
REIMBURSEMENT AGREEMENT 

FOR 
IMPROPERLY MADE WAGE CONTINUATION 

 
I understand that by my signature below and in accordance with County policy, I agree to 
reimburse Montgomery County wage continuation payments if my claim is subsequently 
withdrawn or denied by the Ohio Bureau of Workers' Compensation; or wage continuation 
payments were improperly issued. 
 
Under such circumstances, repayment of the monies received will be made in the following 
manner: 
 
1. Based upon my eligibility, reimbursement will first be made by reducing hours earned in the 

following order until full restitution is made: reduction of compensatory time, sick leave 
hours accrued at the time of the injury, vacation hours, and personal days available.  

2. If an insufficient balance of hours exists in item #1 above, I authorize the Board of County 
Commissioners to deduct a reasonable amount of wages not to exceed 10% of my gross 
income per paycheck until the amount overpaid is fully reimbursed. 

3. If my employment ends for any reason prior to my having reimbursed the County in full, full 
payment will be made according to garnishment or other civil procedures. The Board of 
County Commissioners will be considered a primary secured creditor. 

 
Further, I agree that I have been totally disabled from all employment for a work-related 
injury; or, I have been on an approved Transitional Duty program; or, I am participating in 
an approved Remain-at-Work program; or, I am participating in an approved Gradual return-
to-Work program. I understand I cannot work a second job and qualify for wage continuation 
unless the Physician of Record provides a signed statement to my Employer that my recovery 
will not be compromised or delayed by working my second job. I agree that application for 
leave with intent to defraud, including, but not limited to falsification of a medical disability 
certificate, falsification of leave forms or wage continuation applications may result in 
removal from employment and repayment of any salary, wages or compensation paid as a 
result thereof. I understand that leave granted under wage continuation qualifies as Family 
Medical Leave (FMLA). I understand improperly made wage continuation benefits may result 
in a refund of PERS contributions if leave is then re-classified as an unpaid leave of absence. 
I understand time accrued for vacation and sick leave for improperly made wage continuation 
benefits may result in a refund if leave is then re-classified as an unpaid leave of absence. 
 
________________________________  ___________________________________ 
DEPARTMENTAL LIAISON   EMPLOYEE SIGNATURE 
 
________________________________  ___________________________________ 
DATE     EMPLOYEE NAME (PRINT) 
 
     ___________________________________ 
     DATE 
Rev: 06/00, 01/03, 02/03, 12/14 


