
REQUEST FOR ADDiTIONAL COMPEMSATION 
(Complete t ~ r m  and secure approval IN ADVANCE of servicfis being rendered) 

....... 
I !  

I. EMPLOYEE tNFQRMATlON Facu4ty:i ,...... ! i Staff: j-----; 1 

. , m e :  
....................................................................... . . . . . . . . . . .  ......................................................................................................... 

CollegelDivision: 

I itle: ........................................ ....................................... ........................ 
Position Number: 

......................................... 
Current Salary: 

Ha~ne Department: Ci~uont FTE: ......................................................................... .............................................. 

Dale of Request: Dept. Reyuesfing Senrice: ......................................................... 

Amount of kdd'l Cornp: Budget Number: Position Number: 

11. DESCRlPTfON OF SERVICES (Check appropriate block and describe senrice) 
. . . .  ....... 

Teaching Activities: j ........ j Special Services: i !.. .... ! i Other Special Projects;j"'i ........ 

................................................................................................................................................................................................................................... 

When is sorvico to be prtrfortned: 

Dates: From To Times: From ....................................... ....................................... ....................................... 
To .................................. 

To be completed for f b ~ u l t y  only; 

Norrnal Faculty \N~rklwdd: Fsli: Spring: ....................................................................... ............................................................................ 

Courses and activites presently sc;cheduled to teach in applicable semester: 

.................................................................. ............................................................................................................................................. 

Hi. ADDlTfONAL GOMPENSATIOM REQUESTED BY: [Unit in which service will be provided) 

.................................................................................................................. 
Sigr~attlre of Departn~ent ChaidDirectorIDean Department 

........... 

Date 

1 certify that this ~xtyrnettt, cumulative with alf other addltional compensation payments, will not exceed $15,000, or 20% 
of my 12 month salary, whichever is greater. in the current fiscal year as outlined in the Additional Cornpensation Policy 

............................................................................................................ 

Employee's Signsturo Dstc 

V, APPROVALS (Unit in which crnyrloyee resides) 

.................................................................................................................................................................. ......................................... 

CaliegeiDivision l+dn,inist!-atm' Colleg dDivision Date 

............................................................................................................................................................................ 

Vice Pr~sident Division Date 

... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ........................ 

Human Rcso~~r'ces " Date 

Kequasts fur Add~tional Cornl:rensatiufl for staff require approval by Human Resources. 




