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              REQUEST FOR POSITION REASSESSMENT

___________________________________________________________________________________________Date:_________________
1. Position Information (Required)
School/Department Name: ______________________________________________________________________
Current department title (internal): ______________________________________________________________
Current university job title (generic): _________________________________________Job Code: ___________
Incumbent’s Name: __________________________________Incumbent’s I. D. Number: __________________
Amount of time the incumbent has been performing the current duties (years/months):___________________
_____________________________________________________________________________________________________
2. Attach the following documents to the request form: (Required)
a. Rationale for reassessment (e.g., position duties that have been added, deleted or expanded)

b. Position Questionnaire

c. Organizational Chart

d. Current Job Description on file with employee’s signature
______________________________________________________________________________________________________
3. Proposed Job Description (Optional)
Attach the job description(s) that you believe may best indentify the duties and responsibilities performed by the incumbent.   Include essential, marginal and percentage designations.   An addendum is optional.   
_____________________________________________________________________________________________________
4. Comparable Positions (Optional)

If you are aware of someone within your department or elsewhere in the university that appears to be doing similar work, please indicate only the following:  employee name and department.

______________________________________________________________________________________________________

5. Requestor’s Name and Signature (Required)
Employee’s Supervisor’s Name & Signature: _______________________________________________________
______________________________________________________________________________________________________
6. Reviewer Names and Signature of Support (Required)
“One-level-up” Supervisor’s Name & Signature: ____________________________________________________

Department HR Representative Name & Signature: _________________________________________________

______________________________________________________________________________________________________
7. Additional Department Reviewer and Signature of Support (Optional)

Name, Title & Signature: ________________________________________________________________________________
Name, Title & Signature: ________________________________________________________________________

______________________________________________________________________________________________________
8. Contact Person (Required)

The Compensation Office may need to contact the person most knowledgeable regarding this request.  Please provide the contact information for that person below:
Name: _____________________________________Ext: ___________Email Address: ______________________
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