Attachment A


REQUEST FOR OPB BUDGTARY APPROVAL OF

AMENDMENTS TO THE COMPENSATION PLAN

_________________________________
Department

A. JOB TITLE _________________     JOB CODE _____________   Effective Date__________

B. ACTION:             New Job _______________                    Pay Supplement ____________

                                Pay Grade Change __________             Job Minimum Change ________

C. PAY GRADE:                  Present ________                        Proposed __________

            And/or 

     SALARY ADJUSTMENT PERCENT __________

            And/or

     JOB MINIMUM SALARY     Present __________               Proposed __________

D. POSITION COST INFORMATION:                                                        FUNDING:

     Number of Positions this Action Affects                 ____________        State ____________

     Additional Annual Cost per Position                       ____________        Federal __________

     Total Additional Annual Cost for this Request       ____________         Other ___________

E. REMARKS: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

F. APPROVALS
                                                                                                                                 A-Approved

                                                                                            Date                             D-Disapproved
Funds Approved ______________________                __________                     ____________

                                    Agency Director

Approved by _________________________                __________                     ____________

                                OPB Director

TO BE COMPLETED BY OPB ONLY

Conditions of approval: (if applicable) ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

