Copy and paste this Notification of Wage Overpayment template on Organization letterhead. Provide a copy of the completed form to the employee and retain original in the personnel file.

Notification of Wage Overpayment
				  	         			Terminated Employees

	
Name:
	
	Empl ID:
	Today’s Date:

	Department ID:	
	Home Phone:
	Date of Termination:
	Payroll Officer:

	Home Address:
	City, State, Zip Code
	Current Net Balance (if current year):
	Gross Amount:


	Statement of Facts
Paycheck Date(s) of Overpayment:  _________________________________________________________  
Describe Reason for Overpayment:  _________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________








See Attached Calculation.







REPAYMENT AGREEMENT/AUTHORIZATION FOR PAYROLL DEDUCTION:

___ I acknowledge that I was overpaid on the paycheck dates listed above. The circumstances and amount of the overpayment have been explained to me and I understand that I am obligated to repay this amount back to the State of Delaware in the shortest time possible.  I am also aware that if the overpayment is current year and is not paid in full by December 15, the outstanding balance will be recalculated as a Prior Year Overpayment and the amount owed will increase per IRS Regulations.  

REPAYMENT OPTIONS:

	I agree to repay the full amount of the overpayment immediately by personal check/money order.  

	I would like to request a unique payment link to be emailed to me in order to begin* making payments in the amount of $________________ until the balance is paid in full.  *Payment to begin the first month following payment link receipt. 

EMAIL ADDRESS:  ____________________________________________________________

OR

	I agree to make monthly check/money order payments in the amount of $___________ beginning 
(MM/DD/YY) ____________ until the balance is paid in full. 

Employee Signature: _____________________	Phone #: _______________	Date: ________

If this is a prior year overpayment, once the overpayment is fully satisfied, and the signed Prior Year Social Security and Medicare Tax Refund Certification is returned within the specified timeframe, a refund will be issued for the OASDI and Medicare taxes and a corrected W-2 will be processed for the Calendar Year(s) in which overpayment occurred, if applicable. 
