
To Be Completed By Employee

       _____ Approved    _____ Denied Amount Owed by employee:Date Reviewed: Amount Due to employee:

Payroll Dispute Form Request Form

Please return the completed form with any necessary attachments to: PAYROLL@ADRIANASINSURANCE.COM
Please expect a response within 48 business hours

Payroll Check Date: What type of Discrepancy are you reporting?                      _______ Hourly              _______ Commission

Name (First and Last): Hawksoft Initials: Office: Date:

HOURLY DISCREPANCY

Note: If this is an hourly discrepancy, please state the total amount of hours missing and attach your timeclock correction to this form when submitted. 

COMMISSION DISCREPANCY

Note: If this is a commission discrepancy, please provide a breakdown of your weekly production.

__________Week 1 Discrepancy                                        ___________ Week 2 Discrepancy

PAYROLL PURPOSES ONLY

Reviewed by:


