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Helping People. Changing Lives.




FORMER HEAD START PARENT  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Original Hire Date:      

In order to ensure the proper documentation for placement of personnel, complete this form.  Attach supporting documentation.
	Employee Name:

     
	Employee ID #:

     
	OR last 4 digits of SSN:      

	Program:
 FORMCHECKBOX 
 Head Start                               FORMCHECKBOX 
 Early Head Start
Center/Area Name:      ___________________
Project/Cost Center #:      
	Position:                   Job Code:
                                    
Contract/Budget Period:   FORMCHECKBOX 
 Jan-Dec   FORMCHECKBOX 
 July-June    FORMCHECKBOX 
 Oct-Sept

	 FORMCHECKBOX 
 Staff Recommendation        
 FORMCHECKBOX 
 CWPC or LPC Committee Approval
	EFFECTIVE DATE:
     

	 FORMCHECKBOX 
 New Hire

 FORMCHECKBOX 
 Transfer

 FORMCHECKBOX 
 Status change

 FORMCHECKBOX 
 Increment

 FORMCHECKBOX 
 Promotion

 FORMCHECKBOX 
 Demotion

 FORMCHECKBOX 
 Re-hire
        FORMCHECKBOX 
Term date                  
	 FORMCHECKBOX 
 Introductory
 FORMCHECKBOX 
 Regular
 FORMCHECKBOX 
 Temporary
 FORMCHECKBOX 
 On-call
	 FORMCHECKBOX 
 Part-Time
 FORMCHECKBOX 
 Full-Time
 FORMCHECKBOX 
 On-call or Sub
	 FORMCHECKBOX 
 Non-exempt
-or-

 FORMCHECKBOX 
 Exempt
	Old Rate

$     
 FORMCHECKBOX 
Hourly

 FORMCHECKBOX 
Monthly
	New Rate

$     
 FORMCHECKBOX 
Hourly

 FORMCHECKBOX 
Monthly
	Pay Range

     
	Percentage of increase

     %
	Hours

     /day

     /week

	 FORMCHECKBOX 
 Reinstatement from Leave of Absence
     FORMCHECKBOX 
 Baby Bonding Leave

     FORMCHECKBOX 
 Health / Pregnancy Disability Leave / FMLA [attach doctor’s release to work] 

     FORMCHECKBOX 
 Military Leave [attach completion of service]
     FORMCHECKBOX 
 Personal Leave                                                              FORMCHECKBOX 
 Other [specify]:      

	Requested by:                                  Employee #:
     

 FORMTEXT 
                                                                       
                                                       Date:           
	Approved by Service Area or Program Director:

                                                       Date:

	Approved by Supervisor/Coordinator:

                                                       Date: 
	Approved by Head Start/EHS Director:

                                                       Date:

	Approved by Assistant Executive Director:

                                                       Date: 
	Human Resources:

                                                       Date:

	Accountant’s Use Only

	W/C#                                                                   ACCT #      
	 FORMCHECKBOX 
 10 month position        FORMCHECKBOX 
 10.25 month position
 FORMCHECKBOX 
 10.5 month position     FORMCHECKBOX 
 11 month position
 FORMCHECKBOX 
 12 month position  

	Head Start Use Only

	 FORMCHECKBOX 
 REQUIRES PC APPROVAL
 FORMCHECKBOX 
 PROMOTION
90 day eval        
6 month eval       

annual eval (12 working months)      
annual eval without increment       
	FINGERPRINTS REQUIRED
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

C: Ed. Director

CELL PHONE STIPEND
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	CTSA: Vans, pickup, Jayco
Will employee drive?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No

DMV Printout required      
Insurance Notice sent       [date]

	HUMAN RESOURCES OFFICE USE ONLY

	Processed by:
	Date 

	Next Performance Evaluation – Type:
	Date

	Copy Sent to Payroll:
	Date 


Head Start/Early Head Start Employee Form
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