FRANKLIN COMMUNITY HEALTH NETWORK

EARNED TIME CASH-IN REQUEST

EMPLOYEE’S NAME____________________________________________________

SOCIAL SECURITY NUMBER:____________________________________________

DEPARTMENT:__________________________________________________________

________________________ANNUAL CASH-IN/TRANSFER ELECTION:

Minus _________________________ET hours cashed in/transferred to date

Equals_________________________Balance remaining of annual election

_______________CASH-IN REQUESTED FOR THE NEXT PAYDAY




(Note:  Minimum cash-in is 20 hours)

DATE OF NEXT PAYDAY:_____________________________

This completed request form is to be submitted to Human Resources no later than noon on the Monday before payday.

EMPLOYEE’S SIGNATURE :____________________________________________

DATE:_________________________________________________________________

THIS SECTION WILL BE COMPLETED BY HUMAN RESOURCES

AUDIT/LOGGED:    Date___________________ By____________________

TO PAYROLL:         Date___________________ By____________________

PAYROLL INPUT:   Date___________________ By____________________

Form #132 (10/18/03)  (green paper)                                                
