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The College of New Jersey
Notification of Shift

Employee Name: ____________________________
Employee ID:        ____________________________
Department:        ____________________________

Indicate Shift Assignment:    Day Shift               Evening Shift                 Night Shift
Indicate Hours of Shift: _______________________
Indicate How Many Hours are Evening or Night Shift: ____________________
Is This Assignment:              Temporary or Permanent
Begin Date: ______________   End Date: ________________
Reason for Change: __________________________________________________________________________________________________________________________________________________________________

Supervisor Signature: ___________________________________   Date:  _____________________
*The original form must be submitted to the Payroll Department.  The form should be submitted no later than one week prior to the check date.
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