CITY OF SHELBYVILLE

LICENSE FEE DIVISION

P O BOX 1289

SHELBYVILLE, KY  40066-3289
APPLICATION FOR REFUND

Taxable Period ____________ to _____________

(PLEASE TYPE OR PRINT)

Employee’s Name ______________________________________________

Social Security No. ______________________________________________

Address: _____________________________________________________
____________________________________________________________
Employer’s Name ________________________________________________
Address: ______________________________________________________

_____________________________________________________________

Home Phone No. ____________________  Work Phone No._______________

	Total Gross Compensation in 20____  (Attach W-2’s)
	$

	Wages Earned Outside Shelbyville
	$

	Wages Subject to Shelbyville Tax (Line 1 less Line 2)
	$

	License Fee Withheld
	$

	Total License Fee Due (1.5% of Line 3)
	$

	Amount to be Refunded (Line 4 less Line 5)
	$


(Do not add any sick, vacation, or holiday time.  Only actual work days figured at a rate of 260 work days per year.)

I hereby certify that the statements made herein and in any supporting schedules are true, correct, and complete to the best of my knowledge.

Signature of Employee _________________________________________Date ____________

Signature of Employer _________________________________________ Date ____________

05/2009

