November 2017
Council 209/Claim/Apr2018

THE WORLD MEDICAL ASSOCIATION, INC.

CLAIM FORM

	Name
	     

	Address
	     

	Office held
	     


I request reimbursement of the following sum(s) which I certify represent(s) the discounted economy class (excursion rate) return air fare from my address above to Riga, Latvia to attend the 209th WMA Council Session, 26 – 28 April 2018.

Airfare (Please claim in Euro amount)

	Travel date
	From
	To
	Amount (Euro)
	Remarks if any

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


	Total airfare amount      

	Bank name :      
Full bank address :      
IBAN code (account no):      
Swift code :      
Beneficiary name :      


I declare that the above expenses were incurred in carrying out duties for WMA and were not claimed from any other source.

Date :      
Signature:


· Please send the signed form with scanned receipts. 

· If the claim is from the National Medical Association (NMA), which the Council member or officer is from, the WMA doesn’t require copy of receipts. 

· Claim form should be submitted to the WMA Secretariat by email at secretariat@wma.net within two weeks after the travel made. 

· Per diem (covering other costs, i.e. local transportation and meals) rate for this meeting will be 50 Euros per day and this will be added to the above total claim amount. If you wish to receive the per diem in a separate account, please add the bank details below:
	Bank name :      
Full bank address :      
IBAN code (account no):      
Swift code :      
Beneficiary name :      


