USF Health
Faculty Salary Adjustment

Request for Approval

This form is designed to be completed on the PC. Use arrow keys to move to different sections of the form. Text boxes will expand to accommodate entered text.  Click on a box to check or uncheck it.
	Employee Name:

     
	Current Title/Rank:

     


	College:  FORMCHECKBOX 
 Medicine  FORMCHECKBOX 
 Nursing  FORMCHECKBOX 
 Public Health  FORMCHECKBOX 
 Other

	Division/Unit:

     

	Current Salary:

     
	Amt of Increase:

     
	New Salary:

     

	Amount of Stipend:

     
	Stipend End Date:

     
	Increase %:

     

	Source of Increase:  FORMCHECKBOX 
 State  FORMCHECKBOX 
 Grant  FORMCHECKBOX 
 Contract  FORMCHECKBOX 
 Other


	Effective date of Increase:

     

	Account Number to Fund Increase:

     

	Please check below and attach the documentation specified in the Compensation Criteria and Documentation Requirements:

 FORMCHECKBOX 
 Increase in Responsibility:    FORMCHECKBOX 
 Permanent Duties   FORMCHECKBOX 
 Temporary Duties

 FORMCHECKBOX 
 Counter Offer

 FORMCHECKBOX 
 Pre-emptive Offer

 FORMCHECKBOX 
 Administrative Assignment
Comments:      


	I certify that sufficient funds are available in the appropriate budget to fund this increase and, if state funded, to fund the rate:

	Initiator Name:

     
	Title:

     

	Initiator Signature:


	Date

	Chair Signature
	 FORMCHECKBOX 
 Approved 

 FORMCHECKBOX 
 Disapproved
	Date

	Dean/Director Signature
	 FORMCHECKBOX 
 Approved 

 FORMCHECKBOX 
 Disapproved
	Date

	Vice President Signature


	 FORMCHECKBOX 
 Approved 

 FORMCHECKBOX 
 Disapproved
	Date
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