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Department of Health and Human Services

           Banded Work Plan

	Employee Information

	Employee’s Name:

     
	Position:
     
	Work Cycle Dates

From:             To:       
	Division/Facility/School:
     
	Section/Unit:

     


	Initial Discussion

	Date of Initial Work Plan and Career Development Discussion: 
     
	As discussed with my supervisor, I understand my Performance Expectations and the methods we will use to document results.
Employee’s Signature:                                                                    Date:      

	Supervisor’s Name:

     
	Position:
     
	Supervisor’s Signature:

     
	Date:
     

	Manager’s Name:

     
	Position:
     
	Manager’s Signature:

     
	Date:
     


	Interim Review 

(Must also complete Interim Review column on next page.)

	Date of Interim Review Discussion:

     
	Improvement Plan Needed:  
 FORMCHECKBOX 
 Yes (attached)     FORMCHECKBOX 
No

	Employee’s Signature:        
Comments (optional):        

	Date:
     

	Supervisor’s Signature:       
Comments (optional):        

	Date:
     

	Manager’s Signature:

     
	Date:     


	Final End of Cycle Review (Signatures on next page.)

	Date of End of Cycle Discussion:                                                                

     
	Improvement Plan Needed:   
 FORMCHECKBOX 
 Yes (attached)     FORMCHECKBOX 
 No


Notes: Provide photocopies of signed form to Employee, Manager, and the Human Resources Office.
Job duties are defined on job description.  Employee banded workplans for PM cycle 2006-2007 are considered a pilot. The current DHHS Performance Management Policy applies with the exception of Dimensions. Because Competencies are assessed, the Dimensions are not included in Workplans. All Hiring Managers and Supervisors should complete training and review the Workplan Guide for Banded Employees before creating new workplans for banded employees.

	End of Cycle Signatures 

	Supervisor’s Comments:      
I have discussed and reviewed the documentation with the employee. 
Supervisor’s Signature:                                                                                                       Date:       

	Employee’s Comments:      
Employee’s Signature:                                                                                                                                        Date:      

	Manager’s Signature:                                                                                                                                         Date:      


	Performance Pay Dispute Process: A less than “Outstanding” overall performance rating may be appealed by filing a written complaint with your Human Resources Office, as stated in DHHS Directive Number III-9, no later than 15 calendar days after receiving your completed end of cycle review and workplan.


	Vision Statements  l  Performance Indicators/Measures  l  Pay Dispute Process

	DHHS Vision: By 2008, the North Carolina Department of Health and Human Services will be a national leader in improving the health, safety, well-being, and independence of North Carolina’s people.

	Division/Facility/School Vision: 

Provided by management:      

	Program/Section/Unit Performance Indicators/Measures: 

Provided by management:      

	Outcomes  l  Expectations  l  Ratings

	Outcomes/Goals:

(List 2 to 3)
	Performance Expectations:
(List 1 to 3 Expectations per Outcome.)
	Tracking Sources and Feedback Frequency:
	Interim

Review: 

(Meeting at least the “Good” level)  
	Documentation to Support Rating:


	Final Rating:



	     
	     
	     
	 FORMCHECKBOX 

	     
	     

	     
	     
	     
	 FORMCHECKBOX 

	     
	     

	     
	     
	     
	 FORMCHECKBOX 

	     
	     

	
	Overall Summary Rating:
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