
 

 

CAPRICORNIA DIVISION OF GENERAL PRACTICE LTD
 ABN 12 081 863 738 

Level 3/36 East Street, Rockhampton 
PO Box 242 Rockhampton  Q  4700 

Ph: 07 4921 7777  Fax: 07 4927 2977 
Email:  admin@capdivgp.com

 
 

Expenses Reimbursed Claim Form 
 

      
GP/Staff Member:…………………………………………………………………………………… 
 
 

Date Particulars Class Amount 
  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  
 
 
 
 
 
 
 
 
 
 
 

 
                                                                                                 Total Claimed $………………... 
 
I certify that the services and goods provided for the above account were satisfactorily 
performed/supplies and that such were necessarily required by the Capricornia Division of 
General Practice. 
 
 
Signed: ………..……………….……..                   Date:………………………………………  
                    (Claimant) 
 
 
                 OFFICE USE ONLY 
 
Authorised:……………………………..             Authorised: …..…….…………………………… 
(C.E.O)                                                              (chairman/secretary/treasurer) 
 
Cheque No:………………………………………  Date:…./…../……Amount Paid: ………………
 
EFT Confirmation No:…………………………   Date:…./…../……Amount Paid: ………………
 
Account: …………………………………………  Class:………………………..…….…………….  
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