
Name _____________________________________________________________________________
Home Address ______________________________________________________________________
Home Phone Number ______________________________________
Social Insurance Number ______________________________
Employer ___________________________________________
Employee Number _______________________________
Department _________________________________________
Corrections Officer Yes          No 

    Termination              Death           Grievance          
    Employee transferred to ________________________________________________________

1. Is termination due to ill health?  Yes       No 
 If termination is due to ill health, please notify employee of Disability Insurance Waiver.    
  Employees should also be reminded of the possibility of converting insurance.

2. Date of Birth _______________    7.  Employment Start Date _______________
3. Hourly Rate  $___________    8.  Pension Entry Date _______________
4. Full Time Hours for the Position _____  9.  Last Day Physically Worked _____________
5. Number of Pensionable Hours Worked ______  10.  Last Day Pension Deducted _____________
6.  Pensionable Service (4 decimals)   11. Separation Date _______________
 a)  Prior Year Not Reported _________   12. Two Week Delay?   Yes  No 
 b)  Current Calendar Year __________

The above information is certified to be true and correct.

_________________________ _________________________ ____________ _______________
 Authorized Signing Officer          Name         yyyy-mm-dd Telephone Number

                          Pensionable        Corr. Officers
                 Earnings          Contributions       Contributions

13. Prior Year Not Reported  $______________   $_____________   $______________
14. Current Calendar Year
 a) Regular Pensionable Earnings $______________   $_____________    $______________
 b) Retroactive Pay - Year ________ $______________   $_____________    $______________
     Year ________ $______________   $_____________    $______________
 c) Vacation Cash Out (Max. 50 days
  ________ days @ ________/day $______________   $_____________    $______________

      TOTAL $______________   $_____________    $______________

Pay Period Ending  _______________

The above information is certified to be true and correct.

_________________________ _________________________ ____________ _______________
 Authorized Signing Officer          Name         yyyy-mm-dd Telephone Number

The Civil Service Superannuation Board

Termination Notice
CSSB Form 1002T-06

Employment 
Information

Employee 
Information

Earnings and 
Contributions

Please keep 
a copy of this 

Termination Notice 
for your records.

The Civil Service Superannuation Board • 1200-444 St. Mary Avenue • Winnipeg MB  R3C 3T1
General Office (204) 946.3200 • Canada Toll Free 1 (800) 432.5134 • Website: www.cssb.mb.ca

All dates to be 
completed in 
yyyy-mm-dd 

format.


	Name: 
	Home Address: 
	Home Phone Number: 
	Social Insurance Number: 
	Employer: 
	Employee Number: 
	Department: 
	Employee Transferred To: 
	Date of Birth: 
	Employment Start Date: 
	Hourly Rate: 
	Pension Entry Date: 
	Full-Time Hours:  
	Last Day Physically Worked: 
	Hours Worked: 
	Last Day Pension Deducted: 
	Separation Date: 
	Prior Yr Service: 
	Current Yr Service: 
	Signing Officer's Name_1: 
	Signed_1: 
	Officer Phone Number_1: 
	PY_Earnings: 
	PY_Ctrbs: 
	PY_CO_Ctrbs: 
	RPE_Earnings: 
	RPE_Ctrbs: 
	RPE_CO_Ctrbs: 
	Retro_Yr_A: 
	RP_A_Earnings: 
	RP_A_Ctrbs: 
	RP_CO_Ctrbs: 
	Retro_Yr_B: 
	RP_B_Earnings: 
	RP_B_Ctrbs: 
	RP_CO_B_Ctrbs: 
	VC Days: 
	Amt per Day: 
	VC_Earnings: 
	VC_Ctrbs: 
	VC_CO_Ctrbs: 
	Total_Earnings: 
	Total_Ctrbs: 
	Total_CO_Ctrbs: 
	Pay Period Ending: 
	Signing Officer's Name_2: 
	Signed_2: 
	Officer Phone Number_2: 
	CorrOfficer: Off
	Termination_Type: Off
	Grievance?: Off
	Transferred?: Off
	Ill_Health: Off
	Two_Week_Delay: Off
	Print: 
	Reset: 


