
DJST 

Patient Traveling Expenses Voucher 

 

Traveling allowance for patient participating (your study name) at the rate of Rs. ____ per visit 

 

Name : _____________________________________ 

 

Amount paid: __________________   for traveling allowance of visit No__________ 

 

On date _________________ 

 

 

Approved by                                                       Signature:  

 

 

Receiver Signature         Date 

 

 

 

  

 

 

 

 

 


