	Cover for applicant’s duties will be as detailed above:   
*Approved/Not Approved                                                                               *delete as appropriate 

	NAME OF ROTA CO-ORDINATOR (BLOCK CAPITALS):
	

	Signed:
	
	Dated:
	


SECTION C – Approval of CLINICAL Supervisor
	*Approved/Not Approved                                                                               *delete as appropriate
I CERTIFY THAT:                                                                                                                      YES       NO
1  This study/course activity is appropriate to the applicant’s present training requirements      FORMCHECKBOX 
      FORMCHECKBOX 

2  The applicant has made every effort to prepare him/herself for this course                            FORMCHECKBOX 
      FORMCHECKBOX 
    
3  The applicant can be released from his/her service commitment for this period                     FORMCHECKBOX 
    FORMCHECKBOX 


	NAME of CLINICAL SUPERVISOR (BLOCK CAPITALS):
	

	Signed:
	
	Dated:
	


SECTION D – Approval by Budget Manager
	EXPENSES

	Course Fee
	Travel
	Subsistence
	Total

	Approved

	£      
	£      
	£      
	£      

	Name of Authorising Person – BUDGET MANAGER (Block Capitals):                  
	                                                 

	Signed:
	
	Dated:
	


	Date entered on database
	


SECTION E -  Expenses
	EXPENSES FOR STUDY/EXAMINATION LEAVE

	Claims must be submitted within 6 weeks of leave end with all receipts and proof of attendance (no receipts – no claim)

	CLAIMANTS DETAILS (Please complete in BLOCK CAPITALS)

	TITLE
	SURNAME
	INITIALS

	     
	     
	     

	ADDRESS & PHONE NUMBER

	Number & Street
	     
	Town
	     

	County
	     
	Postcode
	     

	Daytime Telephone
	     

	DETAILS OF CLAIM

	Course Attended:
	     
	Date:
	     

	Exam:  If this leave was for the purpose of taking an examination, please indicate whether passed or failed
	                          *delete as appropriate
*Passed/Failed

	Course Fees Paid
	£      

	Public Transport
	Mode of transport: 
	£      

	Private Transport

(Mileage allowance 24p per mile)
	Total number of miles: @ 24p/mile 

(Mileage will be calculated at AA shortest route)
	£      

	(Passenger allowance* 5p per passenger per mile)
	Names of passengers: 
@ 5p/mile
	£      

	Subsistence
	Details: 
	£      

	
	TOTAL AMOUNT OF CLAIM
	£      


*Passengers must be travelling to same event & also be entitled to reimbursement of travel expenses by the Deanery
ALL CLAIMS MUST BE ACCOMPANIED BY RECEIPTS

	CLAIMANT DECLARATION

	I declare that the expenses claimed above were necessary and correctly incurred and I hereby request payment of this claim totalling £     .  

I understand that any fees are paid gross and that I am responsible, where appropriate, for declaring this income for tax purposes.

	Signed:
	
	Dated:
	


PLEASE RETURN COMPLETED FORMS TO:

Kate Beck 
GP STS Administrator
Education Centre
Airedale General Hospital

Steeton  Keighley  BD20 6TD 
	FOR YORKSHIRE DEANERY USE ONLY

	TOTAL AMOUNT OF CLAIM PAID:  £

	AUTHORISATION: 
	DATE: 


	Date entered on database
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