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BERKELEY  •  DAVIS  •  IRVINE  •  LOS ANGELES  •  RIVERSIDE  •  SAN DIEGO  •  SAN FRANCISCO 

 

SANTA BARBARA  •  SANTA CRUZ

 


Salary Overpayment Notice
(Current Date: __________________)

Name of Claimant: ________________   Date of Injury:  ___________________ 

Due to the timing of both the issuance for Temporary Disability/Vocational Rehabilitation and your University salary check(s), it is likely that a salary overpayment will occur.  You must repay any salary overpayment to the University.  Below are two repayment options for money due to the University.  
Option 1:

I, ___________________________________________________, hereby authorize the University of California Berkeley (U.C. Berkeley) to deduct from any subsequent University salary, the amount of the Temporary Disability/Vocational Rehabilitation I received for prior pay period end dates.  

Employee Signature



Date

OR

Option 2:

I __________________________________________________, will submit a cashier’s check, money order or personal check, made payable to “U.C. Regents” and mail it to DEPARTMENT NAME within 30 days of the Temporary Disability/Vocational Rehabilitation overpayment.  Please date, sign and mail this form as follows:

Attn:  DEPARTMENT CONTACT
DEPARTMENT NAME
University of California Berkeley

DEPARTMENT ADDRESS 1
DEPARTMENT ADDRESS 2
DEPARTMENT ADDRESS 3
Employee Signature








Date

Cc: Worker’s Compensation Unit 
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