REQUEST FOR REASSIGNMENT FORM



 

________________________________ QUARTER
To be completed and approved prior to schedule finalization for referenced quarter(s).
Faculty Name: _____________________
Department: ___________________

Teaching Load if request is approved: ___ hours (list courses and projected enrollment by course)

Course(s) to be released: ________________________________________________

Proposal for Release Time:


$____________ (value of release time)







Funding source(s): _____________________

Expected Outcomes for Release Time: (Publication/Research Proposal/Other

Expectations – includes projected timetable for achievement)

Faculty Signature: ________________________________  Date: ________________

Approved / Not Approved __________________________ Date:________________





Department Head/Director

Approved / Not Approved ___________________________Date:________________






Dean

*See reverse side for Release Time Outcome Assessment Form

REASSIGNMENT OUTCOME ASSESSMENT REPORT FORM
To be completed by the end of the quarter for which release time was approved.  For complete evaluation, future reports may be required.
Outcome Results: Appropriate documentation may be attached or requested.

Summary of Departmental and College Benefits:

Anticipated Related Projects:

Faculty Signature: ____________________________________ Date: _______________

________ Accepted

________ Additional report required by (date) _____________

_____________________________________

Date:__________________________

Department Head
