
	Employee Name:
	
	Department:
	

	Position:
	
	Overtime Week Ending: (Friday’s date)
	


Overtime Compensation Category:

  FORMCHECKBOX 
  Overtime Wages 

Date Overtime Occurred

            Reason for Overtime
	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


______________________________

_____________________

Employee’s signature:



Date:

_______________________________
_____________________

Supervisor’s signature:



Date:

_______________________________
_____________________

Department Head/Official’s signature

Date:

OVERTIME AUTHORIZATION FORM REQUEST








