AUTHORIZATION TO **CANCEL** – SALARY

(Please complete entire form)


Name:


   Title: (Dr.,Ms.,Mrs.,Mr. )
Last Name:


First Name:

Position:  

Ending Date:





 Retroactive?         Y □   N □



(DD/MM/YY)





Comments:


Cost Fund Centre (CFC) :

Fund Number :


Cost Centre:

         

 Date Submitted:



 Signature of Grantee:

 Submitted by: ____________________
 Name of Grantee: ______________________

 Email Address: ___________________

**If the employee has been overpaid, please attach a REPAYMENT CHEQUE made out to the University of Toronto for the amount of the overpayment.


TO BE COMPLETED BY THE PAYEE FOR PAYROLL PURPOSES

Address:

City:



  Prov.:


 Postal Code:

Phone:





Date of Birth:











(DD/MM/YY)

Social Insurance No.



Student No.










           (if applicable)


PERSONNEL #:


Position #: 


Wage Code:

Posted by:





Date Posted:

Comments:

Office Use Only:











