
This form must be submitted and approved prior to making a commitment to the proposed recipient.
Requesting 






Cost Center
Supervisory Organization__________________ 

To be charged 
__________
Primary Supervisory Organization Name and Number________________________________

Position Title

______________________

Grade


__________
Full-time

______________________

Part-time

__________
Name of recipient (if known):_______________________________________________
Requested compensation amount:



$___________
Describe the reason for the payment: (e.g. acting pay, special recognition, incentive pay, moving expenses, retroactive pay, pay correction, etc.)


Describe how the amount of the compensation is determined:

Describe the type of work that will be performed:


Describe how the type of work is above and beyond the responsibilities for the regular position: 

What is the impact if the additional compensation is not approved (e.g. quality/quantity of work, loss of revenue, customer service, overtime, ability to deliver on products/objectives, etc)

___________________________________

___________________________________ 

Requestor Name (printed)



Manager's  Signature   
Date

​​​​​​​​​​​​
___________________________________


 

Requestor’s Signature
Date




___________________________________

___________________________________

 Finance Partner                     Date
Primary Supervisory


Date

of requesting department
Organization Dean’s Signature








(if recipient is a faculty member)
CFO Use Only:
Approved

Not Approved

_______________________________________________________

CFO Signature
Date
Additional Compensation Justification and Preapproval















































