COVID 19 STATUS CHANGE
Employee: __________________________________________ Date: ________________
Status:
 
	Type:  
	From:
	To:

	  Job Title
 

	 
	 

	  Full-time / Part-time Designation
 


	 
	 

	  Department
 



	 
	 

	  Schedule 
 
	 
	 

	  Rate of Pay
 
	$_______________

	$_______________



Effective Date of Change:______________________
________________________________________                     ____________________
 Employee’s Signature                                                                  Date
________________________________________                     ____________________
 Employer’s Signature                                                                  Date

