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SUPERINTENDENT OF SCHOOLS

[bookmark: OLE_LINK27]Compensation Supplemental Pay Approval Memo
[bookmark: Text5]  Name of Campus – Phone Number 
[bookmark: Text1]DATE: Date memo is drafted
[bookmark: Text2]TO: Name of Executive Director or Above 
[bookmark: Text3]FROM:   Name of Principal 
[bookmark: OLE_LINK10][bookmark: Text4]CONTACT PERSON:  Name of Contact Person-Phone Number 
[bookmark: Text6]SUBJECT: Extra Duty Pay for Name of the event or circumstance which will require extra duties

[bookmark: Text7]Dear Mr./Ms:        
Our campus is seeking approval to compensate the following employees for supplemental pay duties as defined and justified below.

[bookmark: Text8]Type of duty:  Provide a detailed description of the supplemental duty to be performed 
[bookmark: Text9]Justification of duties to be performed:  Provide a 5 -6 sentence detailed description of why the supplemental duty is necessary and how it will benefit the district/staff/students 
[bookmark: Text10]Date/s in which duties will be performed:  Indicate specific date/s or month/s for supplemental duties. If the supplemental earning is a stipend the time period would be semester or fiscal year
[bookmark: Text11]Maximum number of hours per month:  Indicate maximum number of hours per person, per event
[bookmark: OLE_LINK19][bookmark: Text12]Amount not to exceed:  Indicate maximum dollar amount per person, per event 
[bookmark: Text13]Funding Source for payment:   TEA line code used to process payment
[bookmark: Text14]Element Code:  Use the pay element associated with the supplemental duty in the handbook or if not listed use the generic pay element of SUPL SUPPL PAY 
[bookmark: Text15]The following are the employees along with their ID #’s that will take part in, Name of event or circumstance which will require extra duties
List Names and ID #’s Here:
[bookmark: Text16][LAST NAME, FIRST NAME     EID]
         
Per the Compensation Department, your signature is required to authorize payment for supplemental pay duties.

Thank You,

APPROVAL SIGNATURES:

_____________________________________________	Date:________________________
[bookmark: OLE_LINK25][bookmark: Text17]Principal Type 
Name    


_____________________________________________	Date:________________________
Executive Director Type Name  


Additional Information Sheet: 
[bookmark: Text18][INSERT ADDITIONAL LIST OR INFO HERE]
[bookmark: OLE_LINK28][bookmark: OLE_LINK29][bookmark: _Hlk140676878]The Department has evaluated the duty description as it applies to the employee performing the duty and has determined the function is in accordance with supplemental pay guidelines and does not fall under straight time/overtime/comp time.
[bookmark: OLE_LINK2][bookmark: OLE_LINK3][bookmark: _Hlk144374358]This memo is only for the use to request payment to the Compensation Department and should not be used in place of the Payroll Correction Form.
The Department has evaluated the duty description as it applies to the employee performing the duty and has determined the function is in accordance with supplemental pay guidelines and does not fall under straight time/overtime/comp time.
[bookmark: OLE_LINK1]This memo is only for the use to request payment to the Compensation Department and should not be used in place of the Payroll Correction Form.
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