
EMPLOYEE HEALTH STIPEND
Payroll Authorization Sheet

EMPLOYEE NAME:

EMPLOYEE ID:

DEPARTMENT:

PAY PERIOD:

SUBMISSION DATE:

JOB TITLE:

EXPENSE DATE WELLNESS CATEGORY / DESCRIPTION RECEIPT (Y/N) AMOUNT REQUESTED

Total Reimbursement Amount Requested:

Wellness Stipend Policy Agreement:
B y sign in g  below , th e emp loyee certif ies th at a ll expen ses listed  above w ere in cu rred  fo r person al h ealth  an d  w elln ess pu rposes in
acco rdan ce w ith  th e compan y w elln ess p rogram gu idelin es.  O rig in a l receip ts mu st be attach ed  fo r a ll requ ested  reimbu rsemen ts.
Approved  reimbu rsemen ts w ill be p rocessed  in  th e u pcomin g  payro ll cycle an d  are su b ject to  app licab le tax w ith h o ld in gs.

EMPLOYEE SIGNATURE

DATE:

MANAGER APPROVAL SIGNATURE

DATE:

HR / BENEFITS SIGN-OFF



DATE:

PAYROLL PROCESSING AUTHORIZATION

DATE:
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