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DEPARTMENT OF HEALTH & HUMAN SERVICES
National Institutes of Health
Office of the Director
Office of Human Resources
Client Services Division

Standardized Justification Memorandum 
for the Use of Term the Appointment Authority

Date: 



(DATE)
To: 



(Insert CSD Branch Chief)
Through: 


(Insert Appropriate Program Official(s))
From: 



(Insert Requesting Official)
Subject: 


Request for (check one) 
 FORMCHECKBOX 
  Term Appointment 

 FORMCHECKBOX 
  Extension 
The purpose of this memorandum is to request your approval to use the term appointment authority to fill an important position in my organization. This position is being established for the following purpose(s): (check all that apply) 

 FORMCHECKBOX 

Carry out special project work;

 FORMCHECKBOX 

Staff new or existing programs of limited duration;

 FORMCHECKBOX 

Fill positions in activities undergoing a commercial activity review or which are in the process of being closed; 

 FORMCHECKBOX 

Replace permanent employees who have been temporarily assigned to another position, are on extended leave, or who have entered military service.

 FORMCHECKBOX 

To handle an extraordinary workload;

 FORMCHECKBOX 

To fill in during the course of a scheduled abolishment, reorganization, or contracting out of a function;

 FORMCHECKBOX 

Uncertainty of future funding; or

 FORMCHECKBOX 

To maintain permanent positions for placement of employees who would otherwise be displaced from other parts of the organization. 

The work of the position cannot be accomplished by the regular workforce; is not part of the normal workflow of the organization; is generated by a circumstance or situation, which is not continuing and is expected to be completed within:

 FORMCHECKBOX 
 13 Months

 FORMCHECKBOX 
 2 Years 
 FORMCHECKBOX 
 3 Years
 FORMCHECKBOX 
 4 Years

 FORMCHECKBOX 
 This is a request for an extension of an existing term appointment (4 Years is the maximum).   Number of years already served ______.

A specific description of the project nature of the position is attached. 

 FORMCHECKBOX 
 Approved

 FORMCHECKBOX 
 Disapproved
__________________________
_____________
 





Approving Official


Date

Attachment:  Description of Project
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