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DHRM Classification Review Request

(CRR-3)

Incumbent Filled Position
For use by Supervisor/Manager Only
This form is for use by supervisors/managers when requesting a classification review for an incumbent filled position.  The information provided on this form will determine if there has been sufficient change to proceed with and justify a formal classification review.  If you would like assistance as to where you can locate and review current job descriptions to assist with determining the appropriate official job title and/or ID, please contact your agency human resources representative.  You will be notified as to whether or not sufficient justification was received to proceed with a formal classification review.  Additional information may be requested.

Name of Incumbent:      
Job Title:      
Supervisor/Manager Name:      
Position ID (DPR):      
EIN (Employee Identification Number):      
Supervisor/Manager Phone Number:      
Agency/Office:      

Please answer the following questions:

1- In your opinion, what job title do you believe best matches this position?       
2- Describe significant changes in the duties and/or responsibilities that have occurred with this position.  Include date of change (a 3 month minimum performance of current duties is recommended).       
3- How long have you supervised/managed this position?       
4- What other changes (if any) such as re-organization, do you believe have affected the classification of this position?  Where did the duties come from?       
5- What is the main purpose of this position from a management perspective?       
6- Are there other employees within your unit/dept who are performing the same or similar duties?  If so, list the name(s) and position(s).        
7- Is there other pertinent information you would like to add?       
     
     
Initiating Supervisor/Manager Signature or



Date

Electronic Signature
     
     
Other Signature as Required per Agency Practices


Date
     
     
Other Signature as Required per Agency Practices


Date
     
     
Other Signature as Required per Agency Practices


Date

**by signing this form you indicate that this change has been reviewed by dept financial manager and funds are available for the requested reclassification
For DHRM use only:





Documentation was received and processing began this date: ________ Initials: ____
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