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Faculty Reassigned Time Request Form 
Instructions 
To be completed by the faculty member requesting Reassigned Time. After completing the form, please submit 
the Form to your Department Chairperson and School Dean for his/her recommendation, signature and date. 
Lastly the form is sent to the Provost for his/her recommendation and signature and then forwarded to the 
budget office for processing.  
 
Date    
 
Faculty Name   Department(s)   
 
Semester(s) for which Reassigned Time is being requested.   
 
How many hours of Reassigned Time are you requesting?   
 
Please state below, the reason(s) for the Reassigned Time. 
 

 

 
 
Please indicate the source(s) of funding for the requested Reassigned Time. Please attach supporting 
documentation (RF grant number, Department Name/Code(s), University approval). 
 

 

 
 

Required Recommendations and Signatures 
 
Recommended 

 
 

  
Not Recommended 

 
 

   
Date 

 

 Department Chairperson’s Signature 
 
 
Recommended 

 
 

  
Not Recommended 

 
 

   
Date 

 

 School Dean’s Signature 
 
 

*For Official Use Only* 
 

 
Reassigned Time  Approved   Denied  Semester(s

) 
 

 
 
 
Date of Decision 

   
Provost’s Signature 
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