STATE OF CALIFORNIA
DEPARTMENT OF GENERAL SERVICES
OFFICE OF ADMINISTRATIVE SERVICES

PERSONNEL MEMORANDUM


	SUBJECT:
	POSITION ANALYSIS - Revised Form
	NUMBER:
		PO 95-12

	DISTRIBUTION:

	ADMINISTRATIVE ASSISTANT
	DATE ISSUED:
		March 23, 1995

	
	EXPIRES:
		INDEFINITE




The attached "Position Analysis" form package replaces the forms included in the:

	•	Fitness for Duty Medical Evaluation Guideline (December 1992),
	•	Reasonable Accommodation Guideline (June 1992), and
	•	Temporary Limited Duties Guideline (August 1993).

The correct form to be used is dated 3/95.  Added to this form is a place for the employee to sign (page 8 of the package). 

This attachment can be saved and used as a master form when a Position Analysis needs to be completed.

QUESTIONS 

Questions regarding this memorandum, or requests for the various "Guidelines" should be directed to your Personnel Analyst.




EINER P. CHRISTENSEN
Personnel Manager

EPC:BJO

Attachments (9 pages)

STATE OF CALIFORNIA						DEPARTMENT OF GENERAL SERVICES

POSITION ANALYSIS
                                                                               

Note:  All items on this form are to be completed by employee's supervisor 
       unless otherwise indicated.


Employee's Name:     								                                                                                                                                       

Current Class Title:                                                                                                  Salary:  		                            

Office:  									                                                                                                                                                             

Work Address:  									                                                                                                                                                

										                                                                                                                                                                         

Analysis By:                                                                                                             Date:  		                              

                                                                                                                                                                         

                                      	I.  CONDITIONS OF EMPLOYMENT

A.  Employee's Work Schedule (start-end time):

	Monday                	Wednesday                    	Friday      		 	               
	Tuesday                	Thursday                        	Saturday   	                
						Sunday 	________
	Variable (explain) _______________________________________________________________

B.  Overtime:  Hours Per Week                     Required         Optional

C.  Job description is attached.

D.  Machines, tools, office equipment, etc. used:   					                                                                                   
									  	  	                                                                                                                                                              
      									                                                                                                                                                            

E.  Vehicles or moving equipment driven on the job:    				                                                                            
      									                                                                                                                                                            

F.  Required licenses:    							                                                                                                                           

G.  Level of supervision:          close          moderate          minimal

H.  Public and/or client contact:        heavy         medium         light

I.  Employee works:           % Outside           % Inside   =   100% total




J.  Position can be modified:       Temporarily            Yes           No
                                    Permanently            Yes           No
    Specify:    								                                                                                                                                          
			
   									                                                                                                                                                           


                           	II.  PHYSICAL DEMANDS         

			"Occasionally" =  1 -  33% of workday
			"Frequently"   = 34 -  66% of workday 
			"Continuously" = 67 - 100% of workday
                                                                                 

A.  Job requires Standing:

          Never         Occasionally         Frequently        Continuously
      Hours/Day         Type of surface   			                                 
      Work performed while standing:  			                                     


* To Be Completed by Physician:

      Patient may perform the above activity as described:      Yes      No

      Restrictions:   								                                                     
			
           						                                                                
                                                                                 

B.  Job requires Walking:

          Never        Occasionally         Frequently         Continuously
      Hours/Day        Type of surface                    Distance         
      Work performed while walking:    				                                    


* To Be Completed by Physician:

      Patient may perform the above activity as described:      Yes      No

      Restrictions:   								                                                     

                                                                           
                                                                                
 








C.  Job requires Sitting:

          Never          Occasionally        Frequently        Continuously
      Hours/Day         Type of surface                                    
      Work performed while sitting:     			                                   


* To Be Completed by Physician:

      Patient may perform the above activity as described:      Yes      No

      Restrictions:        							                                                

                                                                           

                                          	II.  PHYSICAL DEMANDS (cont'd)

			"Occasionally" =  1 -  33% of workday  
			"Frequently"   = 34 -  66% of workday
			"Continuously" = 67 - 100% of workday

                                                                                 


                                                                                
D.  Job requires Crawling:

          Never         Occasionally         Frequently        Continuously
      Hours/Day        Type of surface                    Distance         
      Work performed while crawling:   				                                    


* To Be Completed by Physician:

      Patient may perform the above activity as described:      Yes      No

      Restrictions:   								                                                     

                                                                           
                                                                                 
E.  Job requires Climbing:

          Never         Occasionally        Frequently         Continuously
      Hours/Day        Method                             Height           
      Work performed while climbing:    						                                   


* To Be Completed by Physician:

      Patient may perform the above activity as described:      Yes      No

      Restrictions:      								                                                  

                                                                           
                                                                                 

F.  Job requires Carrying:

        Never         Occasionally          Frequently         Continuously
      Hours/Day        Size/type of object                    Weight       
      Work performed while carrying:                                       
      Assistive devices available:        				                                 

* To Be Completed by Physician:

      Patient may perform the above activity as described:      Yes      No

      Restrictions:     								                                                   
                                                                                                                           	II.  PHYSICAL DEMANDS (cont'd)

	       		"Occasionally" =  1 -  33% of workday 
			"Frequently"   = 34 -  66% of workday
			"Continuously" = 67 - 100% of workday
                                                                                 

G.  Job requires Bending:

          Never         Occasionally        Frequently         Continuously
      Hours/Day         
      Work performed while bending: 												                                       


* To Be Completed by Physician:

      Patient may perform the above activity as described:      Yes      No

      Restrictions:     								                                                   

                                                                           
                                                                                 

H.  Job requires Stooping:

          Never         Occasionally        Frequently         Continuously
      Hours/Day        Type of surface                                     
      Work performed while stooping:       						                                


* To Be Completed by Physician:

      Patient may perform the above activity as described:      Yes      No

      Restrictions:         							                                               

                                                                           
                                                                                 

I.  Job requires Twisting:

          Never         Occasionally        Frequently         Continuously
      Hours/Day        Type of surface                                     
      Work performed while twisting:     						                                  


* To Be Completed by Physician:

      Patient may perform the above activity as described:      Yes      No

      Restrictions:        							                                                


                                          	II.  PHYSICAL DEMANDS (cont'd)

			"Occasionally" =  1 -  33% of workday
			"Frequently"   = 34 -  66% of workday
			"Continuously" = 67 - 100% of workday

                                                                                  

J.  Job requires Lifting:

          Never         Occasionally        Frequently         Continuously
      Hours/Day        Size/type of object   			                              
      Weight             To/From what height   			                            
      Work performed while lifting:     						                                   


* To Be Completed by Physician:

      Patient may perform the above activity as described:      Yes      No

      Restrictions:    								                                                    

                                                                           
                                                                               


K.  Job requires Pushing:

          Never        Occasionally        Frequently          Continuously
      Hours/Day        Size/type of object                    Weight    	   
      Work performed while pushing:      						                                  


* To Be Completed by Physician:

      Patient may perform the above activity as described:      Yes      No

      Restrictions:      								                                                  

                                                                              
L.  Job requires Pulling:

          Never         Occasionally        Frequently         Continuously
      Hours/Day        Size/type of object                    Weight       	
      Work performed while pulling:    						                                    


* To Be Completed by Physician:

      Patient may perform the above activity as described:      Yes      No
      Restrictions:       							                                                 

   

                                          	II.  PHYSICAL DEMANDS (cont'd)

			"Occasionally" =  1 -  33% of workday
			"Frequently"   = 34 -  66% of workday
			"Continuously" = 67 - 100% of workday

                                                                                 

M.  Job requires Reaching:

          Never         Occasionally        Frequently         Continuously
      Hours/Day            Distance     		                                   
      Work performed while reaching:   						                                    


* To Be Completed by Physician:

      Patient may perform the above activity as described:      Yes      No

      Restrictions:  								                                                      

                                                                           
                                                                                 

N.  Job requires Handling/Grasping:

          Never         Occasionally        Frequently         Continuously
      Hours/Day       Size/type of object                   Distance    		   
      Work performed while handling/grasping:      					                        
      Assistive devices available:  						                                       


* To Be Completed by Physician:

      Patient may perform the above activity as described:      Yes      No

      Restrictions:        							                                                
                                                                     

O.  Job requires Balancing:

          Never         Occasionally        Frequently         Continuously
      Hours/Day        Type of surface                       Height 						       
      Work performed while balancing:   			                                   


* To Be Completed by Physician:

      Patient may perform the above activity as described:      Yes      No

      Restrictions:     								                                                   

                                      	III.  ENVIRONMENTAL DEMANDS
                                                                                       

Note:  Please check all that apply.  Attach additional sheets if necessary.


A.  Physical Surroundings

    Type of Work Setting:
              Office                    Warehouse      _________ Outside
              Factory           _______ Garage         _________ In Vehicle
              Varied (explain)    				                                         

    Indoor climate:
              Air conditioned           Heated                   Neither

    Floor Condition:
              Carpeted                  Smooth                   Obstacles
              Cement                    Uneven                   Debris
 
    Noise Level:
              Normal                    Excessive
      Explain:        					                                                     

    Machinery used in workplace:    				                                       

    Toxics in workplace:   				                                                

B.  Describe established production standards: 

								                                                                           

  								                                                                         

								                                                                           
 
C.  Level of Supervision

    Type and extent of supervision received and/or exercised by employee:
                                                                           
							
                                                   	 			                       

    Level of independence exercised by employee (decision-making authority)
                                                                           
								
    Name of employee's immediate supervisor    				                            
    Supervisor's class title    						                                           

D.  Type and extent of interpersonal relationships:

    With co-workers:   						                                                    
                                                                           

    With clients (general public, other State agencies):   			                
                                                                           
        								                                                                      
  

                                      	III.  ENVIRONMENTAL DEMANDS (cont'd)
                                                                                 
E.  Employee's Duties:

    Types of projects, timeframes and consequences of missing deadlines:

    		    						                                                                   

								                                                                           

    Impact of errors:     						                                                 

								                                                                           

    Type and frequency of interruptions:    					                               

      								                                                                     

F.  Supervisor's Comments:
    Use the space below to provide any other relevant information regarding
    the employee or the work environment that has not already been covered.

 		                                                                          
								
                                                                           
								
                                                                           
								
                                                                           
								
                                                                           
								
                                                                           
								
                                                                          
								
                                                                          
								
                                                                           
								
                                                                           
								
                                                                           
                                                                           
								
(Employee's Signature)     (Date)    (Supervisor's Signature)  (Date)   

                                      	IV.  PHYSICIAN'S COMMENTS
                                                                                 
Note to Physician:  Please use the space below to provide additional infor-
mation regarding the Patient's ability to perform the duties as described in 
the preceding pages.  Include any other relevant information that may be 
pertinent in this case.

								                                                                           

                                                                           				

                                                                           				

                                                                           				

								                                                                           

                                                                           				

                                                                           				

                                                                           				

                                                                           				

                                                                           				

                                                                           				

                                                                           				

[bookmark: _GoBack]								
                                                                      
                                                                         
              	    						                                        
                                   (Physician's Signature)        (Date)   

Name:                                               Phone:  				               

Address:   							                                                                

													
