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St. Joseph’s Health
Authorization to Recruit

Check one:  Paterson       Wayne     Cedar Grove	 	 
	Department Name                                                             Leaders Name
 
	Cost Center 
	Division 

	Job Title 
 
	Job Code 

	Position Control # 
 
	Contact Name & Extension (Immediate Supervisor) 
	Date Submitted 

	 Replacement - Name of Incumbent: __________________________    Last day in Position_____________ 

  New Position

	
 Full-time                 Part-Time:  # of Hrs.  ______                 Per Diem         Temp/Agency: Please provide end date___________       
                         
Shift:                  Day     Even     Night        Hours of work:  From _______ To ________ 
Grant Funded:   Yes     No    If yes, duration of grant: From________________   To_______________ 

Do the essential duties of this job permit working from a remote location?            Yes     No    
If yes, would you like remote work arrangements advertised in the job posting?   Yes     No    
Does this position require fit testing?                                                                      Yes     No    


	Positon Justification for Replacement: 
 
 
  


Situation
In 1 or 2 sentences, state the problem to include issues driving your request and what you are trying to impact (patient care, safety or other).__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Example:
We are currently not meeting the weekend needs of our patients our patients in Department A.


Background
Provide the history of the situation and the key issues.  Utilize metrics to support the information, if needed
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Example:
Department A is a crucial component for multiple service lines to include Neuroscience, Orthopedic Surgery, and Trauma.  Although the numbers of patients have increased along these service lines, we have not increased our capacity to care for these patients on the weekend.  We have received multiple physician concerns regarding our weekend physical therapy services and the data below shows we are not meeting the needs.  
	Metric
	FTE

	Volume Adj Target/Weekend Day
	15.0

	Staffing/weekday
	6.0

	Float/Per Diem
	.1

	Functional
	5.9

	Current Temps
	1.4

	Functional Staff
	7.3

	Operational Deficit
	-7.7


 Current Volume Data:  The weekend volume at SJUH is as follows: 108 evaluation orders per Saturday and Sunday and 268 treatments per Saturday and Sunday.  With our current weekend staffing:
 •             xx% of evals are seen 
•             xx% of treatments completed per plan of care 
	
	Use a table, if needed.



Assessment
Provide what changes are needed in processes, supplies or staff.  State how this will impact the outcomes. A table could be used in the section, if needed, show how the assessment would impact the department.


_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Recommendations
Provide detailed recommendations of the changes in processes, supply needs or staffing requests based on the data and information above.  Also, provide who will own it, if applicable._______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




Name of Originator:  ______________________________________________ 	Date:  _____________ 
                              
Authorization Signatures: 
 Dept. Director:  __________________________________________________ 	Date:  _____________ 
 SVP/Vice President:  ______________________________________________ 	Date:  _____________ 

 VP/CHRO ______________________________________________________ 	Date:  _____________ 
 
 CAO/COO: ______________________________________________________   Date: ______________ (Temp/Agency Only)

 CFO: ___________________________________________________________   Date:_______________ (Temp/Agency Only)
 FOR HR USE ONLY 

	Date Received in Recruitment & Init: 
 
	Recruiter Assigned: 
	Date Placed on Job Listing & Initials: 
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