San Bernardino County

REQUEST TO FILL POSITION JUSTIFICATION
	DBH Log #:
	
	
	DATE:
	     


	 FORMCHECKBOX 
 On-Line PR(s)
	EMACS Sequence No(s):
	     
	   Finance  Analyst:  SYDNEY FLOOD

	 FORMCHECKBOX 
 Manual PR (“See original certification” is eliminated)

	 FORMCHECKBOX 
 Extra Help/ PSE                 FORMCHECKBOX 
 Dual Fill                FORMCHECKBOX 
 Returning Retiree                 FORMCHECKBOX 
 Recurrent      FORMCHECKBOX 
 DBH Reassignment List      FORMCHECKBOX 
 Temp


	Department:
	Behavioral Health
	Program:
	     
	Cost Center:
	     

	Position Number:
	     
	Job Code:
	     
	Classification
	     

	Funding Source(s):
	
	Fund:
	     
	Dept:
	     
	Org:
	     

	Number of positions in this classification in division:
	      
	    Number of vacancies in classification in this division:
	     

	Total # of positions in this division:
	     
	    Total # of vacancies in this division:
	     

	Position Head Count:
	
	Position Budgeted 
Dollars:
	$      
	Vacant:  FORMCHECKBOX 
 Yes
	     
	 FORMCHECKBOX 
 No
	     
	

	
	
	
	
	
	Vacant Date
	
	Vacant When
	

	Previous Employee/Incumbent:
	
	
	Location/City of Position:     

	Also document reason employee leaving
	     

	Space availability:
	
	Special Skills:
	     


JUSTIFICATION

Is position vital to revenue streams?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
Is this a hard to recruit/retain classification?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes to above, has a classification study been requested through Human Resources?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Is position part of approved policy item or mandate?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Briefly describe job duties and explain immediate and long term service impact of not filling this position: (for more room use page 2)

     
Please explain why dividing the duties and responsibilities among existing staff cannot accomplish the workload: (for more room use page 2)

     
	     
	
	
	
	

	Requestor Name:
	
	Signature:
	
	Date

	     
	
	
	
	

	Deputy Director:
	
	Signature:
	
	Date

	     
	
	
	
	

	Budget Contact Name:
	
	Signature:
	
	Date

	     
	
	
	
	

	Director Name:
	
	Signature:
	
	Date

	Department:
	Behavioral Health
	Program:
	     
	Cost Center:
	     

	Position Number:
	     
	Job Code:
	     
	Classification
	     


JUSTIFICATION (CONTINUED)
     
RTF (10/14)

Page 2

