
 
ESSEX COUNTY COLLEGE 

SALARY REDUCTION AGREEMENT 
CHANGE FORM 

 
 

 PENSION PROGRAM:    ABP  (   )       PERS  (   )    TPAF  (   )           PFRS  (   ) 
 

GENERAL INFORMATION 
 

Changes may be made twice in any calendar year on January 1, or one of the following: 
 
  Professional, SSA, FOP, and Security   July 1 
  Administrators, Faculty    September 1 
 
The Human Resources Department must receive this form 15 days prior to the month selected for change in salary reduction. 
 
Name__________________________________________________________________________________________________ 
   Last     First   Middle 
 
Address________________________________________________________________________________________________ 
  Street 
 
 ________________________________________________________________________________________________ 

City    State    Zip Code 
 
ID Number___________________________________ 
 
 
Name of Carrier:________________________________________ 
 
TYPE OF CHANGE: 
 
 A. [   ] Contribution Rate 
 

The employer shall reduce the employee’s base salary in the following manner:  $_____________or_____% 
effective _________________.  This reduction shall continue until a new Change Form is completed by the 
employee and processed by the employer.  This reduction shall not exceed the employee’s statutory exclusion 
allowance under Section 403(b) or 457(b) of $_________________ .   

 
B. [   ] Suspension 
 

Effective _________________, 20____, I wish to suspend my voluntary contributions with the above-named 
carrier. 

 
 
______________________________________       ______________ 
Employee Signature         Date 
 
 
______________________________________       ______________ 
Human Resources Acknowledgment        Date 
 
 
 
 
  
Human Resources   Payroll   Accounting   Employee 
 
         

Rev:  8/2/05 
 




