Department of Community Health

WORK SCHEDULE AGREEMENT


	Name of Employee
	     
	
	Title:
	     

	Division:
	     
	
	Work Unit:
	     

	

	

	I am requesting approval for the following work schedule:

	

	 FORMCHECKBOX 

	Designated Flex

	 FORMCHECKBOX 

	Alternate Workweek (AWW)

	 FORMCHECKBOX 

	Compressed Workweek (CWW)

	

	Date new schedule will begin
	     
	

	

	Arrival Time
	     
	
	Departure Time
	     
	
	Length of Lunch
	     

	
	(minutes)

	Off Day Requested:
	 FORMCHECKBOX 
  Monday      FORMCHECKBOX 
  Tuesday      FORMCHECKBOX 
  Wednesday      FORMCHECKBOX 
  Thursday      FORMCHECKBOX 
  Friday

	

	If I have selected the AWW plan, I understand that my participation in this schedule is for a period of 3 months (Jan 1st through March 31st, April 1st through June 30th, July 1st through September 30th, and October 1st through December 31st).  I also understand that I must provide justification to my supervisor in order to discontinue participation.

	

	I have read the DCH Work Schedule Guidelines.  I understand the stipulations stated therein and agree to the stipulations as written.  I understand that my supervisor may terminate approval for the work schedule I have selected if I do not abide by the stipulations.  I also understand that I must provide at least 2 weeks notice to my supervisor if I need to change my work schedule.

	

	
	
	
	     
	

	
	Employee’s Signature
	
	Date
	

	

	

	 FORMCHECKBOX 
  APPROVED
	

	 FORMCHECKBOX 
  DISAPPROVED
	Reason:
	     

	

	For FLSA non-exempt employees, the work period for AWW schedules must begin mid-day on the approved off day.  The work period for the approved AWW schedule above is as follows:

	

	     
	
	     

	Beginning of Work Period (Day of Week /Time)
	
	Ending of Work Period (Day of Week/Time)

	

	
	     
	
	     

	
	Supervisor’s Name (Please Print)
	
	Supervisor’s Title

	

	
	
	     
	

	
	Supervisor’s Signature
	
	Date
	

	
	
	
	     
	

	
	Office/Section Director’s Signature
	
	Date
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