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Miracles mad daily.





                   Human Resources Capital Management
Compensation Department
Tel. # 786-466-2975

Personnel Action Memorandum
* Required Fields
	SECTION 1 (Required): CURRENT EMPLOYEE INFORMATION
	Payroll Section (Retro Only)

	* Last Name:
	     
	* Current Job Code #:        
	* Retroactive Pay Change:   FORMDROPDOWN 


	* First Name:
	     
	* Current Cost Center:       
	

	* Lawson Employee Number:
	     
	* Current Grade:                 
	* Retro Grade:       

	* Current Title:                  
	* Current Step:                 FORMDROPDOWN 
   
	* Retro Step:       FORMDROPDOWN 
        

	* Current Union:              FORMDROPDOWN 
  
	* Current Rate:                    
	* Retro Rate:          

	* PAM EFFECTIVE DATE:              FORMDROPDOWN 
                                   
	* Retro Effective Date:     

	SECTION 2 (Required): NEW PERSONNEL ACTION:  FORMDROPDOWN 


	SECTION 3 (Required): ACTION REASON: 

	Correction

 FORMDROPDOWN 

	Job Change 

  FORMDROPDOWN 

	Pay Change 

 FORMDROPDOWN 

Pay Exception Type:

 FORMDROPDOWN 
     FORMDROPDOWN 

	Cell Stipend

 FORMDROPDOWN 

* Cell Phone #: 

     
	Status Change

 FORMDROPDOWN 

	Restoration

 FORMDROPDOWN 

	Separation

 FORMDROPDOWN 
 (A-L)

 FORMDROPDOWN 
 (M-Z)

	
	
	
	
	Other:

     
	
	

	SECTION 4 (Required): NEW JOB INFORMATION (Fields that are not changing should be marked as  “No Change”)

	*New Job Code:      
	New Position Number:      
	New Union:  FORMDROPDOWN 

	New Cost Center:       

	*New Job Title:        

	* New Pay Information

	New Hourly Rate:      
	Annual Salary:      
	Rate Change (%):      

	New Step/Grade Schedule:       
	New Grade:           
	New Step:   FORMDROPDOWN 


	New Anniversary Date:      
	Next Salary Review Date:      
	Benefit Date:      
	Assignment Date:      

	Work Periods

	*Employment Status:    FORMDROPDOWN 

	*FTE:      
	*True Shift Code:  FORMDROPDOWN 

	*Work Schedule:   FORMDROPDOWN 


	Work Time:     Begin       :      FORMDROPDOWN 

	Work Time:     End          :      FORMDROPDOWN 

	# of Hours/Pay Period:       
	Home Clock Number:       

	Compensation Audit Initials/Date: 
	Personnel Records Audit Initials/Date: 

	SECTION 5 (Required): COMMENTS

	     


	SECTION 6 (Required): APPROVAL SIGNATURES





	* Direct Supervisor's Name
	* Direct Supervisor's Signature
	*Date

	     
	
	     

	* Corporate Director's/VP’s Name
	*Corporate Director's/VP’s Signature
	*Date

	     
	
	     

	*Human Resources Mangement Printed Name
	*Human Resources Management Signature
	*Date

	     
	
	     

	* Compensation Department Printed Name
	* Compensation Department Signature
	*Date

	Sanda Kovacevic
	
	     


