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RESEARCH DEPARTMENT OF CLINICAL, EDUCATIONAL AND HEALTH PSYCHOLOGY

Participant Receipt Form

TITLE OF EXPERIMENT:………………………………………………..

	Participant
	Address of the Experiment
	Date
	Amount

	PLEASE PRINT
	PLEASE PRINT
	
	£

	
	
	
	

	
	
	
	

	001
	Room 306, 26 Bedford Way, London WC1 0AP
	17/9/18
	7.50

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Experimenter’s Name and Extn No.:………………………………       TOTAL £………………………………
(PLEASE PRINT)
Experimenter’s Signature:………………………………                          Date:………………………………… 

	Participant
	Address of the Experiment
	Date
	Amount

	PLEASE PRINT
	PLEASE PRINT
	
	£

	
	
	
	

	
	
	
	

	001
	Room 306, 26 Bedford Way, London WC1 0AP
	17/9/18
	7.50

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Experimenter’s Name and Extn No.:………………………………       TOTAL £………………………………

(PLEASE PRINT)

Experimenter’s Signature:………………………………                          Date:………………………………… 

