

PATIENT'S NAME: 







DATE:  




WARD:







	RECONCILIATION FORM
	VALUE

	Details of expenditure with supporting receipts
	£
	p

	Receipt No.
	Date 
	Supplier 
	Goods Acquired 
	 
	

	 
	 
	 
	 
	 
	

	 
	 
	 
	 
	 
	

	 
	 
	 
	 
	 
	

	 
	 
	 
	 
	 
	

	 
	 
	 
	 
	 
	

	 
	 
	 
	 
	 
	

	 
	 
	 
	 
	 
	

	 
	 
	 
	 
	 
	

	 
	 
	 
	 
	 
	

	 
	 
	 
	 
	 
	

	 
	 
	 
	 
	 
	

	 
	 
	 
	 
	 
	

	 
	 
	 
	 
	 
	

	 
	 
	 
	 
	 
	

	Balance returned to Cashier
	 
	 
	

	TOTAL
	£
	 
	


This reconciliation must be completed, signed and returned to the Cash Office within 2 working days by the member of staff who withdrew and controlled the money/purchase order on the patient's behalf. 

Signed: ........................................... Designation: .................................  

Date: ...........……………………….. 

Reconciliation checked for reasonableness and goods received on the ward. 

Signed: (Nurse in Charge) ............................................................................ 

Designation:..........................................................Date: .................................... 
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