UCLA Medical Enterprise


REQUEST FOR CLASSIFICATION REVIEW





Department:  � FORMTEXT ��–––––��
Submitted By:  � FORMTEXT ��–––––��
�
Location:  � FORMTEXT ��–––––��
Date Submitted:  � FORMTEXT ��–––––��
�
Current Position�
Title�
Current Incumbent(s):  � FORMTEXT ��–––––��
�
Classification:  � FORMTEXT ��–––––��
Code:  � FORMTEXT ��–––––��
�
�
Desired Position�
Title�
REQUESTED EFFECTIVE DATE: �
� FORMTEXT ��–––––��
�
Classification:  � FORMTEXT ��–––––��
Code:  � FORMTEXT ��–––––��
�
�
(Attach Job Description Card)�
�
�
�
�


DEPARTMENTAL RECOMMENDATION:


�
�
REQUEST�
ANNUAL�
�
(1) �
� FORMTEXT ��–––––��
�
RECOMMEND�
DISCUSSION�
COST:�
�
�
DEPARTMENT HEAD�
�
� FORMCHECKBOX ��  YES�
� FORMCHECKBOX ��  NO�
� FORMCHECKBOX ��  YES�
� FORMCHECKBOX ��  NO�
$ � FORMTEXT ��–––––��
�
�
� FORMTEXT ��–––––��
�
�
DATE�
�



COMMENTS/JUSTIFICATION:  � FORMTEXT ��–––––�








�


ADMINISTRATIVE RECOMMENDATIONS:


�
REQUEST�
�
RECOMMEND�
DISCUSSION�
�
� FORMCHECKBOX ��  YES�
� FORMCHECKBOX �� NO�
� FORMCHECKBOX �� YES�
� FORMCHECKBOX ��  NO�
�



(2) �
� FORMTEXT ��–––––��
�
� FORMTEXT ��–––––��
�
�
ASST. ADMIN/DIRECTOR OR ASSOC. DIRECTOR�
�
DATE�
�



COMMENTS/JUSTIFICATION:  � FORMTEXT ��–––––�











�


HUMAN RESOURCES RECOMMENDATIONS:�
�
�
�
�
��
� FORMCHECKBOX ��  DENIAL�
� FORMCHECKBOX ��  APPROVAL�
�
EFFECTIVE DATE:  � FORMTEXT ��–––––��
�



JUSTIFICATION:  � FORMTEXT ��–––––�














(3)�
� FORMTEXT ��–––––��
�
� FORMTEXT ��–––––��
�
�
COMPENSATION ANALYST�
�
DATE�
�
�


DIRECTOR/DEPUTY DIRECTOR DECISION:  �
�
�
�
�
�
�
��
� FORMCHECKBOX ��  DENIAL�
� FORMCHECKBOX ��  APPROVAL�
�
EFFECTIVE DATE:  � FORMTEXT ��–––––��
�



(4)�
� FORMTEXT ��–––––��
�
� FORMTEXT ��–––––��
�
�
SIGNATURE�
�
DATE�
�



COMMENTS: � FORMTEXT ��–––––�





�


RETURN TO MEDICAL CENTER HUMAN RESOURCES











