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HONORARIUM FOR STANDING COMMITTEE MEMBERS 
 

 

 
Eligibility is determined by the following: 
 
Who is eligible? 

 members of the clinical faculty who are full time fee-for-service physicians 
 fee-for-service physicians who receive a stipend from the hospital or University for a defined 

service outside of resident teaching 
 members of clinical faculty who are paid partially under an Alternate Payment arrangement 

but who teach in times outside of that covered by the alternate payment. 
 
Who is not eligible? 

 physicians who have a full time salary arrangement with the hospital or University 
 physicians who are funded completely through an alternate payment arrangement 
 physicians who are in CASC arrangement (a count must be kept of the teaching hours of these 

physicians so money can be returned to MoH) 

This form is to be completed ONLY by those who are eligible for reimbursement according to the policy of 
Faculty of Medicine. 
 
Personal Information for payment processing 
 
Name:  __________________________________________________________________ 

Address: __________________________________________ Postal Code: ____________ 

Tel:  _____________________________ Email: ______________________________ 

Are you Incorporated:   

yes Please provide name of incorporation: _______________________________________ 

no -  Please provide Social Insurance Number: ____________________________________ 
 

Committee :  _________________________________________________________________ 

Date(s) of meeting:   ___________________ Total number of hours:  ______________ 

 

 

              
                Signature        Date  
 
To be completed by Residency Office 
 
Site/Program:___________  Reimbursement owing ($90/hr) :  $_______________ 
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