
REQUEST FOR ADDITIONAL COMPENSATION 

Atach this approved form to the PER-3.  All sec�ons below must be completed.  

Requested for (Name): _____________________________________________                Empl ID: ______________ 
Above employees current �tle: _________________________________________ 
Employee’s current department: ______________________________ Dept. suppor�ng: _____________________ 
Requestor’s name: ___________________________ 

Reason for Request/Need for addi�onal support: ____________________________________________________ 
____________________________________________________________________________________________ 
Addi�onal Du�es to be assumed: _________________________________________________________________ 
____________________________________________________________________________________________ 
____________________________________________________________________________________________ 
Why is it outside of the scope of normal du�es: _____________________________________________________ 
____________________________________________________________________________________________ 
____________________________________________________________________________________________ 
Es�mated hours per week required to do these du�es:  _______________________ 
How will the person carry out this duty along with their regular full �me job du�es? _______________________ 
___________________________________________________________________________________________ 

Dates for Addi�onal du�es (up to 6 months, cannot cross fiscal years):  __________ to ____________ 
Is this a new request or a con�nua�on of prior addi�onal comp?  __________  
If con�nuing, dates of prior addi�onal compensa�on: ____________________ 

Consult with compensa�on if unsure of amount to recommend.  Typical addi�onal compensa�on amounts: 
Coordinator level filling in for another coordinator role:  $500 per month 
Coordinator level filling in for management level role: $800 per month 
Management level filling in for similar role:  $1,000 per month 

Monthly amount requested: ____________ 

Approved:  _____________________________________________________________   _____________ 
       Requestor (Department Suppor�ng)               Date 

Approved:  _____________________________________________________________        _____________ 
       Current Supervisor (if different from above)               Date 

Approved:  _____________________________________________________________   _____________ 
      Department Head               Date 

Approved:  _____________________________________________________________   _____________ 
       Dean                Date 

Approved:  _____________________________________________________________   _____________ 
       Human Resources - Compensa�on               Date 

Approved:  _____________________________________________________________   _____________ 
       Vice Chancellor Administra�on & Finance               Date 
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