
U.S. POSTAL SERVICE
REQUEST FOR WAIVER OF CLAIM FOR ERRONEOUS PAYMENT OF PAY

(Submit in triplicate)
PART I – To Be Completed By Claimant

1. NAME OF CLAIMANT 2. SOCIAL SECURITY NO. 3. CLAIMANT'S STATUS
Active
Employee

Retired
Employee

Former
Employee

4. CLAIMANT'S HOME ADDRESS (Include Apt. No.) 5. NAME AND LOCATION OF ORGANIZATION TO WHICH ASSIGNED

6. PER. COV. BY ERRONEOUS PAYMENT OF PAY 7. GROSS AMOUNT REQUESTED
FOR WAIVER

   $

8. P.O. INVOICE (Attach copy)
FROM
___________________, _______

TO
________________, _______

DATE NO.

9. DESCRIBE THE NATURE OF THE ERRONEOUS PAYMENT OF PAY (Attach separate sheet if necessary)

I make the foregoing request for waiver of claim for erroneous payment of pay with full knowledge of the penalties involved for willfully making a false claim.
(U.S. Code, Title 18, Section 287, provides for a maximum fine of $10,000 or imprisonment for 5 years or both.)

APPLICATION FOR REFUND: If collection of all or part of the amount
in Item 7 is waived, I make application for refund of all, or the appropriate
part of the amounts repaid which are shown in Item 12.

10. DID YOU INQUIRE OF YOUR SUPERVISOR CONCERNING POSSIBLE ERROR IN YOUR PAY? IF SO, FURNISH DETAILS

The collection of this information is authorized by 39 USC 401, 1003 and 5 USC 8339. This information will be used to consider a waiver of claims for
erroneous payment of pay. As a routine use, this information may be disclosed to Federal government agencies in connection with the claim, to an appropriate
law enforcement agency for investigative or prosecutive purposes, to a congressional office at your request, to OMB for review of private relief legislation, to
which the Postal Service is a party. Completion of this form is voluntary, however, if this information is not provided, you will not be granted a waiver.

11. STATE THE CIRCUMSTANCES YOU FEEL JUSTIFY WAIVER OF THIS CLAIM

12. IF ANY REPAYMENT HAS BEEN MADE, LIST AMOUNTS AND DATES REPAID

SIGNATURE OF CLAIMANT DATE

PS Form 3074, April 1999



PART II – To Be Completed By Postmaster, Installation Head Of Employee, Retired Or Former Employee
(Retain one copy. Forward original and duplicate to Division Field Director, Human Resources)

GIVE ALL ADDITIONAL FACTS OR CIRCUMSTANCES THAT WILL CLARIFY AND AMPLIFY THE STATEMENT OF FACTS MADE BY THE
CLAIMANT, OR FACTS OVERLOOKED OR INCORRECTLY STATED BY THE CLAIMANT ON THE CLAIM FORM, INCLUDING A DESCRIPTION
OF HOW THE OVERPAYMENT OCCURRED (Continue on separate sheet, if necessary)

GROSS AMOUNT OF CLAIM LISTED BY PAY PERIODS
Pay

Period
Amount

Paid
Amount

Should Be
Pay

Period
Amount

Paid
Amount

Should Be
Pay

Period
Amount

Paid
Amount

Should Be

To the best of my knowledge and belief there is no indication of fraud, misrepresentation fault, or lack of good faith on the part of the
claimant or any other person having an interest in this request for waiver of claim.

SIGNATURE TITLE DATE

PART III – To Be Completed By The Division Field Director, Human Resources

PART IV – To Be Completed By Director, Minneapolis Postal Data Center, Or His Designee Only

SIGNATURE TITLE DATE

SIGNATURE OF APPROVING OFFICER TITLE DATE

GROSS AMT. CLAIMED

GROSS AMT. WAIVED

$

$

h CLAIM ALLOWED


