CONTINUOUS ASSESSMENT SUBJECTS

	CLAIMANT INFORMATION

	EMPLOYEE NUMBER: 
(Please confirm with HR)
SURNAME: __________________________________________________

FULL NAMES:  ________________________________________________________________________________________________

ID NUMBER: 

Date of birth:     ____________________________

I AM 

A FULL TIME

STAFF MEMBER

A PART TIME

STAFF MEMBER

NOT A STAFF

MEMBER

OF TUT       

TAX NUMBER _______________________________
SERVICES RENDERED:
EXAMINER

INTERNAL
 MODERATOR / ASSESSOR
EXTERNAL
 MODERATOR / ASSESSOR
POSTAL ADDRESS:  _________________________________________________________________________________________

__________________________________________________________________________________POSTAL CODE:  ____________

RESIDENTIAL ADDRESS:  _____________________________________________________________________________________

__________________________________________________________________________________POSTAL CODE:  ____________

TEL:(W) ___________________________  (H) _____________________________ (CELL) _______________________


	BANK DETAIL

	BANK:  _____________________________________________________  BRANCH:  _______________________________________
TYPE OF ACCOUNT:

SAVINGS

CHEQUE

TRANSMISSION

(NO CREDIT CARD ACCOUNTS)
ACCOUNT NUMBER:  _________________________________________________________________________________________

SIGNATURE OF CLAIMANT:  ______________________________________________  DATE:  ____________________________


	SUBJECT DETAIL

	SUBJECT CODE

CAMPUS
SUBJECT NAME:  _________________________________________________________________________________________________

Dates of Assessment:_______________________________________________________________

Method of Assessment (E.g. Practical, Presentation etc.):___________________________________

_________________________________________________________________________________

Approved tariff per assessment/student/hour: R_________________
Number of assessments/hours: _____________________________


	VERIFICATION BY LECTURER

	I HEREBY CONFIRM THAT THE INFORMATION ON THIS CLAIM FORM IS COMPLETE AND CORRECT.

LECTURER:  ____________________________________________     DATE:  _____________________


	PAYMENT AND APPROVAL 

	AMOUNT PAYABLE:
R

HEAD OF DEPARTMENT

(Responsible for Payment)
ENTITY
SUPERVISOR SALARIES

DATE:
ACCOUNT NUMBER
DATE
























