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Employee Name 	
Address 	
	
Date 	
Amount of Arrears 	
From 	 To 	

I, ___________________________________, agree that I owe my employer the above amount and that I will take the following steps to resolve my debt:
1. I will pay $_______________ today, upon signing this agreement.
2. I will pay my full monthly cost sharing of $______________ on the first day of the month beginning on ___________________, 2020.
3. In addition to #2 above, I agree to pay $_________________ each month until all arrears are paid in full.
I understand that if my payments are not made in a timely fashion, I will be subject to 
_____________________________________________________________________.
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