University of South Florida

College of Medicine

VOLUNTARY APPOINTMENT REQUEST
	  Academic Department:      
Date:
     
  Name of Appointee:      
Degree:
     
  Mailing Address:        
Phone:
     
  Date of Birth*:             
SSN*:
                                                                 
  Current Full-time Position:      
E-mail Address:
     
  Proposed Faculty Rank:      
  Proposed Appointment Period:   From:   /  /          To:   /  /  
                                                                                     ____________________________________

                                                                                                  Department Chairperson

                                                                               

	 IF AFFILIATE ASSOCIATE PROFESSOR OR AFFILIATE PROFESSOR APPOINTMENT

   Department Voluntary APT Committee Vote:        For         Against         Abstain     
                                                                                  __________________________       ________

                                                                                    Committee Chairperson                   Date

   College Voluntary APT Committee Vote:              For         Against         Abstain     
                                                                                  ___________________________       ________

                                                                                    Committee Chairperson                    Date



	 APPROVALS                                                                              Rank Approved   FORMCHECKBOX 
     Rank Denied   FORMCHECKBOX 

                               ____________________________________________________

                                  Dean

                               _____________________________________________________

                                  Vice President




*Required for U-Number and teaching evaluations.
