
EMPLOYMENT CHANGE FORM
NAME:      




           EFF. DATE:     
             EMP #     
CHANGE NAME or ADDRESS

   FORMCHECKBOX 
       NEW NAME        







Please Print

   FORMCHECKBOX 
       STREET                                                                                                 CITY      
             STATE       




ZIP CODE      
PHONE#      
EMPLOYMENT CHANGE

              FROM


                                               TO
	Location
	     
	     

	Supervision
	     
	     

	Job Classification

	     
	     

	Job Title

	     
	     

	Access to Client ePHI
(Electronic Protected Health Info)
	 FORMCHECKBOX 
None   FORMCHECKBOX 
Partial  FORMCHECKBOX 
Complete
	 FORMCHECKBOX 
None    FORMCHECKBOX 
Partial    FORMCHECKBOX 
Complete

	Status 
	 FORMCHECKBOX 
FT       FORMCHECKBOX 
PT        FORMCHECKBOX 
 Per Diem

 FORMCHECKBOX 
Fee for Service   FORMCHECKBOX 
Contracted
	 FORMCHECKBOX 
FT       FORMCHECKBOX 
PT        FORMCHECKBOX 
 Per Diem

 FORMCHECKBOX 
Fee for Service   FORMCHECKBOX 
Contracted

	Hours Per Week
	     
	     


	Salary/Hourly Rate
	     
 FORMCHECKBOX 
Exempt      FORMCHECKBOX 
Non Exempt

	     

 FORMCHECKBOX 
Exempt        FORMCHECKBOX 
Non Exempt

	Vacation/Sick Time
Accrual Rate
	              Sick hrs/monthly

               Vac hrs/monthly
	            Sick hrs/monthly

            Vac hrs/monthly


	Program & Funding

Allocations
	                               %        

                               %              
                               %                        

	                             %        


                             %                                
                             %        
                                                                                                                                                                                                                                                                                                                                                                   



REASON FOR CHANGE
 FORMCHECKBOX 
 PROMOTION            FORMCHECKBOX 
 TRANSFER                 FORMCHECKBOX 
 REHIRE
                                           FORMCHECKBOX 
LENGTH OF SERVICE INCREASE  
 FORMCHECKBOX 
RETIREMENT            FORMCHECKBOX 
 LAYOFF                     FORMCHECKBOX 
RESIGNATION *                                       FORMCHECKBOX 
RE-EVALUATION OF CURRENT POSITION
 FORMCHECKBOX 
DISCHARGE
          FORMCHECKBOX 
 DEMOTION
   FORMCHECKBOX 
PROBATION PERIOD COMPLETED     FORMCHECKBOX 
OTHER:      

COMMENTS:      
*   FORMCHECKBOX 
  Eligible for Vacation payout under Article 22 Sec 1.             FORMCHECKBOX 
 Not eligible for Vacation payout under Article 22 Sec 2.
BENEFIT INFORMATION

· MEDICAL/DENTAL INSURANCE 
ELIGIBLE:
 FORMCHECKBOX 
yes  FORMCHECKBOX 
no     DATE/ELIGIBILITY      
    (90 days first of the month following)
· RETIREMENT COVERAGE:  MUTUAL OF AMERICA 
ELIGIBLE:
 FORMCHECKBOX 
yes  FORMCHECKBOX 
no     DATE/ELIGIBILITY      
· 
· LONG TERM DISABILITY
ELIGIBLE:
 FORMCHECKBOX 
yes  FORMCHECKBOX 
no     DATE/ELIGIBILITY      
·      (90 days first of the month following)

· LIFE INSURANCE 
ELIGIBLE:
 FORMCHECKBOX 
yes   FORMCHECKBOX 
no    DATE/ELIGIBILITY      
    (30 days first of the month following)

-
BENEFIT PLAN INFORMATION PACKET GIVEN TO EMPLOYEE?

 FORMCHECKBOX 
yes   FORMCHECKBOX 
no
-  VACATION AND  SICK TIME  ACCRUAL          FORMCHECKBOX 
yes   FORMCHECKBOX 
no                                              sick hrs/month       vac. hrs/month
Signature of Director (Authorizing Change)




Date





Reviewed/Implemented (Human Resources)




Date
