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           SHERIDAN MEMORIAL HOSPITAL ASSOCIATION

440 West Laurel Avenue
Plentywood, MT 59254
Phone: (406) 765-3700      Fax: (406) 765-3800

www.sheridanmemorial.net


Authorization to Withhold Payroll Deduction for payment to: 

SHERIDAN MEMORIAL HOSPITAL

Please select the following that apply:

   FORMCHECKBOX 
NEW ENROLLMENT      FORMCHECKBOX 
ENROLLMENT CHANGE
     FORMCHECKBOX 
STOP DEDUCTION

Name:      

Please Print Legibly 

I hereby authorize Sheridan Memorial Hospital Association to withhold $         per pay-period beginning on        /         /         .  

· This deduction will be held the first two (2) pay-periods of the month only.  Should there be three (3) pay-periods in a month, no deduction will be taken on that 3rd payroll. 

Payroll Withholdings are to be paid by SMHA on my behalf and payable to:

SMHA

440 West Laurel Avenue

Plentywood, MT 59254

All payments withheld from my paycheck are to be applied to any current account(s) that I have at Sheridan Memorial Hospital Association.  

I understand that by authorizing payroll deduction withholdings that this does not automatically authorize any employee discounts that I may be entitled to, and that I must also submit the proper Employee Discount form to the Billing Department.  

I understand that it is my responsibility to keep this authorization form updated and current.  This is to remain in effect until Sheridan Memorial Hospital Association has received written notification from me of any changes and/or termination of employment. 

____________________________________________

__________________

Employee Signature






Date

____________________________________________

___________________

Payroll Clerk







Date
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