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Date: 


Employee ID# 


Case Number 

Dear,
Due to the timing of the issuance of your temporary disability checks from Octagon Risk Services, that amount was not deducted from your salary payment from UCB. This means that you were overpaid. In order to correct this overpayment, we propose to deduct the amount from the next payroll checks(s) as detailed in the chart identified as Plan #1. Taxes would be adjusted accordingly. If this overpayment adjustment schedule is acceptable to you, please sign below to authorize the deduction(s). Please note that the deduction amount is based on percentage of the time you work in any given month.

Alternatively, you may propose a different repayment schedule in the box identified as Plan #2 below. Or, you may choose to submit a personal check to your department in the amount of total overpayment before the end of 90 days.

PLAN # 1:

	TD/VR Check No.
	Amount
	Period Covered
	Reduction Amount
	Check Date

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


I, __________________________________________, hereby authorize my department to deduct from my future payroll checks, the amount of the Worker’s Compensation Temporary Disability checks, issued by Octagon Risk Services under the payment schedule detailed above in Plan # 1.
_____________________________________________
____________________

Employee Signature
Date
ALTERNATIVES:

A. IF YOU ARE UNABLE TO MAKE A COMMITMENT ON PLAN #1, you may propose a repayment schedule under Plan #2. Remember that this repayment schedule must be mutually agreed upon and signed by you and the Payroll Officer. Any default after the final negotiated repayment plan will result in your account being turned over to our collections program and billed through Campus Account Receivable System (CARS).

PLAN # 2:

	TD/VR Check No.
	Amount
	Period Covered
	Reduction Amount
	Check Date

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Upon approval by the UCB Payroll officer, I, __________________________________________, hereby authorize my department to deduct from my future payroll checks, the amount of the Worker’s Compensation Temporary Disability checks, issued by Octagon Risk Services under the payment schedule detailed above in Plan #2.

_____________________________________
______________________________________

Employee Signature
Date
Payroll Signature
Date

B. If you would rather submit a personal or cashier's check to your department in the amount of the overpayment within 90 days, please sign and date below:

I, ________________________, hereby agree to remit to my department the amount of overpayment owed.

_____________________________________

Employee Signature


Date

Your prompt response to this matter is greatly appreciated. Failure to respond to this notice will result in your reportable earnings being overstated.  If no response is received within 90 days, your account will be turned over to collections.   Please sign and mail this letter back to DEPARTMENT NAME AND ADDRESS. If you have any other questions, please feel free to contact DEPARTMENT PAYROLL CONTACT AND PHONE NUMBER.

Sincerely,

NAME
TITLE
Cc:  WC Unit

        Employee File
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