CITY OF DALLAS
Classification Action Form

Accepted from October 1st – April 1st

	A. POSITION INFORMATION

	Position #:                                 Vacant  FORMCHECKBOX 

	Employee #:                 

	Employee Name:       

Employee Contact Information:      
	Supervisor’s Name:      
Supervisor Contact Information:      

	Current Class Code:           Sub-Code:        
	Proposed Class Code:        Sub-Code:       

	Current Position Title:      
	Proposed Position Title:      

	Current Fund #:        Current Unit #:      
	Proposed Fund #:        Proposed Unit #:      

	Department:      
	Fiscal Year:       

	B. CLASSIFICATION ACTION REQUESTED

	 FORMCHECKBOX 
 Reclassification 
	 FORMCHECKBOX 
 Upgrade
	 FORMCHECKBOX 
 Downgrade

	C. CLASSIFICATION ACTION - FINANCIAL IMPACT

	Funding Information
	Current
	Proposed
	Variance

	Salary
	     
	     
	     

	Pension
	     
	     
	     

	FICA
	     
	     
	     

	Total
	     
	     
	     

	Provide options to address the financial impact variance:

     

	Identify position numbers to be deleted (if applicable):      

	D. PERSONNEL EXCEPTION 
(Personnel exceptions are limited to six months from the effective date)

	 FORMCHECKBOX 
 Underfill
	 FORMCHECKBOX 
 Overfill
	 FORMCHECKBOX 
 Doublefill
	 FORMCHECKBOX 
 Plug

	Effective Date:       
	Ending Date:       

	Please explain how the exception will be eliminated and the impact on current year budget (if applicable):

     


	E. JUSTIFICATION

	Current Duties and Responsibilities (Attach Additional Documentation):

     

	New Additional Responsibilities (Attach Additional Documentation):

     

	Justify the Proposed Change (Attach Additional Documentation):

     


	F. REQUESTING SIGNATURE

	Department Director ONLY:       
	Date:

	G. REVIEW SIGNATURE – OFFICE OF BUDGET

	Office of Budget Recommendation:  FORMCHECKBOX 
 Supported   FORMCHECKBOX 
 Not Supported   FORMCHECKBOX 
 Signed without Support
Budget Director/AD:_________________________________________________________________
	Date:

	H. REVIEW SIGNATURE

	Department ACM:
	Date:

	I. APPROVAL SIGNATURES - HR

	Recommendation: 
  FORMCHECKBOX 
 Supported as ________________________________________________        FORMCHECKBOX 
 Not Supported

                                                                  Job Title & Class Code  
Compensation Analyst:
	Date:

	Human Resources Director/AD/Designee:
	Date:


Please return signed original to the Human Resources Department, Classification & Compensation Division, 6AN
All actions on this form require review by the Office of Budget.  

10/1/18

     
Human Resources 


