Revised: 03/30/2007

INVALID HEALTH INSURANCE REFUND REQUEST



Cabinet Number:      
Date:      
PLEASE REFUND THE FOLLOWING AMOUNTS:
	DEPARTMENT NUMBER
	NAME
	SSN#
	eMARS EMPLOYEE ID (on D screen)
	DED #
	AMOUNT
	PAY PERIOD DEDUCTED
	INDICATE IF CHECK SHOULD BE MADE PAYABLE TO EMPLOYEE OR KY STATE TREASURER

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     


*** REMINDER: DO NOT INCLUDE SHORTFALL AMOUNT ***
Manual Pay Transitions:  FORMCHECKBOX 

	PLEASE RETURN CHECK TO:

	Payroll Officer
	     

	Agency
	     

	Address


	     
     

	Phone #
	     


Entered on POT:  FORMCHECKBOX 

SEND TO:

Shannan Goodrich

Division of Employee Management

Personnel Cabinet

501 High Street, 3rd Floor

Frankfort, KY 40601

502/564-6883 ext. 46711
Fax: 502/564-5826









