INVOICE



XXBGOW






Invoice Number:……………….
Health Education England

Thames Valley LETB





Invoice Date:…………………...
T73 Payables F485

Phoenix House

Topcliffe Lane

Wakefield

West Yorkshire WF3 1WE

PLEASE COMPLETE THE FORM IN FULL AND IN BLOCK CAPITALS OR TYPED
 (Any illegible forms will be returned delaying payment)

	Claimant’s Name (please print or type) 


	

	Full Address (please print or type) 


	


EDUCATIONAL SUPERVISION OF ST1 AND ST2 GP SPECIALTY TRAINEES IN HOSPITAL POSTS OR IN A DIFFERENT GP SURGERY TO THE EDUCATIONAL SUPERVISOR (IN ADDITION TO THE TRAINEE CLAIMED TOGETHER WITH THE CPD GRANT)
RATE OF PAYMENT = £500 PER YEAR PER TRAINEE (PRO RATA)

	Name of Trainee(s)

	1.

2.

	Date/specialty of posts


	1.

2.

	Total number of months claimed for


	1.

2.


	TOTAL AMOUNT OF CLAIM
	£




FOR BACS PAYMENTS

Bank Name:..............................................................................................................................

Account Name:........................................................................................................................

Sort Code:...................................................
Account Number:.............................................
