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Verification of Affiliate Faculty Appointment Status

I certify that I am a _____ (enter percent or # of 8ths) employee at ____________________ (enter name of affiliate, i.e. LBVA, LB Memorial) and will report immediately any change in my employment status to the Chair of the Department of ___________________ and the Dean of the School of Medicine.


Health Sciences Compensation Plan
Statement of Agreement

I certify that I have received a copy of the University of California Health Sciences Compensation Plan, the UCI School of Medicine Implementing Procedures and department compensation procedures.  I agree to comply with all of the terms and conditions contained therein.  I understand that I may not retain any income from my professional services except as stipulated in those documents.  I understand that my primary professional commitment is to the University and ___________________________________ (enter name of affiliate, i.e. LBVA, LB Memorial).  I understand further that compliance with provisions contained in the Health Sciences Compensation Plan, the Implementing Procedures and department compensation plan procedures is a condition of employment for Plan members.
I certify that I am not currently engaged in professional activities that would result in my being found in non-compliance with the Health Sciences Compensation Plan or the UCI School of Medicine Implementating Procedures.


NAME (PLEASE PRINT) _______________________________________________________
DEPARTMENT _______________________________________________________________

______________________________________________________________________________
			Signature						Date

______________________________________________________________________________________
		Department Chair Signature					Date
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