OVERTIME REQUEST FORM

Date: ______________________



Department: _______________________________

Reason: ______________________________________________________________________________________

_____________________________________________________________________________________________

Estimated Time Required: ______________________

____________________________________                               __________________________________________

               Supervisor’s Signature


                                      Employee’s Signature
	SUBMIT TO SUPERINTENDENT OR DESIGNEE FOR APPROVAL


Approved: ____________


Disapproved: ____________

Type of Reimbursement: (Check one)

Compensatory Time ___________

Monetary ___________

________________________
                    __________________________________________________

    Date




          Superintendent’s/Designee’s Signature

	SEND SIGNED COPY TO REQUESTING SUPERVISOR AND DIRECTOR OF FINANCE


Overtime Completed: _____________________

Hours Required: ___________




          Date
____________________________________                               __________________________________________

               Supervisor’s Signature


                                      Employee’s Signature

	SUBMIT A COPY TO THE DIRECTOR OF FINANCE FOR PAYMENT


Total Payment Amount: $________________________


(Employee’s hourly wage x 1.5 x no. of hours worked)

Total Compensatory Time: _______________________


(No. of hours worked x 1.5)

________________________________     ___________________________________________________________


Date





Director of Finance’s Signature

	SEND COPY TO SUPERINTENDENT DESIGNEE, REQUESTING SUPERVISOR, AND EMPLOYEE


NOTTOWAY COUNTY PUBLIC SCHOOLS

