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______________________________________________________________________________ 

 

* * CITY OF STEVENS POINT * * 

ADMINISTRATIVE POLICY 
 

Policy Title:      Position Reclassifications    Policy No. 2.05 

 

Date of Issuance:  December l8, l989                     

 

Revision Date:    April 18, 2016                                           

______________________________________________________________________________ 

 

Description:  The purpose of this policy is to explain the procedure for submission and review of job 

reclassification requests for positions covered under the City’s pay plan.  More of the “same level of work” 

is not a basis for reclassification, but rather new work of a higher level of responsibility shall be 

demonstrated.  

 

Department reorganizations are not a part of this process. 

 

1. A request for reclassification may be initiated by (l) the employee, with department head approval; 

(2) the supervisor or department head; or (3) the Personnel Committee in the following manner. 

 

A. Requests are to be submitted to the City Human Resource Manager.  A list of positions 

seeking a reclassification will be provided to the Personnel Committee after a request is 

submitted to Personnel. 

 

        B. All requests for reclassification must be supported with a substantial change in job duties 

and responsibility since the last review of the position.  Requests will include:  an updated 

job description, organizational chart for the appropriate work unit, a recommended pay 

grade, an indication of other positions performing comparable work, and a completed 

Classification Review Request Form.  The immediate supervisor and Department Head 

must complete and sign the “review” page of the form. 

 

C. Reclassification review and recommendation will be completed by the City Human 

Resource Manager within 120 days of receiving the request. 

 

D. Final recommendations, including fiscal impact, will be presented to a Review Committee 

comprised of the Mayor, Comptroller/Treasurer, Personnel Committee Chairperson, Human 

Resource Manager and affected Department Head for consideration.  Those approved by 

the Review Committee will be presented to the Personnel Committee for consideration. 

 

E. Approved reclassification will be effective the first pay period after council approval unless 

otherwise stipulated by the City Council. 
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Classification Review Request Form 
 

 

 

Your Name:            

 

Your Supervisor’s Name:          

 

Your Division:           

 

Your Department:           

  

Your Current Classification:          

 

 

 My job has changed since the Pay Plan Study  

  

 Requested Classification: __________________________________________ 

 

Please specify why you believe the requested grade is more appropriate for your position than the 

current classification.  Relate duties you perform to the grade for the requested classification:  

 

 

 

 

 

 

 

 

 

Use additional sheets if necessary 

   

 

             

Employee Signature / Typed Name     Date 

 

Employee:  Complete and forward this form to your immediate supervisor for review and comment.  

Your supervisor will review your request, make comments and forward to your department head.  Your 

department head will review your request, make comments as appropriate and then forward it to the 

Personnel Department. Reclassification Requests must include the immediate supervisor and department 

head comments and signatures. 
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Immediate Supervisor Comments 

 

 I agree with the employee’s review request. 

 

 I disagree with the employee’s review request. 

 

Reason/comment: 

 

 

 

 

 

 

 

 

 

   

 

             

Immediate Supervisor Signature / Typed Name   Date 

Immediate Supervisor:  Complete and forward this form to your Department Head.  The Department 

Head will review this request and make changes as appropriate.  Please note that all appeals must be 

forwarded to the department head. 

 

Department Head or Designee Comments 

 

 I agree with the employee’s review request. 

 

 I disagree with the employee’s review request. 

 

Reason/comment: 

 

 

 

 

 

 

   

 

             

Department Head Signature / Typed Name    Date 

Department Head:  Complete and forward this form to the Employee Resources Department.  The 

Employee Resources Department will review this request and make changes as appropriate.  Please note 

that all review requests must be filed with the Personnel Department.    


