NP-3 EMPLOYEE REQUEST TO REARRANGE WORK SCHEDULE

FOR CHILD CARE, FAMILY ILLNESS, TRANSPORTATION OR EDUCATIONAL PROGRAM

EMPLOYEE SECTION

	Employee Name:
	     


	Classification:
	     


	Department/Unit:
	     


	Extension/Unit:
	     


	Current Work Schedule:
	     


	Proposed Work Schedule:
	     


	Reason for Requested Change:
	     


	Effective Date Desired From:
	     
	to:
	     


Employee’s Signature







Date

IMMEDIATE SUPERVISOR’S SECTION

	 FORMCHECKBOX 

	Based on current departmental needs, I recommend approval of this request.

	 FORMCHECKBOX 

	*Based on current departmental needs, I recommend denial of this request.


Immediate Supervisor’s Signature





Date

DEAN, DIRECTOR OR DEPARTMENT HEAD SECTION

	 FORMCHECKBOX 

	Based on current departmental needs, I recommend approval of this request.

	 FORMCHECKBOX 

	*Based on current departmental needs, I recommend denial of this request.


Dean, Director or Department Head Signature




Date

Please send to Human Resources, Labor Relation, Unit 5075 for approval.

*Submit documentation supporting decision.
LABOR RELATIONS SECTION



( APPROVED


( DENIED

Labor Relations Signature






Date

