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 (AHP+PDRP)

Expense Payment Declaration Form
Employee Name 


Employee Number 


To be completed by Employee
EXPENSE PAYMENT DECLARATION
To reduce fringe benefits tax under the ‘otherwise deductible’ rule
I declare that the following professional development expense/s outlined within my application for reimbursement is/are required for my current role and scope and were incurred to me on:

1. ____________________________________________​​​_______________________        
     (date) to 
 (date)
2. ____________________________________________​​​_______________________        _
     (date) to 
 (date)

3. ____________________________________________​​​_______________________            _______ (date) to 
 (date)

(Insert the conference or study details and dates)
I also declare that the percentage of these expenses incurred in earning my assessable income was: 
__% (fill this in)

(Where the expenses wholly relate to your current work the percentage usage is 100%)

Where this reimbursement relates to travel including any overseas travels, any interstate / intrastate travel for more than 5 nights, I have attached a Travel Diary.
Overseas Travel Application Form HR-077:   Not applicable (tick one) Approval Attached      OR           
Employee Signature


Date


CERTIFICATION BY EMPLOYEE
I certify that the professional development expenses claimed were paid by me and meet all stipulated Enterprise Agreement requirements of clause 16.1.  
I certify that the professional development expense/s claimed is in relation to my current work including my Department’s business needs and is in alignment with my Professional Performance Review and Development Plan.
I also certify that I have provided all the necessary documentation as required by the AHP+ PDRP and Fringe Benefits Tax Policy.

Employee Signature


Date


To be completed by the Director/Manager
CERTIFICATION AND AUTHORISATION BY DIRECTOR/MANAGER
As Director/Manager for the Allied Health Professional named above, I certify the above details and that this reimbursement meets the Enterprise Agreement entitlements clause 16.1. 
The reimbursement is in alignment with the Allied Health Professional’s Performance Review and Development Plan and this Department’s business needs (where applicable).
Overseas Travel Application Form HR-077:   Not applicable (tick one)
 Approval Sighted       OR         
Manager/Director Signature


Date


Manager/Director Name 





Position, Unit and Department 
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