
Name of Employee: 

 

Position Title: Date: 

Division: 

 

GMHA Work Schedule: 
___ full-time  ___ part-time # of Hrs ___ 

Employee Badge ID number: 

 

   NO OUTSIDE EMPLOYMENT:  Stop Here:  Sign and date form – return to HR Office 

 Signature:          Date:      

             OUTSIDE EMPLOYMENT and/or BUSINESS INTEREST ACTIVITY INFORMATION 
Name of Outside Employer/Business Activity Owner: Location of Outside Employment/Business Activity: 

 

Nature of Outside Employment/Business Activity: Contact Telephone Number(s) of Outside 

Employment/Business Activity 

 

Outside Employment Work Schedule (Specify Days/and Time(s): Desired Employment Date (Must not be prior to approval of 

this request): 

   Initial Request         Renewal        NOTE TO EMPLOYEE – STIPULATED CONDITIONS 
I understand – 

1. I must receive prior approval of this request before starting my outside employment/business activities.  Final approval rests 

with the Hospital Administrator/CEO. 

2. That regular full-time employment with the Authority is considered my primary employment, and that my outside 

employment/business interest activities request does not conflict with Authority employment. 

3. I shall not work more than 20 hours per week with the outside employment job. 

4. Approval of this “Outside Employment and/or Business Interest Activities” authorization may be cancelled by the Hospital 

Administrator/CEO or authorize designee, upon ten (10) calendar days of written notice to me should my job performance 

fall below satisfactory level as documented by my immediate supervisor  and/or division head. 

5. That I agree to submit to a verification of hours worked or other evidence such as check stub to be provided upon the request 

of management.  Failure to submit documents in a timely manner may result in the Hospital Administrator/CEO revoking 

my outside employment authorization. 

6. That I agree that upon request I submit a copy of my outside work schedule when requested by my immediate supervisor. I 

agree that I shall have no less than six (6) hours of rest prior to my scheduled work shift. 

7. Upon termination of outside employment and/or business interest activities, a written notification to the Human Resources 

Division is required. 

8. Annual review of this request authorization is required, or when there is substantial change in hours worked. 

9. That my outside employment must be suspended if my work status with GMHA is sick leave, Leave Sharing, FMLA leave, 

Maternity/Paternity Leave, Worker’s Comp. Leave or on ADA/restricted/Light duty and/or reduced  hours. 

10. That I am prohibited from requesting annual leave for the purpose of working my Outside Employment. 

11. Agree that I shall not be employed in a supervisory capacity in another hospital and/or healthcare facility which may or may 

not be in conflict with my employment with GMHA.  

12. That I may not release any information on our clinical practice and/or operational functions of GMHA. 

13. That using GMHA equipment or materials for outside employment is strictly prohibited.    

I, the undersigned employee, certify that the above information in true and correct and that I have read and understand the Stipulated 

Conditions.   Failure to comply with the policy could result in disciplinary action up to and including termination of employment.                                                                                                                     

                                                                                 ____________________________________________ 
                                                                                             Employee Signature                            Date 

Recommend:             Approval                 Disapproval 

    

______________________________________________ 

                  Immediate Supervisor’s Signature/Date 

REMARKS/COMMENTS: 

 

Recommend: :          Approval                 Disapproval 

 

   _____________________________________________ 

               Department/Division Head Signature/Date 

REMARKS/COMMENTS: 

Recommend:              Approval                 Disapproval 
 

  ________________________________________________      

  Lillian Q. Perez-Posads,MN,RN                              Date                

  Hospital Administrator/CEO 

REMARKS/COMMENTS: 

 

 

 GUAM MEMORIAL HOSPITAL AUTHORITY 

REQUEST FOR APPROVAL OF OUTSIDE EMPLOYMENT 

                         and/or BUSINESS INTEREST ACTIVITIES 
 

All Employees are required to complete this form: 
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