
 

 

1/26/2017   Page 1 
 

 

Employee Compensation and Benefits Department 

 
Request to Stop Voluntary Deduction  

  

  

Employee  Name (Printed) Employee Identification# or last 
four of Social Security #  Today’s Date Department or School  

     

 SIGNATURE Today’s Date 

   

Deduction Name  Amount of Deduction to  STOP Effective Date of 
Change  

Notes 

       

 

  

 DISCLAIMER: 
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