Authorization to Cancel Federal Benefit Overpayment

Full Name:

| |

Social Security Number:

| |

Claim Number:

| |

Overpayment Amount:

| |

Reason for Cancellation Request:

I, the undersigned, am formally requesting the cancellation of the above federal benefit overpayment. I certify that the information provided is true
and accurate to the best of my knowledge.

Signature:

| |

Date:

| |

Submit Authorization ‘
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