
PAYROLL DEDUCTION AUTHORIZATION 
 

 
 

I ____________________________________ do hereby authorize Antelope 
Memorial Hospital to deduct from my pay:  
 

$_____      each pay period 
 

$_____      other __________ 
 
This deduction from pay is for _______________________ and shall continue 
until my deducted amount reaches $_________ or I notify Antelope Memorial 
Hospital in writing to change or stop the deduction. 
 
_____________________________ ___________________________ 
Employee Signature   Date Signed 
 


