NOLAN

community services Status Change
Employee Name:
Department No. Effective date of change:
New Hire: v[ INew Employee v[ JRehire
Shift hours: Consumer’s Name:
v Full Time (30 hrs. per week minimum) RFP No.:
v |:| Part Time / Days & # of regularly scheduled hours per week:
v[IPer Diem \/DT emporary/Duration of assignment:
Internal /Existing Employee: v[INew Dept. #: . v[_INew Position:
Shift hours: Consumer’s Name:
v |:| Full Time (minimum 30 hrs. per week) RFP No.:
v'[]Part Time / Days & # of regularly scheduled hours per week:
v[]Per Diem v[_[Temporary/Duration of assignment:
Classification: v[_INew Employee ~ v[_|Rehire ~ v[_|Existing Employee/New position
New Job Title: From:
New Shift Status: From:
New Status: \/DFull Time 4 |:|Part Time /DPer-Diem /DTemporary
Salary: From: $§ Per To: $ Per
Reason: v/ |:|New Employee v |:|Merit \/DPromotion v |:|Demotion \/|:|Special Adjustment
Percentage Increase: % All salary changes require Executive Director approval.
Termination:
v[_JVoluntary v |:|Agency Wide v[JFrom Department No. Only

v Dlnvoluntary (If involuntary, termination must be reviewed with HR department prior to termination).

Reason:

Eligible for rehire in dept: \/DYes ‘/DNO

Supervisor: Date:
Department Director: Date:
Executive Director: Date:

Payroll Department: Date:




IHSS

CHANGE OF STATUS FORM

Date:

Consumer Name:

Department No.:

CHANGE IN STAFF

Effective Date:

Effective Date:

Effective Date:

Monthly Deduction Amount:
Pay period Deduction Amount:

Effective Date:

Terminated staft: Name:
Terminated staft: Name:
New Staff: Name:
Monthly Hours:
Pay period Hours:
New Staff: Name:
Monthly Hours:
Pay period Hours:

Monthly Deduction Amount:

Pay period Deduction Amount:

NEW IHSS PACKET INFORMATION

Date Requested: Send packet(s) to:

Date:
Director’s Signature

Date:
IHSS Coordinator’s Signature

Date:

Payroll Signature

Updated: 02/25/2020 Xdrive/HR Employment/Forms




	Status Change
	Employee Name: __________________________
	New Job Title: ______________________________ From: _____________________________
	Percentage Increase: _________%        All salary changes require Executive Director approval.
	Supervisor: __________________________________________   Date: _____________

	NEW IHSS PACKET INFORMATION

	Text1: 
	Text2: 
	Date3_af_date: 
	Check Box5: Off
	Text6: 
	Text7: 
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text26: 
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Text51: 
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Text56: 
	Text57: 
	Check Box58: Off
	Check Box59: Off
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Date64_af_date: 
	Date65_af_date: 
	Date66_af_date: 
	Date67_af_date: 
	Text68: 
	Text69: 
	Date70_af_date: 
	Date71_af_date: 
	Text72: 
	Date73_af_date: 
	Text74: 
	Text75: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Date84_af_date: 
	Text85: 
	Text86: 
	Text87: 
	Text88: 
	Text89: 
	Date90_af_date: 
	Date91_af_date: 
	Date92_af_date: 
	Text93: 
	Date94_af_date: 
	Text95: 
	Check Box96: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box33: Off
	Check Box32: Off


