














  

DRUG-FREE WORKPLACE POLICY STATEMENT 
SOUTHEASTERN OKLAHOMA STATE UNIVERSITY 

NOTICE TO ALL UNIVERSITY EMPLOYEES 
 
 Southeastern Oklahoma State University, in compliance with the Drug-Free Workplace Act of 1988, 
hereby gives notice to all University employees that it is the formal policy of the Regional University System of 
Oklahoma and Southeastern Oklahoma State University and in the best interest of the University and its employees 
to provide education, awareness and assistance where appropriate relative to the dangers inherent in the unlawful 
manufacture, distribution, dispensation, possession, or use of a controlled substance in the workplace.  The special 
consequences of drug abuse in the workplace include the threatened safety of co-workers by those who are impaired 
by drugs, the increased danger of defective or substandard services being provided to the public and diminished 
productivity. 
 
 In order to comply with policy, the University will provide to all employees ongoing materials and 
information concerning these dangers and the available avenues of assistance.  The University further gives notice: 
 

1. The unlawful manufacture, distribution, dispensation, possession, or use of a controlled substance in 
any University work area is prohibited. 

 
2. As a condition of employment, employees must abide by the terms of this policy. 

 
3. Any University employee who is convicted of any state or federal criminal drug statute for drug related 

misconduct in the workplace must report the conviction within five (5) days thereafter to the Office of 
Human Resources. 

 
4. Violations of the prohibition will result in administrative sanctions, ranging in severity from formal 

counseling to termination of employment, immediately or within thirty (30) days, whether or not the 
violation results in conviction under state or federal criminal drug statutes for misconduct in the 
workplace.  Satisfactory participation in a university approved drug abuse assistance or rehabilitation 
program may be required as a condition of continued employment by the University of all employees 
who violate this prohibition and are not terminated from employment. 

 
5. Information about the dangers of drug abuse in the workplace and the availability of drug abuse 

assistance and rehabilitation programs may be obtained from the Counseling Center. 
 

6. Where necessary, because of conviction and incarceration, decisions relative to suspension or 
termination or the granting of leave for treatment will be determined individually. 

 
7. All University employees are required to acknowledge by written signature that they have been made 

aware of and understand this policy and that they will abide by this policy.  A signed copy of this 
policy must be returned to the Office of Human Resources. 

 
 

ACKNOWLEDGEMENT OF UNDERSTANDING AND COMPLIANCE 
 
 As an employee of the University, I understand and will abide by the policy statement above, and I agree 
that I will notify my immediate supervisor and federal grant or contract supervisor, if applicable, within five (5) 
days if I am convicted under any statutes for misconduct in the University workplace. 

 
 

__________________________________________________________________ 
Name (Please print) 

 
__________________________________________________________________ 

Signature 
 

___________________________________________________________________ 
Date 
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Southeastern     Oklahoma     State     University 
 

 
 

FAIR LABOR STANDARDS ACT (FLSA) 
 
 
 
 
Southeastern Oklahoma State University is covered the FLSA. While the Act sets 
basic minimum wage and overtime pay standards and regulates the employment of 
minors, there are a number of employment practices, which the Act does NOT regulate. 
For example, the FLSA does NOT require: 
 
 
� Vacation, holiday, severance or sick pay 
� Meal or rest periods, holidays off, or vacations 
� Premium pay for weekends or holiday work 
� Pay raises for fringe benefits 
� A discharge notice, reason for discharge, or immediate payment of final wages to 

terminated employees 
 
 
Some employees are excluded from the minimum wage or overtime provisions, or both 
by specific exemptions. Generally, executive, administrative, and professional employees  
(including teachers and academic administrative personnel) are excluded from these 
provisions of the Act. 
 
 
The FLSA includes provisions for regulation of child labor. Specific questions 
concerning child labor provisions of the Act should be addressed to the Human 
Resources Office. 
 
 
Questions about the FAIR LABOR STANDARDS ACT may be addressed to the Human 
Resources Office or the U.S. Department of Labor, Employment Standards 
Administration, Wage and Hour Division at the nearest local office of that federal 
agency. 
 
 
 
 
 
 

G: forms/Fair Labor Standards Act 
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Southeastern Oklahoma State University 
 

Executive, Administrative, and Professional Employees 
 
The following positions are examples of those that are exempt from the overtime and minimum wage 
provisions of the Fair Labor Standards Act.  This list is not intended to be all inclusive; positions are 
classified as exempt or non-exempt based on the duties and responsibilities of the position and may or 
may not be represented on this list. 
 
By Activity: 
 

INSTRUCTION 
Dean 
Coordinator/Director (Asst.) 
Advisor 
Lab Technician 
Supervisor 
 
RESEARCH 
Director 
Instructor 
 
PUBLIC SERVICE 
Director 
Director (Asst.) 
Development Officer 
Photographer 
Executive Secretary 
 
OPERATION & MAINT. OF PHYSICAL PLANT 
Director 
Post Office Supervisor 
 
DATA PROCESSING 
System Manager 
Director 
Systems Programmer 
 
AUXILIARY 
Director (Asst.) 
Manager (Asst.) 
Coordinator 
 
 
 
 
 
 
 
 
 
 
 
 
 

ACADEMIC SUPPORT 
Director (Asst.) 
Librarian (Asst.) 
Coordinator 
 
STUDENT SERVICES 
Dean (Assoc.) 
Coordinator 
Director (Asst.) 
Registrar 
Registrar (Asst.) 
 
INSTITUTIONAL SUPPORT 
President 
Vice Presidents 
Asst. to President 
Coordinator 
Comptroller 
Accountant 
Business Manager 
Director 
Manager 
Security Chief 
Lieutenant 
Supervisor 
 
FEDERAL PROGRAMS 
Coordinator 
Case Manager 
Director (Assoc. or Asst.) 
Field Representative 
Business Development Specialist 
Training Coordinator 
Counselor 
Investigator 
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Official Use Only 

 

State of Oklahoma 
Office of Personnel Management 

 
 

 

AUTOMATIC DEPOSIT TRANSMITTAL 
This form is to be used by State and Higher Education Employees in communicating their direct deposit information. 

 
PS Employee ID:       Social Security 

  Number:       
 
 

First Name 
(limit to 15 characters)       Last Name 

(limit to 15 characters):       
 

Date of Birth:      /      /       

 MM DD YYYY 
 

 

I hereb
 

y authorize the State of Oklahoma, as per the Oklahoma State Employee’s Direct Deposit Act, 74:292.10  to:
 

ADD 
 

PAYROLL – (Deposit my payroll warrant in my account as indicated below) 

REMOVE 
 

PAYROLL – (I understand that by terminating Direct Deposit for Payroll this will automatically terminate travel and 
spending from my direct deposit) 

ADD/ REMOVE 
      

SPENDING ACCOUNT – (HEALTH CARE, DEPENDENT CARE REIMBURSEMENT) 

ADD/ REMOVE 
       

TRAVEL 

 

If monies to which I am not entitled are deposited to my account, I authorize the State of Oklahoma to direct the financial institution to 
return said funds.  I understand the payroll date and frequency of payment currently being utilized by my employing agency will not be 
affected by my decision to use Electronic Fund Transfer. 
 

ONLY ONE ACCOUNT MAY BE USED FOR DIRECT DEPOSIT  CHECKING  SAVINGS    PayCard 
 

Financial Institution 
Name (Your Bank): 

 
      

 

City:  
      State:  

      
 

This authority is to remain in full force and effect until: (A) I give my employer written notice using this form (OPM-73) to terminate this 
direct deposit agreement. (B) I fail to utilize payroll direct deposit for 365 days, at which time this agreement will expire.  (C) The event of 
my death, at which time this agreement expires immediately, upon notification.  This information is provided by me to facilitate my 
personal banking needs and shall be considered personal and held in confidence.   

 

Home Mailing 
Address:       

 

City:       State:       ZIP:  
      

 

Home Telephone 
Number: 

 
      

Work Telephone 
Number: 

 
      

 

                  Email:  
      

 
 
 

Employing Agency:  
      

 
 
 

Signature:  
      Date:      /      /        

 

I understand that while a change of enrollment is in process I may, in fact, receive a warrant instead of an electronic transfer.
 

If this is an initial enrollment or bank routing and/or account number change please attach a voided check or an official document from 
your financial institution showing the financial institution’s routing number and your account number. 

  

 
 
 
 

 

 A signed form must be on file with the employer. 
Please mail the completed form to the address below. 

 

ATTENTION:  Employing Organization 
Direct Deposit Contact 

Paycard Option: 
 Customer Service Phone Number:  1-888-913-0900  

 

 

ATTACH CHECK HERE 

OPM-73 (1/18/06) 



OPM-73 (1/18/06) 

 

 
AUTOMATIC DEPOSIT AUTHORIZATION INSTRUCTIONS 

 
Do not fill out or submit this form for change of Address or Name change. 

 
1.  Social Security Number 
 

Enter employee social security number. 

2.  Name 
 

Type or print employee name exactly as it appears on your account. 

3.  Type of Account 
 

Indicate whether your account is a checking or savings account or paycard. If 
paycard is selected see number 9. 

4.  Financial Institution Name Enter the name of the bank, savings and loan or credit union where your account is 
held, i.e.: Bank-One. 
 

5.  Financial Institution, City, State 
 

Enter the city and state of your financial institution. 

6.  Employing Agency 
 

Enter the name of the state agency you work for. 

7.  Signature and Date Sign and date the request form.  NOTE-A request form cannot be processed 
without your signature as authorization. 
 

8.  Voided Check For deposit to a checking account, attach to this request a VOIDED check from the 
financial institution of your choice so that we can use the information to make a 
proper deposit.  For a deposit to a savings account, provide a document from your 
financial institution showing the financial institution’s routing number and your 
account number.  NOTE-A request form cannot be processed without this 
information.  Thank you. 
 

9.  Paycard If paycard is selected, place the following information in the Financial Institution 
box:  First Financial Bank  ABA 084 003 997 
 

 
WHAT HAPPENS NEXT 

 
 
When your payroll, spending, and/or travel reimbursement is included in the Direct Deposit system, or the Paycard you 
will receive a Notice of Deposit instead of a warrant.  The pay stub will not change, you will continue to receive a record of 
your earnings. 
 
If you should have any problems, follow the procedures listed below: 
 
1. Call your bank and ask for Commercial Direct Deposit Assistance.  Advise them that you are on direct deposit through 

“ACH” (Automated Clearing House).  If you still have problems, ask to speak to an Officer of the Bank, a Teller 
Supervisor or a Customer Service Representative.  Write down the names of the people you talk to and the phone 
number you called. 
 

2. For Payroll Deposits  
If you are not satisfied with the results for pay warrants, contact the payroll office of your employer, Direct Deposit 
Unit.  You must have completed Step 1 before calling the Direct Deposit Unit.  We will need the Phone Numbers and 
Names of the people you talked with at your bank. 
 

3. For Travel Deposits 
If you are not satisfied with the results for travel warrants, contact your agency representative(s) who processes your 
travel claims. 
 

4. For Spending Account Deposits 
If you are not satisfied with the results for spending account warrants, contact Spending Accounts Administration at 
the Employees Benefit Council (405) 232-1190. 
 

5. For Paycard Deposits 
Contact MoneyNetwork Customer Service – 1-800-913-0900 or  www.moneynetwork.com. Then follow the procedures 
in Step 1. 



Hire Date: 1.00 0

W Pers Holid Comp Sick Vac W Pers Holid Comp Sick Vac W Pers Holid Comp Sick Vac W Pers Holid Comp Sick Vac W Pers Holid Comp Sick Vac
Date Date Date Date Date

Sun 6/26/11 W 7/3/11 W 7/10/11 W 7/17/11 W 7/24/2011 W

Mon 6/27/11 7/4/11 7/11/11 7/18/11 7/25/2011

Tue 6/28/11  7/5/11  7/12/11  7/19/11  7/26/2011  

Wed 6/29/11  7/6/11  7/13/11  7/20/11  7/27/2011  

Thu 6/30/11 7/7/11 7/14/11 7/21/11 7/28/2011

Fri 7/1/11 7/8/11 7/15/11 7/22/11 7/29/2011

Sat 7/2/11 W 7/9/11 W 7/16/11 W 7/23/11 W 7/30/2011 W

0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
Worked Pers Holid Comp Sick Vac Worked Pers Holid Comp Sick Vac Worked Pers Holid Comp Sick Vac Worked Pers Holid Comp Sick Vac Worked Pers Holid Comp Sick Vac

0.00 0.00 0.00 0.00 0.00

0.00 0.00 0.00 0.00 0.00 
Total Hours 0.00 0.00 0.00 0.00 0.00

Straight Overtime 0.00 0.00 0.00 0.00 0.00

Time & 1/2 Overtime 0.00 0.00 0.00 0.00 0.00

Note:  The audited leave balances maintained in Human Resources are official. These figures are estimates until

confirmed by HR.  If you have a question about the leave balances on this form, call ext. 2154.

I do hereby swear or affirm that the above record is correct. Vacation

      Extended Medical Leave Jury Duty Sick

      Family Medical Leave Military Duty Personal

      Leave Without Pay Inclement Weather Overtime
      Workers' Compensation Call Human Resources for assistance, (580) 745-2154.

   

Independence Day - July 4  
Maximum Accumulation Excess annual leave hours 0.00
Based on hire date keyed in on July report Use or lose by June 30, 2012

0 - 5 years 10 hrs per month (120 hrs/15 days per yr) 240 hrs max accumulation (30 days)

6-20 years 12 hrs per month (144 hrs/18 days per yr) 360 hrs max accumulation (45 days)

Over 20 years 13.33 hrs per month (160 hrs/20 days per yr) 480 hrs max accumulation (60 days)

44.00

Leave Earned           
This Month             

(Vac/Sick Earned on 16th)

0.00

Leave Used          
This Month

Enter number of hours worked daily (rounded up to nearest quarter hr) in "Hours Worked" 
Enter time used/taken off in other columns: Personal leave = "Pers", Holiday = "Holid", Comp Time = "Comp", Sick = "Sick" Annual Leave = "Vac".

Actual Hours 
Worked
Hours Paid but Not 
Worked

Total Hours

 NON-EXEMPT Staff Leave Report   -  Due in HR, A309, by August 10, 2011

Hours Used/Taken OffHours 
Worked

Hours 
Worked

Hours Used/Taken Off Hours Used/Taken Off Hours 
Worked

Hours Used/Taken Off Hours 
Worked

Hours Used/Taken Off Hours 
Worked

Full Name as it appears 
on Social Security 

Card :

Full Time Equivalent: 

July-11

Years of Service: 

Supervisor's Signature & Date

I understand that I must record all overtime on this sheet and that I must 
have supervisor approval prior to earning overtime, except in an emergency.  
Earning overtime without pre-approval by supervisor can lead to 
disciplinary action.

10.00
10.00

July-11

0.00

Current Balances For:

10.00
44.00
0.00

0.00
0.00
0.00

Department: 

Employee's Signature and Date

I understand this Non-Exempt employee must report all overtime and must 
have my approval prior to earning overtime, except in an emergency.

Years of Service Amount Earned 

Campus ExtensionPrinted / Typed Name of Person Completing Form

10.00

Maximum Accrual

July 2011 
Beginning 
Balances 

240.00

Types of 
Leave

Memorial Day - May 28

   If you need to use any leave listed below, 
   call HR, ext. 2154, for instructions.

Review Section 12 of the Employee Handbook for 
detailed leave information.

Fall Break - Oct 20 & 21
Thanksgiving - Nov 23, 24 & 25
Christmas/New Year  - Dec 23 & 26-30
Spring Break - Mar 19-23
Easter (Good Friday) - Apr 6

SE   Holidays 
Annual Leave in excess of the maximum you may accumulate will not carry over into the next fiscal year. Any
excess annual leave needs to be used by June 30, 2012. Request supervisory approval to take any excess before it
is lost as of July 1, 2012.

Labor Day - Sep 5

SAMPLE 
Contact HR for Form



2011 2012

240.00 FTE 1.00
6/30 Bal Fwd 6/30 Bal Fwd YrMax: 44.00

earn used bal earn used bal used bal
A
S H
P
A
S
P
A
S H
P
A
S H H
P
A
S H H H
P
A
S H H H H H H
P
A
S
P
A
S
P
A
S H H H H H
P
A
S H
P
A
S H
P
A
S
P

= 8.00
= 4.00 Employee Date Immediate Supervisor Date
= 2.00
= 0.75
= 0.50
= 0.25 Maximum Accumulation based on hire date hours Name & extension of person completing form Next Level Supervisor Date

(when required by department)
Excess annual leave  as of June 30 hours S:2012 Leave Reports/2012_ Exempt _Lv_Rpt

Max Accrual:  1040.00

"I certify that I have reviewed this leave record and to
the best of my knowledge it accurately reports leave
approved for this employee."

"I certify that I have reviewed the approved leave
record and that it accurately reports leave earned and
taken this fiscal year."

0.00

Independence Day
SE Holidays    (offices closed)

44.00

44.000.00

44.00

44.00

44.00

0.00

40.00

50.00

44.000.00

0.00

0.00

44.00

44.000.00

EXEMPT - Executive, Administrative, ProfessionalStaff

10.00 0.0010.00120.000.00

10.00 0.00

0.00

80.00

0.00 0.0010.00

SEP 10.00

JUL

AUG

0.00

10.00

10.00

10.00

10.00

10.00 0.00

120.00

110.00 0.00

44.0090.00

44.000.00

0.00

60.000.00

10.00

80.000.0010.00

100.00

10.00 0.00

0.0010.00 0.00 70.00

44.0010.00

10.00 10.0020.000.00 0.00 20.00

0.00 0.0010.00 10.0010.00 0.00

0.00 44.00

0.00 10.00

10.00 40.00

 PersonalNAME as is appears on 
Social Security card:

HIRE 
DATE:DEPT:

24
Max Accrual:

18 19 20 3111 12 13 14 301 26

THIS FORM DUE IN HUMAN RESOURCES BY 10TH OF FOLLOWING MONTH W/ORIGINAL SIGNATURES.
Annual (Vacation) Sick

28 29272115 16 17 2522 23

50.0010.00

30.00 30.00

Easter (Good Friday

MONTH

OCT

NOV

DEC

FEB

9 10

0.0010.0060.00

0.00

0.00

0.00

5 6

110.00

90.00

70.00

100.00

JUN

APR

0.00

0.00

Labor Day
Fall Break

2 3 4 7 8

Christmas/New Year's
Spring Break

MAR

MAY

JAN

Sep 5
Oct 20-21

10.00 0.00

10.00

15 min

Nov 23, 24, 25
Dec 23 & 26-30
Mar 19-23
Apr 6

1/2 day
1/4 day
45 min
30 min

Thanksgiving

Excess Annual Leave needs to be used by 06/30/12.  Request supervisory 
approval to take excess before it is lost as of 7/1/12 . 

240.00

Memorial Day May 28

Record  leave in 
hourly increments 
(as shown below)

Jul 4

1 day

SAMPLE 
Contact HR for Form



Leave 
Taken

No Leave 
Taken

Department  account number Month/Year

2011-12 Departmental Cover Sheet for Faculty Leave Reports

 

Last Name

Department Name

First Name

Enter the names (alphabetically) of all leave eligible faculty members in your department. Each month, for each
faculty member, check the appropriate column: "Leave Taken" or "No Leave Taken". This form, signed and dated
by the department head or other authorized signature, and the signed Faculty Sick Leave Report for any faculty
member that has taken sick leave, is to be submitted by the 10th of each month (ex: July reports due by Aug 10).
Please include the name and telephone extension of the person completing this form.

You will need to maintain a Faculty Sick Leave Report for all faculty members throughout the year, so that
when leave is taken, a correct form is submitted. And, a signed June leave report is required for all leave
eligible faculty and is due no later than July 10, 2012. Be sure to have your faculty sign the June leave
report before they leave campus for the summer (if they are not teaching in the summer).

S:/2012 Leave Reports/2012 Faculty Cover Sheet

Signature Department Supervisor                                         Date Name and extension of person completing form

SAMPLE  
Contact HR for Form



MONTH 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 Earend Used Balance

JUL H
10.00 0.00 10.00

AUG
10.00 0.00 20.00

SEP H
10.00 0.00 30.00

OCT H H
10.00 0.00 40.00

NOV H H H
10.00 0.00 50.00

DEC H H H H H H
10.00 0.00 60.00

JAN
10.00 0.00 70.00

FEB
10.00 0.00 80.00

MAR H H H H H
10.00 0.00 90.00

APR H
10.00 0.00 100.00

MAY H
10.00 0.00 110.00

JUN
10.00 0.00 120.00

1 day = 8.00 
1/2 day = 4.00 Employee Date Immediate Supervisor / Dept Chair Date
1/4 day = 2.00 
45 min =  .75 
30 min =  .50 
15 min =  .25 Name & extension of person completing form Next Level Supervisor / Dean Date

(when required by department)
S/2012 Leave Reports/2012_Faculty_Lv_Rpt

HIRE 
DATE:

FACULTY Sick Leave Report 2011-2012
This Leave Report due in Human Resources each month leave is used by 10th of following month w/original 

signatures or initials.  Final year report for May & June due before leaving for summer (if not working).

DEPT:NAME as it appears on     
Social Security card:

July 1 Beginning 
(6/30/11 Ending)     
Sick Leave Balance:Enter sick leave used in quarter hour increments (as shown below in bottom left corner).

All faculty must submit a signed June leave report, even if not
working on campus for the summer. This should be done
before  leaving campus for the summer.

"I certify that I have reviewed the approved leave
record and that it accurately reports leave earned and
taken this fiscal year."

Record sick 
leave in hourly 
increments (as 
shown below)

Memorial Day May 28

Thanksgiving Nov 23, 24, 25
Christmas/New Year's Dec 23 & 26-30
Spring Break Mar 19-23
Easter (Good Friday Apr 6

"I certify that I have reviewed this leave record and to 
the best of my knowledge it accurately reports leave 
approved for this employee."

SE Holidays    (offices closed)
Independence Day Jul 4
Labor Day Sep 5
Fall Break Oct 20-21

SAMPLE 
Contact HR for Form



SOSU Human Resources                                                                                                                                                   G:MSWord/Forms/EVALUATION Instructions 2/2002 

SOUTHEASTERN OKLAHOMA STATE UNIVERSITY PERFORMANCE APPRAISAL GUIDELINES 
 

1. The Employee Handbook, Section 4.11 and 4.13 identifies the three-month probationary period for non-exempt employees 
(Technical/Paraprofessional, Secretarial/Clerical, Skilled Craft and Service/Maintenance positions), the twelve-month 
probationary period for exempt employees (Administrative/Professional positions), and the evaluation process for non-exempt 
employees.  Effective Spring Semester 2001, the policy was revised to include annual evaluations of all exempt employees.  The 
attached Annual Performance Appraisal form will be used for both exempt and non-exempt employees.   

2. Legal Considerations:  Performance evaluations should not discriminate or reflect personal prejudice, bias or favoritism on the 
part of the supervisor for the rating or review, the job description should be kept up-to-date and the employee should be given the 
opportunity to attach comments to his/her evaluation. 

3. The evaluation should be consistent, objective and thorough.  Appraisals can be a positive mechanism to assist the employee in 
improving job performance.  The dignity of the person is not being measured, but rather the choices made by the employee and 
the result of those choices. 

4. Employee participation is encouraged because it involves the employee, helps the employee buy into the process, and enables the 
employee to help with the preparation (such as Section A.  Specific Duties from the job description).  A copy of the blank 
evaluation form should be provided to the employee if the employee is to participate.  Both the employee and supervisor should 
have time to thoughtfully review and prepare a preliminary draft. 

5. Advanced Planning:  The supervisor should select a private place, free of distraction, avoid back-to-back appraisal meetings and 
give the employee advanced notice of the upcoming appraisal. 

6. Preparing for the Evaluation Interview:  The supervisor should notify the employee of the time and place, ask the employee to 
gather pertinent information, go over pertinent records and material and ask other supervisors for their opinions. 

7. The Employee’s Self-Assessment:  The supervisor should ask the employee to go over goals and objectives from his or her last 
evaluation, determine whether goals have changed along the way, and have the employee clarify any statements the supervisor 
does not understand. 

8. The Supervisor’s Assessment:  The supervisor should discuss strengths and weaknesses, noting points on which the supervisor 
and employee disagree. 

9. Joint Assessment:  For a satisfactory performance, the supervisor should offer praise and point out areas in which there could be 
improvement.  For differences of opinion, the supervisor should try to reach some level of agreement with the employee. 

10. Section A. SPECIFIC DUTIES:  The supervisor will refer to the current job description to determine up to ten major duties.  The 
supervisor may contact Human Resources (Ext. 2162) to request a copy of the job description if one is not available in the 
department.  Please do not group all major duties together as one or two.  Each major duty must be evaluated separately. 

11. Section B. GENERAL TRAITS: Ratings should reflect actual performance. The ratings, listed below, are numbered 1 to 5.  A 
rating of 3 is average or “good” and is for employees who MEET MOST OR ALL STANDARDS.  A rating of 4 is above 
average and is for employees who EXCEED MOST STANDARDS CONSISTENTLY.  A rating of 5 is exceptional and is for 
employees who EXCEED ALL EXPECTATIONS CONSISTENTLY.  Some employees and supervisors may consider a 3 or 4 
rating to be “bad” but this is not the case.  A rating of 5 should not be possible for a 90-day evaluation and should be fairly rare 
for the annual evaluation.  Supervisors who give high ratings (4 or 5) early on are forced to reduce the rating at later evaluations 
if the work performed during the evaluation time period is satisfactory or average instead of excellent.  Also, high ratings given 
early on give the employee little room to grow, as there is no rating higher than a 5. 

12. Section C.  GOALS AND OBJECTIVES:  Enter the progress toward the objectives and goals for prior twelve months and enter 
the objectives and goals for the next twelve months.  Include training classes (i.e., computer software), special projects and new 
or revised duties.  This section tells what was accomplished the past year and what is planned for the next year. 

13. Remember the employee must know what is expected in job performance and production in order to meet expectations. 
14. Section D.  OVERALL RATING:  The supervisor will rate and average the factors.  Each numbered rating may be reported as a 

plus if the final rating is over half.  For example, a final rating of 4.5 is reported as a 4; the final rating of 3.68 is reported as a 3+.  
A 1, 2 or 5 rating requires comments.  If the employee disagrees with the comments, s/he she may attach comments.  The 
supervisor should add his or her viewpoint of the employee’s comments. 

15. The next highest-level supervisor will review and approve all ratings provided by the supervisor who prepared the ratings. 
16. The employee, supervisor and next highest-level supervisor will sign the final evaluation form; the employee receives a signed 

copy and the department retains a copy.  The original, with all three signatures, is forwarded to Human Resources for placement 
in the employee’s personnel file. 

 
FACTOR RATINGS: 
 
1 = Inadequate:  Unacceptable performance; rarely meets performance assignments; unsatisfactory. 
2 = Below Standard:  Partially meets standards; marginal performance; needs improvement. 
3 = Meets Standard:  Meets most or all standards of responsibility; performance is generally above average; good 
4 = Above Standard:  Exceeds most standards consistently; performance is generally above average; merit 
5 = Exceptional:  Exceeds all expectations consistently 
 
FACTORS and Definitions:  To what extent does the employee perform these factors? 
 
� Volume/Quantity of Work:  Structures, streamlines tasks to increase efficiency; speed and consistency of production/output 

expectations; evaluates, analyzes and overcomes problems quickly. 
� Quality of Work:  Accuracy, completeness, neatness, general effectiveness of work; proofs, checks, inspects and produces 

task requirements. 
� Initiative: Resourcefulness, ingenuity and aggressiveness in task accomplishment; ability to set priorities and follow to 

completion; timeliness; meets deadlines; uses all available time efficiently. 
� Teamwork/Relationships:  Cooperative, effective and successful in working with others, on and off campus; serves others in 

a positive manner; values harmony; appropriately follows the leadership of others. 
� Dependability:  Regularly on the job; regularly conforms to work schedule; carries out instructions and fulfills 

responsibilities; reliable. 
� Knowledge of Field:  Familiar with all aspects of position; comprehension of job requirements, university 

policies/procedures, and government regulations pertaining to the job. 
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Employee Supervisor

Position Department

Review Date  
NOTE:Supervisors should also be evaluated on basis of their equal employment opportunity efforts & results.

1=inadequate; 2=below standard; 3=meets standard; 4=above standard; 5=exceptional  

MAJOR DUTIES (FROM JOB DESCRIPTION) COMMENTS/OBSERVATIONS - THIS FORM WILL BE 
RETURNED IF SEC A. COMMENTS ARE NOT INCLUDED.

*1  *2 *3 *4 *5

SOUTHEASTERN OKLAHOMA STATE UNIVERSITY
ANNUAL PERFORMANCE APPRAISAL - SPRING 2009

A.  MAJOR DUTIES FROM JOB DESCRIPTION - COMPLETE ALL SECTIONS

 1.

2.

3.

Due in Human Resources by May 1, 2009

                   FACTOR   1*  INADEQUATE    2*  BELOW        3* MEETS        4* ABOVE    5* EXCEPTIONAL
                        STANDARD       STANDARD       STANDARD   
  VOLUME OF WORK __ Unsatisfactory __ Output below __ Production __ Output more __ Outstandingly
  Quantity of work regularly      quantity of      normal job      satisfies normal       than satisfies       high 
  produced.  Speed and      work.  A slow      requirements.      job requirements.       normal job       producer.
  consistency of output.      worker.      Some improve-       requirements.
  Structures, streamlines      ment necessary.
  tasks to increase efficiency.
  QUALITY OF WORK __ Work seldom __ Work frequently __ Work meets __ Quality more than __ Work of 
  Neatness, accuracy,      meets specified      below normal      normal quality     meets normal     exceptionally
  thoroughness and general      quality      quality required;      requirements.  A     job requirements.     high quality.
  effectiveness of work      requirements.   some improvement      careful worker.

     necessary.
  INITIATIVE __ Lacks initiative; __ Somewhat lacking __ Exercises __ A "self-starter"; __ Exceptionally
  Resourcefulness, ingenuity,      needs constant      initiative;      satisfactory     anticipates needs      resourceful,
  and aggressiveness in      urging.      occasionally needs      initiative required     and meets them.      originates and 

4.

B.  GENERAL TRAITS

  working successfully with      urging.      for the job.      develops ideas.
  others.
  TEAMWORK __ Difficult to work __ Sometimes __ Normally __ Cooperates very __ Superior ability
  Cooperativeness and      with; obstructive.      difficult to work      maintains      well and promotes      and willingness
  effectiveness in working       with; at times      satisfactory      good teamwork      to work with and 
  successfully with others.      causes friction.      working relations       for others.

     with others  
  DEPENDABILITY __ Erratic and __ Sometimes __ Satisfactory __ Very dependable __ Justifies utmost
  Regularly on the job.      unreliable; must be      unreliable; requires      dependability.      and reliable.     confidence;
  Carries out instructions      supervised      more than normal       requires minimal
  and fulfills responsibilties.      closely and      supervision.     supervision.

     constantly.   
KNOWLEDGE OF FIELD __ Inadequate __ Limited __ Adequate grasp __ Thorough __ Exceptional
  Familiarity with all aspects     comprehension of      understanding of      of essentials of      knowledge of      mastery of all
  of the position     requirements of      the position.      the position.      most phases of      phases of 

    the position.        the position.      the position.
   



                            Completed This Period                                 Planned Next Period
Include goals/objectives planned for prior period but not 
completed that are now planned for the next period.

Include goals/objectives planned for this period and 
completed.  Also include goals/objectives planned but not 
completed, with explanation of the delay.

C.  Job Related GOALS AND OBJECTIVES - Include training and special projects 

1* Inadequate          2* Below Standard            3 Standard            4 Above Standard            5* Exceptional

   A 1 or 2 rating also must include action required by the employee to improve or correct the inadequacy.

  STATEMENTS:  If the employee disagrees with and wishes to comment on the evaluation, the employee should 
  attach comments.  The supervisor should attach his/her viewpoint of the employee's comments.

  *If overall rating is changed, the next highest level supervisor should sign & may add comments 
   supporting the change.

Employee:  

* Comments are required on an overall rating of 1, 2 or 5; comments should specifically identify basis for the rating.  

I certify that this report has been discussed with me. I understand that my signature does not necessarily indicate agreement.

D.  OVERALL RATING:  Circle appropriate evaluation. Form will be returned if no rating is circled.

E.  REQUIRED SIGNATURES: 

* COMMENTS ON OVERALL RATING - Comments here do not take the place of supervisor comments in Section A.

Signature Date

Signature Date

Supervisor's immediate supervisor or individual of equal or greater administrative status.

Signature Date

SE Human Resources S:/Evaluation/2009 Annual Performance Appraisal

*Next Level Supervisor or Department Chair:

Supervisor/Rater:  (May be immediate supervisor or individual higher in administrative channel.)
I certify that this report represents my best judgment and has been discussed with the employee.

THIS SIGNATURE IS ADVISED.  IT IS REQUIRED AS DETERMINED BY DEPARTMENT OR AS NOTED ABOVE*.



      SOUTHEASTERN OKLAHOMA STATE UNIVERSITY
         PROBATIONARY PERFORMANCE APPRAISAL 

Employee Supervisor

Position Department

Review Date Due in Human Resources by

A.  SPECIFIC DUTIES

PRINCIPAL DUTIES FROM CURRENT JOB DESCRIPTION    1  *    2  * 3 4    5  * COMMENTS/OBSERVATIONS

Attach Additional Comments

 1.

 2.

 3.

 4.

 5.

 6.

 7.

 8.

 9.

10.

B.  GENERAL TRAITS
                   FACTOR   1*  INADEQUATE    2*  BELOW        3* MEETS        4 ABOVE    5* EXCEPTIONAL

    STANDARD        STANDARD       STANDARD
  VOLUME OF WORK __ Unsatisfactory __ Output below __ Production __ Output more __ Outstandingly
  Quantity of work regularly      quantity of      normal job      satisfies normal       than satisfies       high 
  produced.  Speed and      work.  A slow      requirements.      job requirements.       normal job       producer.
  consistency of output.      worker.      Some improvement       requirements.
  Structures, streamlines      ment necessary.
  tasks to increase efficiency.

  QUALITY OF WORK __ Work seldom __ Work frequently __ Work meets __ Quality more than __ Work of 
  Neatness, accuracy,      meets specified      below normal      normal quality     meets normal     exceptionally
  thoroughness and general      quality      quality requirements;      requirements.  A     job requirements.     high quality.
  effectiveness of work      requirements.      some improvement      careful worker.
  produced.      necessary.

  INITIATIVE __ Lacks initiative; __ Somewhat lacking __ Exercises __ A "self-starter"; __ Exceptionally
  Resourcefulness, ingenuity,      needs constant      initiative;      satisfactory     anticipates needs      resourceful,
  and aggressiveness in      urging.      occasionally needs      initiative required     and meets them.      originates and 
  working successfully with      urging.      for the job.      develops ideas.
  others.

  TEAMWORK __ Difficult to work __ Sometimes difficult __ Normally __ Cooperates very __ Superior ability
  Cooperativeness and      with; obstructive.      to work with; at time      maintains      well and promotes      and willingness
  effectiveness in working       causes friction.      satisfactory      good teamwork      to work with and 
  successfully with others.       working relations       for others.

     with others  

  DEPENDABILITY __ Erratic and __ Sometimes __ Satisfactory __ Very dependable __ Justifies utmost
  Regularly on the job.      unreliable; must be      unreliable; requires      dependability.      and reliable.     confidence;
  Carries out instructions      supervised      more than normal       requires minimal
  and fulfills responsibilties.      closely and      supervision.     supervision.

     constantly.   
 

  KNOWLEDGE OF FIELD __ Inadequate __ Limited __ Adequate grasp __ Thorough __ Exceptional
  Familiarity with all aspects     comprehension of      understanding of      of essentials of      knowledge of      mastery of all
  of the position     requirements of      the position.      the position.      most phases of      phases of 

    the position.        the position.      the position.
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C.  Job Related GOALS AND OBJECTIVES

                            Completed This Period                                  Planned Next Period

D.  OVERALL RATING:  Circle appropriate evaluation.

1* Inadequate          2* Below Standard          3 Standard          4 Above Standard          5* Exceptional

* COMMENTS ON OVERALL RATING 

* Comments are required on an overall rating of 1, 2 or 5; comments should specifically identify the basis for the rating.  
   A 1 or 2 rating also must include aciton required by the employee to improve or correct the inadequacy.

  STATEMENTS:  If the employee disagrees with and wishes to comment on the evaluation, the employee should 
  attach comments.  The supervisor should attach his/her viewpoint of the employee's comments.

  If overall rating is changed, the next highest level supervisor should attach comments supporting 
  the change.

E.  REQUIRED SIGNATURES: 

Employee:  Date 
I have read and understand this appraisal.  Signature does not indicate agreement.

Supervisor/Rater: Date
May be immediate supervisor or individual higher in administrative channel.

Next Level
Supervisor or
Dept. Chair. Date 
Supervisor's immediate supervisor or individual of equal or greater administrative status.

SOSU Human Resources g:\Excel\Forms\Evaluation Annual Rev. 2/2002
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Application for Student Employment 
   
                
 
 

   
Full Name: Student ID Number:                        Today’s Date: 

Address: City, State, Zip: 

Home Phone: 
 

Work Phone: 
 

E-mail: 

Emergency Contact Name: 
 

Emergency Phone: Emergency E-mail: 

Classification:     Freshman     Sophomore    Junior    Senior    Graduate                                       GPA _____________ 
                                          
Are you approved for work through the Financial Aid Office?      Yes     No        If yes,     Regular     Work Study        
 
Are you currently working in another office on SE’s Campus?    Yes     No   
                                                                             
 

     If not currently, when and where did you work at SE in the past?    
  
Are you legally eligible to work in the United States?    Yes      No        Documentation of your identity and employment eligibility must be 
provided upon hire as required by the Immigration Reform and Control Act of 1986. 
 
Have you ever been convicted for any violation of the law other than for minor traffic violations?      Yes      No      
(If yes, please explain)  

A conviction record in and of itself will not necessarily bar an application from employment. 
   
Do you have any relatives employed at SE?      Yes     No   
                                                                                                     (Name, Relationship, and Department) 
 
How many hours are you able to work per week?        (University policy recommends up to 20 hrs/week during semesters) 
      

Class Schedule for Current Semester:      Fall      Spring       Summer         Year:  

Place an “X” when you are in class and not available for work. 
TIME 7-8 8-9 9-10 10-11 11-12 12-1 1-2 2-3 3-4 4-5 After 5 pm
MON            
TUES            
WED            
THURS            
FRI            
SAT            
SUN            
    

EDUCATION 
Name of High School:                                                                                              Year of Graduation: 
Colleges or Universities Attended Major Dates Attended Hours/Degree Comp 
    
    
    
         
EMPLOYMENT EXPERIENCE                        May we contact your present & past employers?    Yes    No    

Current Employer:   Telephone/Email:  

Employer's Address:  _________________________________ Supervisor’s Name/Title:______________________________________ 

Your PositionTitlle ____________________________________       Temporary      Part Time       Full Time        

Specific Duties:  

Dates Employed:                                                              Reason For Leaving:     
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EMPLOYMENT EXPERIENCE CONTINUED      

Employer:   Telephone/Email:  

Employer's Address:  _________________________________ Supervisor’s Name/Title:______________________________________ 

Your Position:          Temporary            Part Time              Full Time        

Specific Duties:  

Dates Employed:                                                              Reason For Leaving:     
     

Employer:   Telephone/Email:  

Employer's Address:  ________________________________ Supervisor’s Name/Title:_______________________________________ 

Your Position:          Temporary            Part Time             Full Time        

Specific Duties:  

Dates Employed:                                                              Reason For Leaving:       

 
REFERENCES 

Name and Relationship:  

Telephone and Email:   

Name and Relationship:   

Telephone and Email:   

   
SKILLS INVENTORY   Please indicate if you have experience or training in the areas below:   

CLERICAL SKILLS 
      

Accounting/Bookkeeping ______ 
Data Entry ______ 
Editing ______ 
Filing ______ 
Library ______ 
Notary ______ 
Payroll/Personnel Records _  ____ 
Receptionist ______ 
Technical Typing  ______ 
Telephone Sales ______ 
Teller ______ 
Other Skills: 
 

COMPUTER SKILLS
      

Access ______ 
E-Mail ______   
Excel ______  
FrontPage ______  
Internet ______ 
Microsoft Windows OS ______  
Outlook ______  
Publisher ______  
PageMaker ______   
PowerPoint ______   
Visual Studio ______  
MSWord ______  
WordPerfect ______   
List Other Programs: 

TECHNICAL SKILLS 
      

Audio Visual ______ 
Computer Programming ______  
Computer Repair/Maintenance ______ 
HTML ______ 
Television Broadcasting ______  
Web-Based Skills ______ 
FAX ______ 
Multi-line Telephone ______  
Photo Copier ______   
10-Key ______   
PC Printer ______   
Scanners ______  
Voice Mail ______   
List Other: 

 
Please give any other information concerning your qualifications that you think would be of value in considering you for 
this position.   (Special honors or awards, etc.) 
 

  
Please note that the Campus Police Department reports Clery Act campus crime statistics at Southeastern on their website at 
www.se.edu/campus-police/crime-statistics for your review (in compliance with the Jeanne Clery Disclosure of Campus Crimes 
Statistics Act). 
 
The facts set forth in my application for employment are true and complete to the best of my knowledge.  I understand the misrepresentation of 
fact in this application will be sufficient grounds for termination of my employment or cancellation of job offer without notice anytime hereafter.  
I specifically authorize Southeastern Oklahoma State University (SOSU) to investigate my background, including any and all references 
available, criminal, and other judicial records, where applicable to the position for which I am applying and consistent with applicable law.  I 
authorize SOSU to use all legal means at its disposal to assess my suitability for employment.  I make this authorization in return for SOSU’s 
consideration of me for employment, and I specifically release and hold SOSU harmless for any and all liabilities arising out of its investigation 
of my application for employment. 
 
_________________________  ____________________________________________________________ 
DATE     SIGNATURE OF APPLICANT 
  
Southeastern Oklahoma State University in compliance with Title VI and VII of the Civil Rights Act of 1964, Executive Order 11246 as amended, Title IX of the Education 
Amendments of 1972, Americans with Disabilities Act of 1990, and other federal laws and regulations, does not discriminate on the basis of race, color, national origin, 
sex, age, religion, disability, or status as a veteran in any of its policies, practices, or procedures.  This includes but is not limited to admissions, employment, financial aid, 
and educational services. 
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  [  ] FA 

[   ]  This student is returning to work in this department.

[   ]  This new student employee's first day of work: 

Department Supervisor Signature:

All required items presented and payroll sign up is complete.  Student may begin working.

Department Name:

approximately 20-25 minutes.  YOU CANNOT BEGIN WORKING UNTIL PAYROLL SIGN UP IS COMPLETE

   NEW STUDENT EMPLOYEES:

Student Financial Aid Office                  Date

EO

Human Resources Office                        Date

SOUTHEASTERN OKLAHOMA STATE UNIVERSITY
Student Work Certification Form

COMPLETED BY HIRING DEPARTMENT

Student Full Name (as appears on Social Security card): Student ID: ___ ___ ___ ___ - ___ ___ ___ ___ ___

FIRST MIDDLE LAST

This student is approved for on-campus employment for the __________________ fiscal year. 
Students must be enrolled to be paid on student payroll.  

[   ] Student's CampusConnect account checked for work study award on _________________ (date).

COMPLETED BY FINANCIAL AID OFFICE COMPLETED BY HIRING DEPARTMENT

[    ]  Work Study - 113 [    ]  Regular Work - 213
Federal Work Study award is calculated per student and Amount budgeted for student from department fiscal
is based on student's need and overall Financial Aid year 213 budget:
Maximum amount student may earn per semester: Semester Amount

Fall  $ Fall  $

Spring  $ Spring  $

Summer  $ Summer  $

REGULAR WORK STUDENTS ARE NOT 
ELIGIBLE FOR S

Fiscal Year Allotment:  $

G FUNDS

COMPLETED BY HIRING DEPARTME

- 6 - - - 

NT

Account number to pay student from:  ___   ___ ___ ___ ___  ___ ___ ___ ___ ___ ___ ___

___ ___   -    ___ ___   -   ___ ___ ___ ___ 
  M     M             D    D            Y     Y      Y     Y

  Bring the following items with you to HR:
 - Original Social Security card    (you may apply for a replacement at local SS office: 121 S. 12th Street)
 - Document that establishes identity (Example:  Driver's License, Photo ID)
 - Voided check or official bank document with account and routing number of financial institution

Payroll sign up for new employees must be completed in HR before employee begins to work.  The sign up will take 

TAKE FORM TO HUMAN RESOURCES Administration Building Room 309
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from previous timesheet" on the next pay period timesheet.

award balances . Students cannot be paid amounts in excess of their award.  

Student Position:  Job Duties

For additional information concerning student payroll, please contact Human Resources, Extension 2154.

Student Timesheet Instructions                                                                                SUMMER 2008
Supervisors and student workers should review this page together at the beginning of employment

This completed page must be copied to the back of each student timesheet.
Student timesheets should be accurately completed in full before submitting to Human Resources. Incomplete timesheets and/or
department summary forms will be returned to the submitting department which could result in delayed payment to the
student.  Time entered must be for work actually performed during hours and dates indicated.
At the beginning of the pay period:
- Record student’s name as it appears on Social Social Security card. Do not record Social Security number or student ID.
- Record the accurate department 13-digit account number and department name.
- Job Description:  List the student’s job duties in the space provided below.
- Students may not work more than 29 hours a work week; university policy recommends no more than 20 hours per week.
- Foreign national students are strictly limited to work no more than 20 hours per week. Exception: Between semesters.
Each day you work:
- Record time worked  to nearest quarter hour:   15 min = .25      30 min = .50     45 min = .75      1 hour = 1
- Enter a numeric amount for time worked.  Do not use an “X” or a check mark to show time worked.
- For hours worked outside 8AM to 5PM, record exact time worked in “Other” column.  For example, a student who worked
        5-7pm would record "5pm-7pm" in 'Clock Hours' and "2" in '# hrs' column.
 - Timesheets must be completed in ink; do not use pencil.
At the end of the pay period (or the last day you will work in that pay period). SAMPLE

- Compute the total hours worked for each week and record in the “Total Hours for Week” area. Contact Human Resources 
- Compute the total hours for the pay period and record in the “Total Hours” area. for form
- Record the Rate Per Hour.
- Multiply the Total Hours by the Rate Per Hour and record as the Total Amount Earned.
- Student signature:  The timesheet cannot be processed without the student’s signature.  
- Supervisors should verify accuracy of timesheet before signing.  This means checking all calculations and making sure all                      
areas of the timesheet have been completed.
- HR requires only one supervisor signature.  Obtain second supervisor signature if required in your department.
 - Complete the Student Work Award box:

S f S C f /Total Semester Award - Enter semester work award from the Student Work Certification Form and any increases/decreases.
     Increases to Work Study awards are processed through the Financial Aid Office. 
     Increases to Regular work awards are made by showing the change on the timesheet in the Student Work Award box.
Change to award this pay period - Enter any increase/decrease to the work award for the current pay period.
Adjusted work award - Enter student's total work award for current semester (Initial award + any changes).
Balance from previous timesheet  - Enter the Award Balance Remaining from the prior pay period timesheet and any changes made to 
the award this pay period.
Less Total This Pay Period - Enter the total amount earned for this pay period.
Award Balance Remaining - Subtract Total This Pay Period from the Award Balance Forward.  Record this amount in the "Balance 

Payroll Periods/Timesheet Due Dates The pay periods are the 1st through the 15th day of the month and the 16th through the last day
of the month. Student timesheets are due in Human Resources by 10:00AM on the 1st and 16th of the month. If the due date occurs
on a weekend or holiday, timesheets are due by 10:00AM on the following day. Any changes to the timesheet due dates will be
published.  See Payroll Schedule at   www.sosu.edu/hr . The due dates are also printed at the top of each timesheet.

Semester Pay Periods Fall: August 16 to December 15; Spring: December 16 to May 15; Summer: May 16 to August 15. These
dates are subject to change - please see the payroll schedule at www.sosu.edu/hr.
Student Certification/Awards Students must contact the Financial Aid Office, A107, to be awarded for on-campus employment and
to receive a work certification form. Students may not work on-campus before presenting a work certification form to the employing
department. It is the responsibility of both department and student employee to monitor the Work-Study and Regular Work
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SAMPLE
Contact Human Resources 

for form

TOTAL HOURS FOR WEEK:

SUMMER 08 Student Employee Timesheet                              Southeastern Oklahoma State University

Pay Period:   August 1-15, 2008 Due in HR  10:00am Aug 18, 2008 Paycheck disbursed August 29

Student's full name as it appears on Social Security card. Department Account Number (13 digit) Department Name

Date 8am-9am 9am-10am 10am-11am 11am-12pm 12pm-1pm 1pm-2pm 2pm-3pm 3pm-4pm 4pm-5pm Other Daily
Clock hours # hrs Total

FRI 1-Aug

SAT 2-Aug
TOTAL HOURS FOR WEEK:  

SUN 3-Aug

MON 4-Aug

TUE 5-Aug

WED 6-Aug

THU 7-Aug

FRI 8-Aug

SAT 9-Aug
TOTAL HOURS FOR WEEK:    

SUN 10-Aug

MON 11-Aug

TUE 12-Aug

WED 13-Aug

THU 14-Aug

FRI 15-Aug

TOTAL HOURS FOR WEEK:  

COMMENTS: Explain work during regular class hours or on a University holiday here. Total Hours Worked:    

Rate Per Hour:    

TOTAL EARNED:    Job duties must be recorded on the back of student timesheet in the designated area.

Timesheets must have the original signatures of the student employee and one supervisor.  Do 
not submit unsigned timesheets for payment; retain until signatures have been obtained.

Student Work Award
This information must be completed.

 Total Semester Work AwardI certify: Services have been performed during the hours & dates indicated; I reported to work & signed in 
& out daily; I have not worked during regular class hours unless explained & approved in the Comments 
section.

 Change to award this pay period 
 (increase or decrease)

  Adjusted work award
Signature of Student Employee           Date

I certify this student: Performed duties/tasks as described in the approved job description during  hours  
Balance from previous timesheet           & dates indicated; reported to work, signed in/out daily; did not work during regular class hours unless 

explained & approved in the Comments section.  This report is true & accurate in all details.  (plus any change this pay period)

  Less Total This Pay Period
Signature of Approved Supervisor        Date

 Award Balance Remaining

Signature of Department Head (only when required by department) Date See Back Page of Timesheet for Instructions
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Southeastern Oklahoma State University 
EMPLOYEE FINAL CLEARANCE FORM 

 
   ___________________________________________________________________________________ 
            Employee’s name as it appears on social security card                                                                                                                           Date 
 

   ____________________________________________________________________________________ 
            Mailing Address for W-2                                               City                                          State               Zip 
 

Thank you for the service and contributions you have made as a valued member of the SE family.  Please complete 
the following steps as part of your termination process.  Each step is vital and mandatory so that security and 
c
 
onfidentiality is safeguarded for you and all SE employees and students. 

A
 

re you being employed by another Oklahoma State Educational Entity?  (please name)______________________ 

IF APPLICABLE, PLEASE TURN IN:  Equipment, Tools, Telephone, Credit Cards, Pro Card, and/or 
Grades.  Your Telephone/Computer access will end on your last day on payroll. 
 
⇒ Please take this form to the appropriate offices for initialed clearance of #’s 1-7.  See department chair 

for his/her signature on #8 and your immediate supervisor for clearance of #’s 9-12 and visit Human 
Resources, A 309, ext. 2162, for final clearance of #’s 13 & 14 (see below): 

CONFIRMED BY            DATE CLEARED 
 1.    Keys Returned     
           (Physical Plant, North First Street)                                          __________________________            ________________ 
 2.    Library      
           (Books, Fines, Etc., Circulation Desk L106)                     _________________________           ________________ 
 3.    Gas Card (Campus Security PS)                                          _________________________                       ________________ 
 4.    Cell Phone, Long Distance Calling Card, 
        Access Code, Laptop Card & Pager 
        (Telecommunications R312)                                                    __________________________          ________________ 
 5.    General University Debts    
           (Office of Finance A208)                                                       __________________________           ________________                           
 6.    Pro Card                  
           (Office of Finance, A208)                                                       __________________________           ________________ 
 7.    Grant/Contract Technical Records 
         (Office of Finance, Sponsored Programs A208)                     __________________________                       ________________ 
 8.    Instructor Student Grades    
           Incompletes etc. (Department Chair)                                       __________________________                      ________________                          
 9.    Department Manuals (Immediate supervisor)           __________________________          ________________ 
10.   Authorization/Release for References        
        (see attached) (Immediate supervisor)                              __________________________          ________________ 
11.   Supervisor Evaluations of Employees   
        approaching due date. (Immediate supervisor)         _________________________                       ________________  
12.  Final Leave Report (Immediate supervisor)                    __________________________          ________________                          
13.   Exit Interview       
        (Human Resources A309)                                                        __________________________          ________________                           
14.   I.D. Returned   
         (Human Resources A309)                                                        __________________________          ________________ 
        

⇒ I certify that I have no unpaid University bills and that I have returned all University property. 
 
      __________________________________ ______________ 
       Signature of Employee    Date 
 
      _______________________________________________             ____________________ 
       Signature of Supervisor    Date 
 
FINAL CHECK(S) MAY BE RELEASED     _______________________________________________             ____________________ 
 
                       Approval Signature – Human Resources   Date 

S:Forms/Empl Final Clearance Rev 6/2009 
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S:Forms/Empl Final Clearance & Release Form Rev 5/2008 
 

 
 
 
PLEASE NOTE: Whenever potential employers, financial institutions, etc. request employment information, references or 
recommendations, the current practice of SOSU is to provide name, position and dates of service.  By signing this document 
you are (1) permitting SOSU to disclose additional personnel information and (2) giving a release from liability for providing 
more than name, position and dates of service.  
 

AUTHORIZATION AND GENERAL RELEASE 
 
The Regional University System of Oklahoma  and Southeastern Oklahoma State University, their agents, 
servants, employees or others representatives are hereby authorized to disclose records and/or information 
regarding my work performance and personnel history.  I hereby release said Regional University System 
of Oklahoma, Southeastern Oklahoma State University, their agents, servants, employees or other 
representatives of and from all claims, demands, damages, actions, causes of action, suits in equity of 
whatever kind or nature, as a result of the furnishing of such records and/or information. 
 
 
 
____________________________________ 
Signature of Employee/Former Employee 
 
 
_____________________________________ 
Printed Name 
 
 
_____________________________________ 
Date 
 
 
 
 
Witness: 
 
 
 
_____________________________________ 
Name 
 
 
______________________________________ 
Title/Position 
 
 
 
 
I choose to decline to give this authorization at this time.   ____________     __________ 
                 (Check or “X”)        (Initials) 
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 Southeastern Oklahoma State University 
 Human Resources 
 

 EXIT INTERVIEW 
As a terminating employee of Southeastern Oklahoma State University, you can be a valuable source of 
information regarding various working conditions observed during your period of employment.  We hope that 
you will be candid with your answers so we may gain from your experience within the University's 
employment system. 
 
Please be assured your comments will in no way affect your re-employment possibilities should you desire to 
seek employment again with Southeastern Oklahoma State University. 
 
We are striving to maintain a positive working environment with the University's employment system and 
hope that your suggestions, comments, and observations will aid us in accomplishing this goal. 
 
We have set aside an area for your comments regarding specific questions: 

 
1. Was your decision to leave the University influenced by any of the following?  Please indicate those 

applicable by "X". 

    Continuing my education  Dissatisfied with: 
    Moving from area    Type of work 
    Health reasons    Working conditions 
    Retirement    Supervision received 
    Family circumstances    Fringe benefits 
    Secured a better job    Salary 
COMMENTS:______________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
______________________________________________________________________________________ 
 
2. What is your opinion of the following:   EXCELLENT GOOD FAIR              POOR 
  Retirement Plan         
  Your Salary         
  Fringe Benefit Package         
  Performance Eval. System         
  Physical Working Conditions         
  Opportunity for Advancement         
  Communication to/from Mngt.         
  Supervision Provided         
 
COMMENTS:______________________________________________________________________________
__________________________________________________________________________________________
_______________________________________________________________________________________ 
 
 ______________________________________________________ 
          Optional Signature                                     date         
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 Southeastern Oklahoma State University Benefits Eligible Employee Tuition Waiver 
 
 
_________________________________________  ___________________________  _______________ 
       Full name as appears on Social Security Card                                 Major Field of Study                         Student ID # 
 
Status:  (circle one)     Undergraduate    Graduate           Semester:  (circle one)   Fall    Spring    Summer          Year:  20______ 
 
Training programs for the benefit of personnel will be provided when feasible at reduced or no tuition cost to the employee.  Such 
programs are to assist personnel in the performance of assigned duties and to aid personnel in acquiring new skills to qualify for 
advancement.  Employees desiring to enroll in a University course at a reduced tuition rate must follow the recognized guidelines.   
 

The University places no limitations on the number of hours of course work in which an employee may enroll outside of the 
employee’s normal working hours. However, such course work cannot interfere with the employee’s duties as determined by the 
supervisor. 

A regular full-time employee may adjust his/her work schedule with approval from the supervisor to accommodate no more than  
four (4) credit hours of course work during the  employee’s normal work shift. Time lost taking courses during the normal work 
shift shall be made up at a time mutually acceptable to both the employee and the supervisor. Make-up of lost time must be 
completed during each forty-hour work week. Make up times are to be consistent and equal to the time away from work, thereby 
providing a routine work pattern.  Any use of annual leave or compensatory time for make-up time must be approved by the 
immediate supervisor (personal/sick leave may not be used for make-up time).  A class scheduled during the lunch hour will not 
count as the one authorized course offering during the employee’s normal work shift. It is important to note that any such 
arrangements must be approved by the supervisor, who is not obligated to give such approval. 

Review and approval by the appropriate Vice President in the administrative channel and the Vice President of Business Affairs is 
required prior to enrollment for any course work that proposes more than this policy allows during the normal work shift 
 
As a benefit to regular full-time employees and to encourage further education, Southeastern Oklahoma State University will 
waive one-half of graduate and undergraduate on a maximum of six (6) student credit hours per semester as a benefit to 
employees.  Full tuition must be paid on all classes that exceed the six (6) hours.   Related fees, such as student activity fees, 
facility fees, etc., are to be paid-in-full by the employee per Oklahoma State Regents for Higher Education policy.   Tuition 
assistance is not waived for workshops; correspondence courses or institutes; courses audited, repeated, or previously dropped. 
An employee allowing classes to conflict with job performance may be barred from this benefit. To be eligible for the waiver, the 
course work for which the employee is enrolled should be complementary to his/her job position at the university. Persons who 
are employed less than 75% full-time are not eligible for the waiver.  

In order to receive the tuition waiver, prior to enrollment the full-time benefits eligible employee must complete this form in full 
and submit this form with the supervisor’s signature to the Financial Aid Office for final approval.   Each semester the Human 
Resources office will audit all users of this benefit for eligibility.  
 
Employees allowing classes to conflict with their job performance or those who deviate from the guidelines set forth in the Employee 
Handbook may be barred from this benefit.  Contact the Office of Human Resources with any questions regarding this benefit. 
 

 
Course & 

Section Number 

 
 

Course Name 
Class Beginning 
& Ending Time 

 
Compensated Beginning 

& Ending Time 
 
 

 
   

 
  

 
 

 
   

 
  

 
 

 
   

 
  

 
 

 
   

 
  

 
 

 
   

 
  

 
 
 
 
 
 
 

Director of 
Financial Aid 

 
 
________________ 

I do hereby swear and affirm that this employee is eligible for this 
benefit and that as supervisor; I am approving this application for 
the employee enrollment benefit. 
 
_____________________________________  _________________ 
SUPERVISOR SIGNATURE                                  DATE 

I do hereby swear and affirm that, as a full-time benefits eligible 
employee, I am eligible for this benefit and that I understand and will 
comply with the employee enrollment benefit. 
 
_________________________________________  _________________ 
EMPLOYEE SIGNATURE                                             DATE 

                     Empl Enrollment Form Revised 8-2011 



Workers’ Compensation – “On the Job Injuries” 

An employee injured on the job to any extent should report immediately to his/her supervisor.  The 
supervisor is to promptly call Human Resources (extension 2158) to report the nature of the injury and 
receive further instruction. If after 5:00pm, HR should be notified the following day. Failure to notify HR in 
a timely manner could result in the denial of the Workers’ Compensation claim. 

Our first responder is the Urgent Care Clinic, 1807 University Blvd, Durant (580) 920-2273.  Using a 
physician other than the first responder is considered unauthorized treatment and could result in non-
payment of the claim. 

In cases of serious injuries, the Public Safety office (extension 2911) and the Student Health Services 
office (extension 2867) should be contacted immediately.  The incident will be assessed and responded 
to accordingly. 

In cases of injuries that occur after normal business hours (8:00am to 5:00pm), contact the Public Safety 
office (extension 2911 or non-emergency 2727) who will assess the situation and respond accordingly.  
This may include calling the ambulance service, fire department rescue unit, etc. 

 
FORMS TO BE UTILIZED WHEN AN INJURY OCCURS These forms are completed ASAP by employer 
and/or employee and delivered to HR.   

Medical Care Authorization Form This form is used when the injured worker needs medical treatment 
away from the work site. Please complete the top portion and send the form with the injured worker to the 
medical provider. The medical provider should complete the lower portion of the form and mail it to CBR.  

Injured Worker First Fill Prescription Form (Contact HR for this form) This form is also completed by 
the employer and sent with the worker when they go to the doctor. This provides authorization to 
dispense up to a 10-day supply of medications if prescribed by the workers compensation doctor. 

 Witness/Co-Worker Statement This form should be completed by the person that witnessed the injury. 
This form is most useful on serious injuries as it documents who witnessed the incident or was involved in 
the incident.  

HIPPA Form- Authorization for Disclosure of Protected Health Information This form speeds up the 
payment of medical bills and is required for CBR to obtain medical records. It is signed at the bottom by 
the injured worker. Signature of injured worker is required on this form.  

Report of Occupational Injury or Illness To be completed by the employee and the 
supervisor/manager on the day the injury occurs. If the injury results in the need for immediate medical 
attention, please have the employee complete this form when physically capable and then forward to 
CBR. This form can be used to document an incident regardless of whether medical treatment is 
required. . Signature of injured worker is required on this form.  

Sick /Annual Leave Election Form This form should be completed by the employee and the employer. 
This form allows the opportunity for the injured worker to supplement their workers’ compensation 
benefits by using a pro-rated portion of their accrued sick/ annual leave time. Signature of injured worker 
is required on this form. 

Supervisors and Employees:  Please remember that until the paperwork is received in the HR 
office, Consolidated Benefits will not be aware of the accident and follow up treatment could be 
delayed.   

 



 
 

CALM   
MEDICAL CARE AUTHORIZATION FORM 

 
  

 
 
 
 
 
 
 
 
 
 

After Hours 
 
 

Approved First Responder Facility 
 
 

TO BE COMPLETED BY EMPLOYER 

Employer  
Employee Name   
Nature of Injury  Body Part(s)  

Date of Injury  Time of Injury  

Authorized Personnel Signature  Date  

Title   
 
--------------------------------------------------------------------------------------------------------------- 
 
TO BE COMPLETED BY PHYSICIAN 
Diagnosis  

Treatment  

 
O.K. to return to regular duty on  

 

 
Return to see me on       

 

 
O.K. to work light duty beginning  

 

 
       with the following limitations 

 

 
Unable to return to work until     

 

                                                                                                                       
(Note: It is the philosophy of this company to provide modified duty work when possible.) 

 
I declare under penalty of perjury that I have examined all statements contained herein, and to the 
best of my knowledge and belief, they are correct and complete.   
 
Physician’s signature                                                                                    Date:                             
                               
This authorization applies to initial evaluation only.  Any subsequent treatment, diagnostics, or referrals need to be preauthorized 
by Consolidated Benefits Resources.  If prescriptions are appropriate, please give the patient a written prescription. 
 
PLEASE FORWARD THE COMPLETED ORIGINAL FORM AND YOUR BILL TO: Consolidated Benefits Resources, L.L.C. 

P.O. Box 581630 
Tulsa, OK 74158-1630 
(918) 594-5170 
(800) 826-0419 (toll free) 
(918) 594-5171 (fax) 
(888) 594-5171 (toll free fax)  

Any person who commits workers’ compensation fraud, upon conviction, shall be guilty of a felony. 
             



 

 
CALM   

WITNESS/CO-WORKERS STATEMENT 
 
 
I,                                                                                                                             was present at the time that employee  
                                    (Witness name) 
 
                                                                                                            Was reported to have received an on-the-job injury. 
                        (Injured employee) 
 
 
I did            did not            witness the injury that occurred.   
 
 
The following is a brief description of what I observed on                                                                 at  
             (Date) 
approximately                                        a.m.            p.m.           . 

     (Time) 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
I declare under penalty of perjury that I have examined all statements contained herein, and to the best of my knowledge and 
belief, they are correct and complete. 
 
 
_____________________________                                                    _____                                                                    
Witness                                                                               Date 
 
 
_______________________________                                                   ____ 

               EMPLOYER     
      SEND ORIGINAL TO: 

Consolidated Benefits Resources, L.L.C. 
P.O. Box 581630 
Tulsa, OK 74158-1630 
(918) 594-5170 
(800) 826-0419 (toll free) 
(918) 594-5171 (fax) 
(888) 594-5171 (toll free fax) 

        RETAIN COPY FOR YOUR FILE 
 
Any person who commits workers’ compensation fraud, upon conviction, shall be guilty of a felony.                    
 
 
 



Authorization for Disclosure of Protected Health Information 
 

I,                                                      , authorize the disclosure of my protected health information 1 as described 
herein.  I understand that this authorization is voluntary and made to confirm my direction.  I understand that, if 
the person(s) or organization(s) that I authorize to receive my protected health information are not subject to 
federal and state health information privacy laws, 2 subsequent disclosure by such person(s) or organization(s) 
may not be protected by those laws. 

 
1. I authorize the following person(s) and/or organization(s) to disclose my protected health information(as 

specified below): 
 

Name(s): 
 

Organization(s): 
 

Address: 
 
2. I authorize the following person(s) and/or organizations to receive my protected health information as 

disclosed by the person(s) and/or organizations(s) above. 
Consolidated Benefits Resources, L.L.C. 
P.O. Box 581630, Tulsa, OK  74158-1630 

3. Specific description of the protected health information that I authorize for disclosure: 
 Treatment notes, diagnostic test results, history/physical notes, narrative reports, billing data. 
 
4. Specific description of the purpose for each use or disclosure: 

Workers’ Compensation Benefits 
 

5. I understand that I may revoke this authorization in writing at any time, except to the extent that the 
person(s) and/or organization(s) named above have taken action in reliance on this authorization. 

 
6. I understand the information released may include information that may indicate the presence of 

communicable or venereal diseases which may include, but are not limited to, diseases such as hepatitis, 
syphilis, gonorrhea and the Human Immune Deficiency Virus also known as Acquired Immune Deficiency 
Syndrome (“AIDS”). 

 
I have had the opportunity to read and consider the contents of this authorization.  I confirm that the contents are 
consistent with my direction. 

 
Signed       Date                                                                  
 
Name:                                                                                                                                                                           
                                                                                  
Employer: 
 
Address:                                                                                                  
 
Telephone:      Social Security No:   
 
 
Relationship or Authority of Personal Representative (if applicable) 
 
This Authorization to disclose PHI constitutes a waiver of privilege per 76 O.S. §19.  Photostatic copies of 
this Authorization carry the same authority as the original. 

                                                           
1 Protected health information (“PH”) is health information that is created or received by a health care provider, health plan, or health care clearing house with 
relates to: 1) the past, present or future physical or metal health of an individual; 2) the provision of health care to an individual: or 3) the past, present, or future 
payment for the provision of health care to an individual.  To be protected, the information must be such that it identifies the individual or proves a reasonable 
basis to believe that the information can identify the individual. 45C.F.R.164.508 
2 These laws apply to health plans, health care providers, and health care clearinghouses. 
 



 
Occupational Injury or Illness Report 

This form contains sections to be completed by both the supervisor and the employee. 
 The accident should be investigated by the supervisor of the injured employee or department involved.   

It should be completed soon as possible to obtain the most accurate information. 
 

 

Date of Injury:  Date Reported:  CALM  Member Name: 

Name of Employee:  S.S. No:  

Home Address:  

Home Phone:  Work Ext:   Date of Birth:  
Cell Phone:   
Sex:  Occupational Title: Date of Employment: 
Time Work Shift Began: 

                                         AM/PM 
Time Accident Occurred: 

                                       AM/PM 
Day of  week 
M    T   W   TH   F   S  SU 

Location:  

Injury Type (Circle) Comments, if any 

25 Foreign Body in Eye 81 Animal, Insect, Human Bite 28 Fracture 
43 Cut/Puncture 46 Hernia/ Rupture 02 Amputation 
40 Abrasion/Scratches  99 Heart Attack/Stroke 68 Skin Irritation/ Dermatitis 
10 Bruise/Contusion/Crushing 72 Hearing Impairment 07 Concussion/ Loss of Consciousness 
49 Sprain/Strain 66 Exposure (Chem. Temp. Elect) 24 Death 
04 Burn (Chem, Liquid, Electrical) 81 Exposure  (Blood/ Body Fluid) 00 Other 
    
 
Injury Cause (Circle) Comments, if any 

46 Struck by/ Against Object 31 Noise 85 Animal, Insect, Human 
25 Fall-Same Level, Different Level 98 Repetitive Motion/Trauma 84 Hot Object, Substance or Fire 
54 Jumping or Climbing 30 Slipping/Tripping 26 Caught in/Under/ Between 
48 Vehicle Accident/ Struck by Vehicle 57 Pushing/Pulling/ Lifting/ Carrying 59 Other 
  
Was injury caused by another person, faulty/broken equipment, a vehicle?  Yes No  
If yes, explain: 
 
Body Part Injured (Circle) Comments, if any

02 Head/Neck/Face/Mouth 44 Wrist     (Left    Right) 74 Hips/ Buttocks 
05 Eye       (Left    Right) 45 Hand      (Left    Right) 46 Fingers   (Left    Right) Digit: 
04 Ear       (Left    Right) 61  Back    (Upper   Lower) 83 Knee    (Left    Right)   
48 Shoulder  (Left   Right) 67 Chest/Abdomen  

Including internal organs 
85 Ankle    (Left    Right) 

41 Arm   (Left   Right) 66 Pelvis/ Groin 86 Foot    (Left    Right) 
42 Elbow   (Left    Right) 82 Leg   (Thigh   Calf) 87 Toes   (Left    Right) Digit: 
73 Respiratory 01 Other 96 No Physical Injury 
 
First Aid or Medical Treatment  

Was first aid given? Yes No If yes, by whom:  

Was medical treatment required by a physician or hospital? Yes No  

Physician/ Hospital Name, Address, and telephone number:  

 

 

 

 
 
 



Employee’s Statement     CALM        PAGE 2 
Explanation of injury ( How, When, Where)     
 
 
Date you first noticed the pain?  
Did this pain develop gradually?  Or suddenly?  
If the pain developed suddenly, exactly what were you doing when the pain was felt? 
 
If nothing unusual or unexpected happened, what do you think caused the pain? 
 
List body parts injured:  
Have you discussed this pain with anyone at work?  If yes, with whom and when? Yes  No  
Have you had any recent non-work related injuries/illnesses? If yes, please list: Yes No  
If the above answer is yes, what was the problem, when did it occur, and what (if any) medical treatment did you receive? 
 
 

Show part(s) of the body injured, noting the longevity, type and degree of pain. 
On the diagram below, indicate the location, description, and level of pain you are experiencing at this time.   
Example: “A-6= Ache- Severe pain” 
 Note type of pain: 

A = Ache B =Burning 

 

N = Numbness S = Stabbing 
P = Pins & Needles O = Other 

Note level of pain: 

0 No Pain 

1 Mild pain, you are aware of it, but it doesn’t bother you 

2 
Moderate pain that requires medication to tolerate the 
pain 

3 More severe pain 
4 Severe pain 
5 Intensely severe pain 
6 Most severe pain, unbearable 
  
  

Was medical treatment away from the job site offered?    Yes No  

If treatment was offered, but declined, please sign:  

I declare under penalty of perjury that I have examined all statements contained herein, and to the best of my 
knowledge and belief, they are correct and complete. 
Employee Name: (Print)  
Employee Signature:  

 
Date:  

 
Supervisor’s Statement 
As a result of your investigation, what do you believe occurred and why? 
 
From your investigation is the validity of the accident in doubt?   Yes No If yes, explain why. 
 
 
Was a third party at fault?   If yes, explain 
 
Were there any witnesses? If yes, please list 
Name Address Phone Date 
    
    
Supervisor’s Signature:  

 
 

 



 
 
 
 

Explanation of the “Workers’ Compensation-Sick/Annual Accrued Leave Election Form 
 
 
Title 85, known as the Workers’ Compensation Act allows any injured public university employee to 
receive up to 70% of their wage, not to exceed $577/week. This is tax-free.   For the majority of 
workers, the 70% TTD check approximates the employee’s normal take-home pay, so many elect 
option #3 on the form.  This protects the full value of their accrued sick/annual leave.  

 
The Act provides that a university employee must be allowed the opportunity to supplement their 
workers’ compensation benefits by using a pro-rated portion of their accrued sick/annual leave time.  
Unfortunately, the Act doesn’t define how to devise a pro-rated method to comply.   
 
Your university can devise its own method, or possibly use one of the following methods that some 
universities currently utilize.  It is also a good idea to obtain a written agreement from the worker 
indicating that if they do indeed make an election to supplement their pay, that the university is 
advised whether to deduct the pro-rated leave from the accrued sick leave or the accrued personal 
leave.  The ACT doesn’t address a priority on this issue either. 
 

1. Use a pro-rated formula of  1/3 day of accrued sick/personal leave for each day of TTD 
(Temporary Total Disability) 

2. Keep the employee on full pay status, but obtain a separate written agreement between the 
employee and the university whereby the employee agrees to sign over any TTD checks 
back to the university.  This method would still use the same 1/3 day of sick/personal leave 
for each day of TTD. 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
CALM   

Workers’ Compensation-Sick/Annual Accrued Leave Election Form 
 
The University shall provide the benefits established under the Oklahoma Workers’ Compensation Act to all 
University employees who are injured in on-the-job accidents.  All regular employees who are injured in on-the-
job accidents shall receive statutory benefits including medical expenses, temporary compensation and benefits 
for permanent disability or death and are allowed to make an election to supplement their temporary 
compensation.  

 
I suffered an on-the-job injury on (month, day, year)                              , while working for the University.  As a 
result of the injury, I acknowledge that I am entitled to receive temporary disability compensation according to 
the Workers’ Compensation laws of Oklahoma.  I further understand that I am entitled to receive such 
compensation for a period of time as may be provided for by law.  I have accumulated certain sick 
leave/personal leave benefits, because of my employment, which are available to me when I am unable to work 
because of illness or injury. 

 
Place an “X” in the appropriate option(s) below 
Mark One:     Certified   Support Personnel  

1.            I am electing to have my workers’ compensation benefits supplemented by deducting a pro-rated 

  portion from my accrued sick/personal leave time. 

Number of days            (To be filled in by a Human Resources representative) 

I understand that by choosing to be paid my accrued sick leave/personal leave in addition to the temporary disability 
provided by law, I will be paid my sick leave/personal leave on a pro-rated basis to the extent that I will receive my full 
wages until I return to work or the number of sick leave/personal leave days I have are exhausted.  I understand that 
after the number of specified sick leave/personal leave days are exhausted, I will receive temporary disability 
compensation for a period of time as may be provided for by law.  I understand that my accrued sick 
leave/personal leave benefits will be decreased on a prorated basis by those days I use as a result of 
making this election. 

 
2.            I am electing to be paid for the waiting period by deducting 3 days of wages from my 

sick/personal accrued  leave time.  

Under the Workers’ Compensation Act, temporary benefits begin the fourth day off work due to an on-the-
job injury.  The first three days are considered a waiting period during which time temporary benefits are not 
paid, but I request that I be paid my accrued but unused sick leave/personal leave to cover these three 
days.  

 
(Note:  if you are electing to be paid a supplement to your weekly workers’ compensation benefits; and also to 
be paid for the 3-day waiting period, you must mark your election to both numbers 1 & 2.) 
 

 3.            I do not authorize the use any of my accrued sick leave/personal leave benefits while I am off 
work due to my on-the-job injury.  I will be paid only the Workers’ Compensation benefits allowed 
by law. 

 

 

Name                                          _                                                               Social Security # ______________________                     
           Last                                       First                              Middle 

Address _______________________________________________________________________________________                     
               Number and Street                                                        City                                   State                      Zip Code 

Southeastern Oklahoma State University    Department_______________ Job Title_______________________     

 
_____________________________________   _____________________________                                                                          
Signature of employee                                                                 Date   
 
                                                                                                    Witness:_________________________________________             
                                                                                                                                         University Representative 



S:FORMS/SEXUAL HARASSMENT POLICY REVISED 2-06 

Southeastern Oklahoma State University 
Sexual Harassment Policy  

This policy is designed to apply to employment and/or academic relationships among faculty, staff, 
and students. It is the policy of Southeastern Oklahoma State University that sexual harassment of 
faculty and staff is prohibited in the workplace, including recruitment, appointment, working 
conditions, and advancement of employees. Sexual harassment of students is prohibited in and out of 
the classroom and in the evaluation of students' academic performance.  

The Regional University System of Oklahoma (RUSO) and Southeastern Oklahoma State University 
affirm its commitment to ensuring an environment for all employees and students which is fair, 
humane, and respectful - an environment which supports and rewards employee and student 
performance on the basis of relevant considerations such as ability and effort. Behaviors which 
inappropriately assert sexuality as relevant to employee or student performance are damaging to this 
environment. Sexual harassment by any member of the university community, including students, 
faculty and staff, is a violation of both law and RUSO and University policy, and will not be tolerated. 
Sexual harassment is a particularly sensitive issue which may affect any member of the university 
community and as such will be dealt with promptly and confidentially by the university 
administration. The RUSO reserves the right to deal administratively with sexual harassment issues 
whenever it deems appropriate to do so. (RUSO Policy # 5.6)  

It is also the policy that accusations of sexual harassment which are made without good cause shall 
not be condoned. It should be remembered that accusations of sexual harassment are indeed grievous 
and can have serious and far-reaching effects upon the careers and lives of individuals. This policy is 
equally applicable to faculty, staff, and students.  

This policy is in keeping with the spirit and intent of various federal guidelines that address the issue 
of fair employment practices, ethical standards, and enforcement procedures.  

Sexual harassment is defined as unwelcome sexual advances, requests for sexual favors, and other 
verbal or physical conduct of a sexual nature in the following context:  

1. when submission to or rejection of such conduct is made explicitly or implicitly a term 
or condition of instruction, employment or academic standing, status or participation in 
any course, program or other university activity;  

2. when submission to or rejection of such conduct by an individual is used as the basis 
for evaluation in making academic or employment decisions affecting such individual; 
or  

3. when such conduct has the purpose or effect of unreasonably interfering with an 
individual's work or academic performance, or creating an intimidating, hostile, or 
offensive working or academic environment.  

Sexual harassment encompasses any sexual attention that is unwanted, and includes sexual 
harassment based on sexual orientation.  

Whenever there is an instance of alleged sexual harassment, or reprisal for reporting same, prompt 
and corrective action shall be taken. Any attempt to penalize or retaliate against a person for filing a 
complaint or participating in the investigation of a complaint of sexual harassment will be treated as a 
separate and distinct violation of the Board and university policy. 

  

Exhibit BB



Examples of prohibited conduct prohibited by this policy may include, but is not limited to:  

• unwelcome sexual flirtation; advances or propositions for sexual activity; 
• continued or repeated verbal abuse of a sexual nature, such as suggestive comments and sexually  
      explicit jokes;  
• sexually degrading language to describe an individual;  
• remarks of a sexual nature to describe a person's body or clothing;  
• display of sexually demeaning objects and pictures;  
• offensive physical contact, such as unwelcome touching, pinching, brushing of the body;  
• coerced sexual intercourse;  
• sexual assault;  
• actions indicating that benefits will be gained or lost based on response to sexual advances.  

 
 

Sexual Harassment Grievance Procedure 

Grievance procedures consistent with the principles of due process have been developed and implemented 
for faculty, students, and staff. The latter includes all university administrative and professional employees 
and support staff.  

Sexual harassment is against the law and requires immediate attention and APPROPRIATE 
DISCIPLINARY ACTION.  
A complaint must be filed within one year of the incident to be handled under this procedure.  

Employees, students, or other individuals who feel aggrieved because of conduct that may constitute 
sexual harassment should inform the person(s) engaging in such conduct that such conduct is 
offensive and must stop. If such conduct does not stop, relief should be sought through the procedure 
below. If a student or worker feels uncomfortable about confronting the person engaging in the conduct, 
they should seek assistance as follows: Anyone who feels victimized by this behavior should contact 
proper supervisory personnel and/or the affirmative action officer. A supervisor receiving such a complaint 
should immediately advise the affirmative action officer to confer on appropriate action and determine if 
the problem can be resolved informally.  

If the complaint cannot be resolved informally, the complainant must submit a written complaint for 
investigation. After investigation, the affirmative action officer may convene a committee in a formal 
setting to review written charges, hear evidence and testimony, and make a determination on the evidence 
as to whether harassment did occur. If the finding is that sexual harassment did occur, the supervising vice 
president in concert with the affirmative action officer will take disciplinary action.  

At every step of the procedure, confidentiality will be maintained to protect the individuals involved. 
Employees or student failing to restrict confidential information or who give false information will be 
subject to disciplinary action.  
 

*I have viewed the Human Resources sexual harassment training presentation and if I have any questions 
I will contact Human Resources. 
 
 
*Employee Printed Name                                 Employee Signature                                             Date  

S:FORMS/SEXUAL HARASSMENT POLICY REVISED 2-06 
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Southeastern Oklahoma State University 
 

COUNSELING REPORT 

S:FORMS / Counseling Report Rev. 7-2011 

 

TO:  
 
FROM:  
 
DATE:   
 

This counseling report is submitted as a result of unsatisfactory job performance. 
 
 

A.  Explanation of the problem or deficiency (attach additional sheets if necessary). 

 

 

 

 

 

 

 

 

B. Explanation of required corrective action and timetable to reach satisfactory 
performance (failure to meet this requirement may result in a recommendation to terminate 
employment): 

 

 

 

 

 

 

 



Southeastern Oklahoma State University 
 

COUNSELING REPORT 

S:FORMS / Counseling Report Rev. 7-2011 

 

I have received a copy of this counseling report.  My signature does not mean that I 
agree with this report.  

 

___________________________________    
Employee Signature                       Date   

   

___________________________________ 

Witness Signature                           Date 

 

___________________________________    

Supervisor Signature                      Date 

Copies:  Administrative Supervisor 
              Human Resources Office 



OUT-OF-STATE TRAVEL REQUEST FORM  
Exhibit DD  

 
 

Please visit the Office of Finance website at http://www.se.edu/office-of-finance/ for form and information.  



TRAVEL INFORMATION CLAIM FORM  
Exhibit EE  

 
 

Please visit the Office of Finance website at http://www.se.edu/office-of-finance/ for form and information.  



Southeastern Oklahoma State University
Request/Approval of Leave Form

Salaried
Name of Employee Social Security Number CIRCLE ONE:

Hourly Pay
Job Title Department

FOR USE OF EMPLOYEE LEAVE APPROVAL OF LEAVE BY SUPERVISOR
a.m. NOTE: If the employee does not have the type of leave requested 

When will/did this absence begin? p.m. available at the time of the absence, the request must be changed to
Date the correct type of leave before the request is approved.

a.m. EXAMPLES:
When will/did you return to work p.m.     1.   If employee has requested sick leave and has not sick leave

Date           balance, the request must be changed to annual leave or 
          leave without pay before it can be approved

How many hours leave are you requesting?
    2.   If employee has requested personal leave and has already

Indicate type leave you are requestiong and submit required           taken 44 hours of personal leave in fiscal year, the request
documentation.  Do not request leave that you do not have           must be changed to annual or leave without pay before it
available to you.           can be approved.

         ANNUAL LEAVE HOURS.     3.   If employee has requested annyual leave and has no annual
          leave balance the request must be changed to leave

        PERSONAL LEAVE HOURS.           without pay before it can be approved.

        MILITARY LEAVE HOURS. The employee does the requested leave available at this time.  
The requst is approved.

        MATERNITY/PARENTAL LEAVE (Show above how leave is
        to be charged.) Department Supervisor Date

        (Furnish physician's release when you return to work.)
FOR USE IN COMPLETING TIME REPORT

        JURY DUTY HOURS.
Absence to be charged on time report dated:

        SICK LEAVE HOURS.
        A Physician's statement or release to return to work may be Absence to be charged as:
        required by your supervisor for any period of sick leave.  ANN (Annual Leave) HOURS.

        SABBATICAL/STAFF DEVELOPMENT LEAVE  PER (Personal Leave) HOURS.
               HOURS.

 MIL  (Military Leave) HOURS.
        LEAVE WITHOUT PAY/UNPAID MEDICAL LEAVE

               HOURS.  MAT/PAT (Maternity/Parental Leave) HOURS.

REASON
         (Leave withou pay cannot be approved when you have paid  JUR (Jury Duty) HOURS.
          leave available.)

 SCK (Sick Leave) HOURS.

      FMLA Leave  SAB/ STF DEV (Sabbatical/Staff Development Leave)
HOURS. HOURS.

(Contact Human Resources for Family Medical Leave Request)  LWP/UML (Leave Without Pay/Unpaid Medical Leave)
HOURS.

I certify that I have the above leave available to me.
All statements I have made above are correct to the The above leave has been properly reported on the
best of my knowledge. time report date

Signature of Employee Date Signature of Person Completing Time Report 10/9/2003
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Southeastern Oklahoma State University 
 

MATERNITY LEAVE FORM 
 

(See back of form for University Policy) 

 
 
________________________________     _________________________________ 
Name of Employee                                                    Division or Department 
 
 
________________________________     _________________________________ 
Job Title                                                                     Estimated Date of Birth  
 
 
 
_____________________, 20___, is the beginning date of my maternity leave.   
A physician’s statement with the estimated due date needs to be given to 
Human Resources as soon as possible.   
 
If my physician says it is medically necessary for me to be off work before the 
baby is born, I must give Human Resources a statement from my physician 
that says when I am to be off work.   
 
I understand that sick leave will be applied to time I must be off work due to 
medical necessity.  If my sick leave is exhausted, any accrued annual leave, 
comp time and personal leave I have will be applied. 
 
On my first post-natal visit, I will request my physician fax the approximate 
return to work date to Human Resources at (580) 745-7484.  This date can be 
amended as my physician deems necessary. 
  
I will advise my supervisor in writing within 30 calendar days after discharge 
from the hospital of my intent to return to work at Southeastern Oklahoma 
State University.   A physician’s statement releasing me to work must be 
provided to the Human Resources office before I may return to work. 
 
I  understand  that  the  date  of  my  return to active employment  must be 
agreed to by all parties including the attending physician.   
  
 
________________________________     _________________________________ 
Signature of Employee                             Date          Department Supervisor                              Date 
 
 
________________________________          
Human Resources Office                         Date 

 
 
 

An Equal Opportunity Employer 



SOUTHEASTERN INVENTORY TRANSFER SHEET

INVENTORY ITEM DESCRIPTION SERIAL LOCATION MOVED TO OTHER DISPOSITIONS

TAG NO. AND MANUFACTURER NUMBER BLDG #  ROOM # BLDG #  ROOM # DEPT STORAGE AUCTION DESTROYED

DEPARTMENT HEAD _______________________________    DATE ______________     RECEIVED BY____________________ DEPARTMENT      DATE________________

 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 

 
Contact Business Office for current form & procedures. 
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VEHICLE REQUEST FORM 
Exhibit II 

 
Please visit the Public Safety website at http://www.se.edu/public-safety/ for form and information. 



 MOTOR POOL DEPARTMENT TRIP TICKET FORM 
Exhibit JJ  

 
 

Please visit the Public Safety website at http://www.se.edu/public-safety/ for form and information. 
 

http://www.se.edu/public-safety/


STEP #8
GET WITNESSES
_______________________________________
NAME                                                   PHONE NO.

_______________________________________
ADDRESS

STEP #9
Call Risk Management

OKC Area 521-4999

Statewide Toll Free 1-888-521-RISK

DATE OF INCIDENT:_____________________
TIME: __________________________________

ADDRESS:______________________________
_______________________________________

GET THE FACTS!!!
_______________________________________
_______________________________________
_______________________________________
_______________________________________
_______________________________________
_______________________________________

_______________________________________
SIGNATURE OF DRIVER                    DATE

CONTACT YOUR SUPERVISOR IMMEDIATELY AND
COMPLETE A STANDARD LIABILITY REPORT FORM
AND SCOPE OF EMPLOYMENT FORM AND SEND TO
YOUR AGENCY RISK MANAGEMENT COORDINATOR
IIMMEDIATELY

STATE OF OKLAHOMA

RISK MANAGEMENT DIVISION
P.O. BOX 53364

OKLAHOMA CITY, OK 73152
405-521-4999

STATE WIDE TOLL FREE 
(for agency use only)

1-888-521-RISK (7475)

ACCIDENT
INFORMATION

FORM

STATE
 OF

 OKLAHOMA
Department of Central Services

RISK MANAGEMENT DIVISION

THIS FORM IS TO BE  KEPT IN THE GLOVE
COMPARTMENT OF ALL STATE AND 
PERSONAL VEHICLES BEING USED BY   STATE  
EMPLOYEES WHILE ACTING WITHIN THE SCOPE OF
THEIR EMPLOYMENT.
THE FACTS REQUIRED IN THIS FORM MUST BE
COMPLETED TO THE EXTENT THAT INFORMATION IS
AVAILABLE AT THE TIME OF THE ACCIDENT
 

THIS FORM IS
NOT TO BE GIVEN TO CLAIMANTS
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IN CASE OF AN ACCIDENT...

STEP #1
Aid the injured
Do not move injured individuals unless
absolutely necessary.

STEP #2
DON’T COMMENT!!!
Do not make any statements concerning the
assumption of liability.  Only give information
required by authorities.  Do not sign any
statement except from an authorized
representative of the Risk Management
Division or your agency’s authorized legal
counsel.

 STEP #3
Call the police
Give exact location and advise if medical
help is needed.  Write down  the name(s)  
and badge number(s) of police officer(s)
who assist you. 

Name                                                                 

Badge #                                                            

Traffic Violation issued to:  

! State Vehicle ! Other Vehicle

STEP #4
Facts about your vehicle  

____________________________________

Agency                                     Department

____________________________________

Driver’s Name

____________________________________

Department Phone #

____________________________________
Make/Year                                       Tag No.

____________________________________
Location of Damage                        Amount

STEP #5
Obtain facts about other
vehicles
__________________________________________

Name                                              Phone No.

__________________________________________

Address                                 

__________________________________________

Make/Year                                         Tag No.

__________________________________________

Driver’s License No.                  Insurance Co.

__________________________________________

Location of Damage                          Amount

STEP #6
OBTAIN FACTS ABOUT
INJURED PERSON(S)
________________________ 
Name                                                         Age  

________________________
Address                                            Phone No.   

Injured Party:

 ! In State Vehicle  ! Pedestrian

! In Other Vehicle

STEP #7
Record facts about other
property damage
(Non-Vehicular)
________________________
Owner’s Name                               Phone No.

________________________
Address

________________________
Property Damaged

________________________
Nature of Damage (be brief)
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State of Oklahoma 
Department of Central Services 
Risk Management Division 

 
SCOPE OF EMPLOYMENT

FORM 
 

DCS/RISK MGMT - FORM 002 - (03/2002)  PAGE 1 of 1 

 P.O. BOX 53364 
 OKLAHOMA CITY, OKLAHOMA  73152 
 405/521-4999  -  Fax No:  405/522-4442 
 

CLAIM NO: ___________________

AGENCY NAME: ___________________________________ AGENCY NO #: ___________________ 
 
EMPLOYEE:                                                                                PHONE#:                                    
 
JOB TITLE:                                                                           
 
TYPE OF EMPLOYMENT:     FULL-TIME      TEMPORARY       VOLUNTEER      CONTRACT 
       
 
WHO AUTHORIZED THIS SPECIFIC DUTY:                                                                                
 
TIME OF INCIDENT:                                                                                                                     
 
 
PLEASE DESCRIBE IN DETAIL WHAT SPECIFIC DUTY WAS BEING PERFORMED AT THE TIME 
OF THE INCIDENT. 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                                                                                                                             
EMPLOYEE SIGNATURE     SUPERVISOR SIGNATURE 

 

                                                                        
       PLEASE TYPE OR PRINT NAME (SUPERVISOR)     
 
                                                                                                                                     
DATE  
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State of Oklahoma 
Department of Central Services 
Risk Management Division 

 
STANDARD LIABILITY 

INCIDENT REPORT 
 

DCS/RISK MGMT - FORM 001 (03/2002)   Page 1 of 2 

 P.O. BOX 53364 
 OKLAHOMA CITY, OKLAHOMA  73152 
 405/521-4999  -  Fax No:  405/522-4442 

CLAIM NO:  
 

AGENCY NAME______________________________ CODE ________ PHONE__________________ 

TYPE OF EMPLOYMENT:              FULL TIME         TEMPORARY       VOLUNTEER       CONTRACT 
                                                                                                 (check one) 

DRIVER OR EMPLOYEE:_______________________ JOB TITLE:__________________________ 

DIV. OR DEPT:__________________ ADDRESS:________________________ PHONE:__________ 

SPECIFIC DUTY BEING PERFORMED:__________________________________________________ 

__________________________________________________________________________________ 

 
 
VEHICLE INFORMATION 
OWNED BY: STATE ____________ OTHER ___________ MAKE _____________ YEAR__________ 

BODY TYPE:______________ VEHICLE TAG #: _______________ VEHICLE #:_________________ 

AMOUNT DAMAGE: __________________ WHERE DAMAGED:______________________________ 

 
CLAIMANT’S NAME: __________________________________ PHONE:_____________________ 

ADDRESS:___________________________ CITY:______________ STATE:_____ ZIP:__________ 

WAS CLAIMANT OR PASSENGER INJURED? __________ 

DESCRIBE________________________________________________________________________ 

NAME DOCTOR OR HOSPITAL:_______________________________________________________ 

CLAIMANT VEHICLE:________________________________________________________________ 
                                                   Make                       Yr                     Body Type                                Damage Amt. 
WHERE DAMAGED:_________________________________________________________________ 

CLAIM FORM REQUESTED?           YES           NO  

 
INCIDENT DATE:_________________________ TIME:___________ LOCATION:________________ 
__________________________________________________________________________________ 

Give – CITY – STREET – HIGHWAY – COUNTY 

DESCRIBE INCIDENT: 

 

 

WAS EMPLOYEE AWARE OF INCIDENT?          YES           NO                                    
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State of Oklahoma 
Department of Central Services 
Risk Management Division 

 
STANDARD LIABILITY 

INCIDENT REPORT 
 

DCS/RISK MGMT - FORM 001 (03/2002)   Page 2 of 2 

 
REMARKS: 
 
 
 
 
 
 
 
 
 
Diagram of Accident 

 
 
              N 
     
  W                    E 
       
           S 
 
 
 
 
 
 
Car #1 Employee 
Car #2 Claimant 
 
 
WITNESSES 
NAME                                            ADDRESS                                              TELEPHONE 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
 
 
AUTHORITIES REPORTED TO:________________________________ NAME:_________________ 
WERE THERE ANY CITATIONS?   YES _____  NO _____ WHO:_____________________________ 
                                                           WHAT: ______________________________________________ 
 

DRIVER’S SIGNATURE:__________________________ DRIVER’S LICENSE NO.: _______________ 
REPORTED BY: ____________________________ DATE: ____________ PHONE: ______________ 
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 REQUISITION (DPS PURCHASE REQUEST) 
Exhibit LL 

 
 

Please visit the Office of Finance website at http://www.se.edu/office-of-finance/ for form and information.  

http://www.se.edu/office-of-finance/


UNIVERSITY PURCHASE ORDER FORM 
Exhibit MM 

 
 

Please visit the Office of Finance website at http://www.se.edu/office-of-finance/ for form and information.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.se.edu/office-of-finance/
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