FRESNO COUNTY ECONOMIC OPPORTUNITIES COMMISSION

STOP PAYMENT DEDUCTION REQUEST









Date: _________________

TO:

PAYROLL DEPARTMENT

FROM:
________________________________________



Employee’s Name



________________________________________



Social Security Number

SUBJECT:
________________________________________



Type of Deduction



Please STOP my PAYROLL DEDUCTION of $ ________________



Payable to _______________________________________________




Per Pay Period

Per Month

Effective ___________________________________


    Date

___________________________________________

(Employee Signature)

SEE NOTE BELOW


PAYROLL DEPARTMENT USE ONLY

DATE RECEIVED __________________

DATE PROCESSED _______________

POSTED BY _______________________________________________________________

FOOT NOTE- To be effective in the payroll intended, this form must be received by the Payroll Department by the Processing Date (the Wednesday preceding the week in which the payroll is paid)

