	MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES                                                                                     Administrative Policy 10.2
OFFICE OF HUMAN RESOURCES                                                                                                                                        Attachment C

PERforM Performance Appraisal Response Request Form

**Form MUST be submitted electronically to Division Director or Designee with copies to Rater and Reviewer within five (5) work days of presentation of your rating.

	EMPLOYEE NAME (Last, First, MI):

     
	TITLE:

     

	DIVISION/SECTION/BUREAU/UNIT:

     
	WORK LOCATION/ADDRESS:

     

	RATER:      
	REVIEWER:      
	DATE RECEIVED APPRAISAL:      

	Explain, in detail, which component(s) you wish to be changed and specifically what you are providing in support of this request. A copy of your PERforM rating MUST be attached.  Include attachments if necessary. NOTE: Attach additional sheets if needed.


     


	ATTACHMENTS INCLUDED:   FORMCHECKBOX 
  YES     FORMCHECKBOX 
  NO           LIST ATTACHMENTS:      
	DATE SUBMITTED:

     

	SECTION TO BE COMPLETED BY DIVISION DIRECTOR OR DESIGNEE

Submitted request and all listed attachments within time frames:   FORMCHECKBOX 
  YES     FORMCHECKBOX 
  NO
After reviewing the employee’s request for response and the documentation provided, should the performance appraisal be:

CHANGED   FORMCHECKBOX 
                      NOT CHANGED   FORMCHECKBOX 


	Basis for Decision?

     


	Authorized by: 

     
	Date Authorized: 

     

	Date  Returned to Employee, Reviewer, Rater, & OHR:       



  Revised 12-15-11



DISTRIBUTION: No Changes – Copy of PA & Response Packet (form & attachments) to OHR, employee & unit file.


Changes to PA – Original PA and Response Request Packet to OHR with a copy to employee and unit file.








