
 

NEW ZEALAND HOSPITAL PHARMACY ASSOCIATION 
EXPENSE CLAIM FORM 

 
 

 
 

Name:  __________________________________________  Date:  ______________   

Address:   ______________________________________________________________  

  ______________________________________________________________  

Email Address:  __________________________________________________________  

Claim for:   Executive (000)  Technician SIG (TEC)  Mental Health SIG (MTH) 

 CNO SIG (CNO)   MICP SIG (MIC)   Hospital Pharmacy Managers (HPM) 

  Roche Award (RCC)  Education Fund Award (EDF)  Other (please state) 

 

Date Supplier Description of goods or activity/who 
present/details or reason for purchase 

GST Amount 
(incl GST) 

Please attach tax invoices to support your claim or if claiming reimbursement for an award granted by the Executive please 
attach a copy of your confirmation letter 
     

     

     

     

     

     

     

     

     

     

TOTAL CLAIM $ 

 

Bank Account No:  

 

The above expenses were incurred on behalf of the New Zealand Hospital Pharmacy Association (inc) by myself 

 

Signed (Claimant):   __________________________________________   Date:  _____________________  

 

Administration Verification: ___________________________________   Date:  _____________________  

 

 

(Please tick) 


