FORM 1


APPLICATION FORM FOR RELOCATION EXPENSES (INCLUDING EXCESS MILEAGE)

Please completed and return this form, together with the relevant attachments, before you commence in Employing Trust) to:

Insert Contact Name and Address:           
	Surname


	     


	First Name(s)


	     


	Grade
	     


	Specialty
	     


	Start date at Employing Hospital
	     


	End Date at Employing Hospital
	     


	Total time at Employing Hospital
	   years                 Months      


	Date Commenced rotation
	     



Please detail rotation and dates of posts.  

	
	Hospital
	Start Date
	End date

	Year 1 of rotation


	     

	     

	     


	Year 2 of rotation


	     

	     

	     


	Year 3 of rotation
	     

	     

	     


	Year 4 of rotation
	     

	     

	     


	Year 5 of rotation


	     

	     

	     


	Year 6 of rotation
	     

	     

	     


	Year 7 of rotation
	     

	     

	     


	Have you claimed relocation or excess mileage during current rotation?

     

	If yes from which Trust and how much?

     

	If you are just starting your rotation please detail post and Trust you previously worked at.

     


	Current Address 

	     


	Length of Time at this address
	     

	Do you own this property      
	YES  FORMCHECKBOX 
 

NO    FORMCHECKBOX 
     

NB  If Yes please submit documentary evidence to confirm this (i.e. mortgage statement).

	Are you renting property?
	YES FORMCHECKBOX 
    No   FORMCHECKBOX 
 

	Previous address
	     

	Do you own this property      
	YES FORMCHECKBOX 
    No   FORMCHECKBOX 


	Are you renting property?
	YES FORMCHECKBOX 
    No   FORMCHECKBOX 


	Please indicate which type of expenses you wish to claim for:

Sell and purchase property    FORMCHECKBOX 
 
Van and driver   FORMCHECKBOX 
  

Claim excess mileage    FORMCHECKBOX 
   

Rent property  FORMCHECKBOX 
   

Other lease state   FORMCHECKBOX 


	

	Base Hospital (NB Should be determined by [            ] on appointment)
	     


	Your current email address 
	     


	Bank details: (if different account from salary)


	Name of Bank      

	Sort Code       

	Account Code       

	Home to [Employing Trust] mileage
	     

	
	

	Home to base mileage
	     

	
	

	Excess mileage  (i.e Home to [Employing Trust] minus home to base)
	     

	
	


	I hereby confirm that I have read and understood the NHS Education [South West]/[South Central] guidance for training grade medical and dental staff.  I also agree that as a condition of receiving these expenses, if I leave the service of the       [Employing Trust] before the end of my rotation I may be required to repay the whole or a proportion of any expenses received and this amount may be deducted from my salary. Where salary payments are insufficient to recover the full amount, the balance due will be invoiced. I confirm that my spouse or partner is not also claiming relocation expenses from either NHS or other non NHS employer.  I understand that relocation expenses incurred more than 12 months after the end of the tax year in which employment commenced will be subject to income tax. I undertake to inform the Trust if any of above circumstances change.
I declare that the information I have given on this form is correct and complete and that I have not claimed elsewhere for the expenses detailed on this form.  I understand that if I knowingly provide false information this may result in disciplinary action and I may be liable for prosecution and civil recovery proceedings.  I consent to the disclosure of information from this form to and by the Trust and the NHS Counter Fraud Service for the purpose of verification of this claim and the investigation, prevention, detection and prosecution of fraud.

Applicant’s signature  ……………………………………                    Date      …………………………. 

Please complete form, obtain relevant signatures and return it to Medical Staffing with a copy of your current mortgage statement together with documentary evidence of change of base if applicable.

	Signature of Clinical Lead (if appropriate - for non centralised relocation budgets)

…………………………                           Date     ………………………………

	Medical Personnel  use only

Account Number      ……………………..Cost centre      ………….

Authorised      ………………………………………………..Date     …………………………


