	
	
	



Participant Reimbursement

Clinical Trial   ________________		Trial ID   _____________


	Participant Name
	

	Participant Home Address
	

	
	

	Participant Contact Details (email address/phone number)
	

	Participant NH UR #
	




Details for reimbursement
Bank:	 _______________		Account Name: 	_______________
BSB:	________________		Account Number:    _____________

We will destroy or permanently de-identify your personal information we are holding when it is no longer needed for the purpose for which it was collected it.
















Clinical Trial  ________________		Trial ID   _____________

Participant Name ____________________
This reimbursement request includes: (tick one or both as relevant)
☐	Travel expenses (complete the table below & provide supporting documents) 
☐	Other expenses, with prior approval (ie. Medical procedure/Accommodation) (provide invoices/receipts)
	

Date
	
Visit Reason
	Location
	Method of Travel (car, public transport, taxi)
	Km travelled / tolls / parking / zones
	

Cost
	Was a taxi voucher used?

	
	
	
To
	
From
	
	
	
	

	Example
	C1D1
	Hospital
	Home
	Car
	21km travelled
	$123
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	





	I declare that the details I have given on this form are true and correct and relate to travel required to attend medical and/or hospital services.

Signature _____________________            Date _______________

If you have any queries regarding these expenses, please contact your Trial Study Coordinator




	Office Use Only
☐  Sent to NH Finance					☐  Sent to Sponsor
· Complete Finance - Accounts Payable Payment Request			
· Add to site invoice
· Signed by DD
· Include supporting documents (Page 1, Page 2, Sponsor approval)	



Participant Declaration
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