NHS LOTHIAN PHARMACY SERVICES

PALLIATIVE CARE NETWORK CLAIM FORM

Name of Pharmacy:  





PPD contractor code:
Address of Pharmacy:  

Claim for month of:

	Claim Category
	Date(s)
	Details
	Claim amount
	Paperwork required to support claim

	Transport


	
	
	
	Copy of taxi receipts if applicable

Nb 45p/mile

	Call-out


	
	
	
	Copy of corresponding completed Advice/Supply form

	Miscellaneous


	
	
	
	Appropriate receipts or invoices


Total Amount of claim: £………………………

I confirm the above information is accurate and claim the appropriate fee

Signature of Pharmacist:  ………………………………………...    Date:  ………………………

Name of Pharmacist:  ………………………………………………………………………………

Completed claim form to be e-mailed to pam.chisholm@nhslothian.scot.nhs.uk or posted to Pam Chisholm, c/o Pharmacy Office, Royal Edinburgh Hospital, Edinburgh, EH 10 5HF, by the 5th day of the following month to which the claim relates. 

For use of Pharmacy Department

Checked:  ……………………………………………………   Date:  ……………………………


Budget Code:  ……………………………..                   Entered into log                 Copied  

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

