St. John’s University, New York

Agreement for a Flexible Work Arrangement: Telecommuting


St. John’s University, New York

Agreement for a Flexible Work Arrangement

Type:  TELECOMMUTING

Before completing this agreement, make sure you have read and understand Human Resources policy #115 on Flexible Work Arrangements (FWA) found in the HR Policy Manual, and that the work arrangement being constructed here conforms to the policy.  If any element of this agreement does not comply with University policy, the agreement shall not be valid.

Eligibility:  This option applies to full-time and part-time administrators and staff.  To be eligible to request a FWA, an employee should have at least one (1) year of full-time service with the University, fully satisfactory performance, a job that can accommodate such a request, and a demonstrated work ethic that can support the FWA.

Trial Period and Periodic Reviews:  This FWA is subject to a three-month trial period, during which the effectiveness of the work arrangement will be evaluated.  Either the employee or the University can decide to discontinue the work arrangement upon completion of the three-month trial.  For ongoing FWA’s, a schedule for periodic reviews will be established by the supervisor, but should be conducted at least annually.

Discontinuation:  This FWA may be discontinued by the employee or the University at any time if it becomes unfeasible.  Reasonable notice of discontinuation should be given in order to phase back into the on-site workplace.

Benefits:  The status of benefits will generally not be affected by participation in a  telecommuting work arrangement.  However, if the hours per week are reduced, certain benefits may be affected and the employee is directed to contact the Benefits office for specific information.

(
(
Employee & Supervisor to Complete this Section

(
(
Employee’s Name and Title: _______________________________________________________

Department: ___________________________________________________________________

Recommending Supervisor’s Name:  _________________________________________________

Department Head’s Name: ________________________________________________________

Specific work arrangement: ________________________________________________________
Effective Date of the FWA:  ______________________________________

Ending Date of the FWA (if applicable):  ____________________________

Employee and supervisor have read and understand the Guidelines for a Safe Home Work Environment included in the Telecommuting option of the FWA policy:    YES          NO
HR Services has been notified of the work schedule change:    YES          NO
(Submit this form with a PCF to HR Services, who will notify the Benefits and Payroll offices, as necessary)

(
(
 Supervisor to Complete this Section

(
(
Employee meets eligibility criteria (defined above):    YES         NO
If no, why should this FWA be considered: ____________________________________________

______________________________________________________________________________

______________________________________________________________________________

The Considerations that are listed for Telecommuting work arrangements in the FWA policy, and any other considerations deemed appropriate, were fully reviewed by the supervisor:  YES         NO

The Expectations that have been agreed to for this FWA are: 

1. Work Schedule: ______________________________________________________________

2. Equipment/Supplies needed: ___________________________________________________

3. Work Setting: _______________________________________________________________

4. Frequency and scheduling of onsite time at the University: _____________________________

___________________________________________________________________________

5. Method and criteria for performance evaluation: _____________________________________

___________________________________________________________________________

6. Care-giving arrangements, if applicable: ____________________________________________

7. Timing for periodic reviews of the telecommuting arrangement (applies to ongoing FWA’s): ___________________________________________________________________________

8. Other requirements, expectations, or comments: ______________________________________________________________________________________________________________________________________________________

This FWA Agreement was agreed to by:
_______________________________________ 

_______________________

(employee)





      Date

_______________________________________ 

_______________________

(supervisor)

 



      Date

_______________________________________ 

_______________________

Approved by Department Head    




      Date

Copies to:       Employee       Supervisor       HR
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