St. John’s University

Office of Grants and Sponsored Research

Additional Compensation Pre-approval Form

SECTION A: To be completed by the Project Director of Sponsored Program  

	Project Director
	
	

	First Name:

     
	Last Name:

     
	Department:

     

	Employee to be paid
	
	

	First Name:

     
	Last Name:

     
	Department:

     

	X Number:
     
	Title:

     
	Role on project:

     

	Project Information
	
	
	
	

	Sponsor Name:
     
	Org:
     
	Fund:
     
	Account:
     
	

	Description of work to be performed:

     

	Start Date:

     
	End Date:
     
	Total # of Hours or Days:
     

	Amount Requested:

     
	Details of Calculation:

     


Is this work outside of the normal duties of the employee?  FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No

If “No”, provide detail:      
Will this work be performed outside of the normal hours of the employee?  FORMCHECKBOX 
 Yes
         FORMCHECKBOX 
No
If “No”, provide detail:      
Please list all other activities for which the employee has or expects to receive additional compensation through the University during the current fiscal year (do not include base salary or summer salary for faculty members on 9-month appointment). Payment amount is required.
	Date
	Hours Worked
	Location
	Nature of Services

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


SECTION B: Approvals

Before signature and submission, please note that every employee must also meet the following eligibility requirements of the University:
-The employee must be in good standing.
-The employee cannot be under any corrective action.

-This work must not conflict with current employment responsibilities and work hours.

By signing below, I certify that I have reviewed this form and that it is complete and accurate to the best of my knowledge.
Project Director/Principal Investigator
Signature __________________________________________ Date _____________  
Employee
Signature __________________________________________ Date ______________ 
Chair/ Department Head/ Vice President/ Equivalent
Signature __________________________________________ Date ______________
Dean (only if the employee is a faculty member)
Signature __________________________________________ Date ______________ 
SECTION C: Review

I have reviewed this form and have judged that the requested payment is in compliance with University and sponsor policies.

Director, Office of Grants and Sponsored Research
Signature __________________________________________ Date ______________ 
Rev. 4/11
1

