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DHHS Overpayment Agreement
Name of Employee:      

Employee Personnel Number:      

Division/Facility:      

Overpayment Reason:      
     
     
     
     
     
     
     
     
     
     
     
     
     
     

I,     
, do hereby acknowledge that I have been
overpaid in the amount of      
. By my signature below, I understand that

my payroll paycheck shall be deducted by      
monthly until said
overpayment is satisfied with the Department of Health and Human Services.  Failure to
agree shall result in my entire monthly check(s) being exhausted until overpayment is
satisfied.

Employee Signature:
Date:      

HR Managers Signature:
Date:      
Division/Facility Directors Signature:


Date:      
CC:

HR File

Controllers Office
DHR-10/12








