06/17/2016
LHP-07

[bookmark: _GoBack]LOCAL HEALTH PERSONNEL BRANCH
TRANSFER-OUT REQUEST
TO:		Click here to enter text.
FROM:		Click here to enter text.
DATE:		Click here to enter text.
SUBJECT:	Click here to enter text.
[bookmark: Text4]Please accept this signed request as my approval for the employee mentioned below to transfer out of the ENTER COUNTY AND/OR NAME OF DISTRICT EMPLOYEE IS TRANSFERRING FROM.  
	INFORMATION REQUIRED FOR THE TRANSFER-OUT

	DATE ACTION IS TO BE EFFECTIVE:
	[bookmark: Text2]     

	EMPLOYEE’S FULL NAME:
	     

	EMPLOYEE ID#:
	     

	CLASS TITLE:
	     

	TITLE CODE:
	     

	EMPLOYEE’S SALARY:
	     /HOUR

	WEEKS OF SERVICE AT THE TIME OF TRANSFER:
	     

	ANNUAL INCREMENT DATE: 
	     

	SICK LEAVE BALANCE:
	      AS OF ENTER DATE OF THIS MEMO

	ANNUAL LEAVE BALANCE:
	      AS OF ENTER DATE OF THIS MEMO

	PAYROLL DEDUCTIONS:
	     

	ADDITIONAL INFORMATION/COMMENTS:
	     




_____________________________________________     ______________
Appointing Authority				         		  Date
