Department of Health Health Corporate Network
Human Resources

PO Box 8545

Perth Business Centre WA 6849

Fax (08) 6444 5899

._ %t Government of Western Australia

B sociaL cLuB DEDUCTION FORM

bl St i
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Please complete this form using a BLACK PEN and BLOCK CAPITALS.  ForwARD TO RPH Staff Amenities Fund Office on Fax 9224 2501

(A) HEALTH SERVICE / AGENCY : *

Site Abbreviation:

ROYAL PERTH HOSPITAL

| [w[s[c]/]s]P[c]

(B) CURRENT DETAILS :
_'Employee Number: . _Family Name:
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Department:

(C) DEDUCTION DETAILS :
Employee Name:
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to deduct per pay period, from my wages, starting pay period ending ‘ | ]

|
IS [ ‘ |
Reason: DD MY ¥ Y Y

for S TAFF |AMENI T LES FUND [$/3] SI NGLE [OR

|$ 4i FAM' 'L YI _I“IHEEILI!E EE‘“ S ”“ P| Social Club.
| reserve the right to revoke this payroll deduction authorisation at any time.
(D) EMPLOYEE SIGNATURE :
I certify that the above information is correct.
ir_n_ployee Name: : “Telephone/Ext: ; Signature: = Dqte: e
| a0 o UM b EREEREREE
DD MMY Y Y Y

Please Return This Form to RPH Staff Amenities Fund Office on Fax 9224 2501

(E) EMPLOYMENT SERVICES :
HRIS Code: | |

§
"Officer Name. ‘Telephone/Ext:

Amount:
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'Signature:
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* IMPORTANT YOUR PAYROLL/EMPLOYEE NUMBER HAS BEEN COMPLETED*

$3.00 SINGLE OR $4.00 FAMILY MEMBERSHIP ARE PER FORTNIGHT
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