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APPENDIX A
Santa Cruz Adult School

Proposal & Verification Of Professional Development & Release Day Plan

Please circle one:    Individual     Group            Name of Program:___________________________

PART I:  PROFESSIONAL DEVELOPMENT/RELEASE DAY PROPOSAL:

Name:___________________________________________  Date of Request:______________________

Date(s) of Activity:________________   Location:____________________________________________

Describe activity (workshops and inservice activities, conferences, peer observations etc.).  Attach brochures, registration info, etc., if applicable, prior to activity.

_____________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

Funding Required:  ( Professional Development ________hours* for _____________________________

        ( Professional Release Day   ________hours  for _____________________________



        ( Conference Fees (Attach itemized list) ____________________________________

Professional Goals for your participation in this event and how it will apply to our Schoolwide Goals:

__________________________________________________________________________________________________________________________________________________________________________

_____________________________  _____________     _____________________________   _________

Employee’s Signature


Date
       
       Principal’s Approval

        Date

* These six hours of pay can be converted to funds to pay registration fees, mileage, etc.

PART II:  VERIFICATION, SUMMARY & EVALUATION:  Attach conference agenda, class syllabus with date(s), signed receipts for all expenses or verification of attendance along with completed Expense/Mileage Voucher (Voucher is required for reimbursement of conference & travel fees only).  Part II of this form must be completed in order to be paid or reimbursed.

Professional Development Activity:  _______________________________________________________

Date(s) of Participation: ___________________________________  How many hours? ______________

When will you share this information with your Home Group members?  __________________________

Summary of highlights and evaluation of this activity:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________  ______________  _________________________________  ______

Employee’s Signature


Date
       
       Principal’s Approval

        Date

Submission guidelines: Incomplete or improperly completed forms will delay pay. Individual Proposals:  Submit Part I to the principal or designee three (3) weeks prior to activity and no later than April 15.  Principal will respond within 5 work days.  Disapproved plans must be resubmitted no later than five (5) days after administrative response is provided.  Activity must be completed at least one week prior to the end of spring semester.  Submit Part II within 30 days after the completion of the activity, attached to the timesheet at the end of the month activity was completed. Group Proposals:  ESL, ABE/ASE and Parent Ed Home Groups may submit group proposals on Part I of this form to the principal by October 1.  Principal shall respond by October 15.  Disapproved plans must be resubmitted by November 1.  Each individual member of the group who participated in the activity must complete and submit Part II within 30 days after the completion of the activity and no later than May 1, attached to the timesheet at the end of the month in which the activity was completed.


Also:  Submit Absence Verification Form if a Sub was used for Professional Release Day or if you were absent during the Professional Development activity.



Form Revised 1/15/08

APPENDIX B

Santa Cruz Adult School

Absence Verification Form

Use this form prior to leaves of less than 3 days or upon return from emergency leaves or leaves longer than 3 days.

Name __________________________________________ Program ______________________________

Absence Dates ___________________________________ Total Work Hours Absent________________

Mark dates and number of hours on line beside reason below.

______________ Sick Leave



 _____________ Professional Development

______________ Personal Necessity*

 _____________ Professional Release Day

______________ Military Leave


 _____________ Maternity Leave 

______________ Jury Duty



 _____________ Child Rearing Leave 

______________ Bereavement Leave

 _____________ Leave without Pay/Unpaid Leave

______________ Work-Related Accident or Illness
 _____________ Other* 

* I affirm that this leave is not for any reason prohibited by the negotiated agreement (contract).

*Clarification_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

SUBSTITUTE INFORMATION

No substitute was employed for date(s) _________________________________________AND/OR

	Substitute Name
	Sub Number
	Date(s)
	Total Hours

	
	
	
	

	
	
	
	


Employee Signature __________________________________  Date _____________________________

Supervisor Approval __________________________________ Date _____________________________

Office Use: Account Number: ____________________________________________________________

APPENDIX C
Santa Cruz Adult School
Leave Of Absence Form

Use this form to report Leaves of Absence to the Principal prior to taking the leave (except for emergencies and absences shorter than three days). Submit Absence Verification form upon return.

Name _________________________________________________Date __________________________

Last 4 digits of Social Security Number _____________________ Phone _________________________

E-mail Address  _______________________________________________________________________

Site ______________________________________Job Title ___________________________________

□   I am requesting an unpaid leave of absence for  ___________________________________________

□   I am requesting a paid leave of absence

□
Sick Leave (Note if you are requesting a paid medical leave of over three (3) days, you   must attach a copy of your doctor’s verification.  Failure to do so may delay your pay.)

□
Personal Necessity Leave (must be approved in advance and must be for allowable purposes as per Article IX Section B)

□
Other Describe:____________________________________________________________

My leave will begin on: ______________________  I will return to duty on: _______________________

I will notify the District of my intent to return by __________________________  (See Article IX.A.4-6.)

Comments: ___________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Principal’s Recommendation:_____________________________________________________________

_____________________________________________________________________________________

__________________________________________   _________________________________________

Employee Signature                              
  Date      Principal’s Signature                                        Date

__________________________________________   _________________________________________

Superintendent’s/Designee’s Approval           Date      Board Approval                                               Date 

APPENDIX D

Santa Cruz Adult School

Catastrophic Leave Application for Certificated Employees

Submit this form and all other documentation to the Principal.  When all documents are gathered and all conditions met, the Assistant Superintendent of Human Resources will schedule and facilitate a meeting of the Catastrophic Leave Committee.  Individuals may include a statement clarifying their request.

Today's Date _____________________ Program(s) ___________________________________________

Name  _______________________________________________________________________________

Address ______________________________________________________________________________

Phones  ______________________________________________________________________________

E-Mail Address _______________________________________________________________________

Part I Employee Check list:

_____ 1.  
Earned sick leave is exhausted as of ___________________ (date).  

_____ 2.
Submit doctor's statement indicating the nature of the illness or injury, the probable length of absence from work, including start and expected end dates and whether the leave hours are expected to be used on consecutive or intermittent days.

Note:  if you are requesting a paid medical leave you MUST attach a copy of your Doctor’s verification.  Failure to do so may delay your pay.


Doctor’s statement received _______________________ (date)



Start date _________________  End date _________________



Check one:  _____Consecutive days     _____Intermittent days

_____ 3.
Apply to Superintendent and Board for 20 additional contracted work days.

Date requested __________________________

Date granted ____________________________

Date exhausted __________________________ 

_____ 4.
Number of Catastrophic Leave Bank hours requested __________ 

FORMULA TO CALCULATE “CONTRACTED WORK DAY” AS DEFINED BY CONTRACT:

Hours worked per week ______ 

Days worked per week  ______ 

Hours per week divided by days worked per week = ________hours in a contracted work day.

Catastrophic Leave 


Employee Name: _____________________________________

Part II Committee Worksheet:

_____ 1.
Number of hours in Catastrophic Leave Bank ______ as of ____________ (date). Note:  This bank is maintained by the Assistant Superintendent of Human Resources.

Balance remaining in bank if full request is granted ____________ hours.

_____ 2.
Employee is a certificated Adult Ed Unit Member.

_____ 3.
Employee has been employed since __________________ (date) having worked _______ hours since date of employment as of __________________ (date).

_____ 4.
Illness is expected to incapacitate employee for extended period of time and taking extended time off is financial hardship for employee because he/she has exhausted all paid time off, including 20 additional days granted by Superintendent and Board.

_____ 5.  
The illness or disability does not qualify for Worker's Compensation benefits.

_____ 6.
Credits shall not be considered available leave for purposes of qualifying for STRS disability.

_____ 7.
The GSCFT has appointed three representatives to the Catastrophic Leave Committee, but ideally not one from the same Home Group as the individual requesting sick leave credits. 

Names: __________________      ___________________       __________________

_____ 8.
All required documents are gathered and submitted to the Principal who will communicate this to the Assistant Superintendent of Human Resources. 

_____ 9.
The Assistant Superintendent of Human Resources shall schedule and facilitate the meeting on ________________ (date)

_____ 10.
Number of Catastrophic Leave Bank Work Days converted to hours granted in past: 


Hours: ________________   Date granted: _____________________

_____ 11.  
Family Medical Leave is requested ________________(date) exhausted as of _______________(date) or employee is not qualified _________________ (date)

FORMULA TO CALCULATE “CONTRACTED WORK DAY” AS DEFINED BY CONTRACT:

Hours worked per week ______ 

Days worked per week ______ 

Hours per week divided by days worked per week = ________hours in a contracted work day.
APPENDIX E

Santa Cruz Adult School
Reqeust for Change of Asssignment

	
	
	
	
	
	
	
	
	
	
	
	

	 
	 
	 
	
	
	
	
	
	 
	 
	 
	 

	Teacher's Name
	
	
	
	      
	
	
	Date of Request
	

	
	
	
	
	
	
	
	
	
	
	
	

	Section #
	Course Title
	Start Time
	End Time
	Day(s)
	Location
	Start Date
	End Date
	Change from
	Change to
	Delete
	Add

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	1. Complete one line per change, deletion or addition.
	3. Once approved, you will receive notification of the effective date.
	
	
	

	2. Submit to office for approval. 
	
	
	4. Please allow two weeks for approval and processing.
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	Adm Signature
	
	Date Approved
	 
	Date in web database
	 
	Date in AIM
	 
	Staff initial

	Comments:
	
	
	
	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Revised 8/28/06
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 


APPENDIX F

Santa Cruz Adult School

Approved Calendar

APPENDIX G

Santa Cruz Adult School
CERTIFICATED EVALUATION FORM

Instructor:
  





           Evaluator:  

Site:  

     Program:      

     Eval Date: 

            Post Conf Date:  

Instructor Initials______________



       Evaluator Initials: ______________

1 = Effective;   2 = Needs Improvement;   3 = Unsatisfactory

	I
	EDUCATIONAL ENVIRONMENT
	1
	2
	3

	
	A. Learners and their ideas are accepted and valued.
	
	
	

	
	B. Success for learners is possible.
	
	
	

	
	C. Creativity is nurtured.
	
	
	

	
	D. Expectations are realistic, apparent and challenging.
	
	
	

	
	E. Classroom management:  appropriate consequences for positive and negative behavior; fairness.
	
	
	

	
	F. Accepts and encourages expression of feelings by students.
	
	
	

	
	G. Demonstrates humor and enthusiasm in classroom.
	
	
	

	
	H. Comments:



	II
	LESSON OBSERVATIONS
	1
	2
	3

	
	A. The instructor uses appropriate, productive teaching techniques.
	
	
	

	
	B. Objectives not too easy nor too difficult, appropriate for class
	
	
	

	
	C. Good flow in lesson; smooth transitions; flexible
	
	
	

	
	D. Content appropriate for objectives, class and teaching method
	
	
	

	
	E. Materials clearly related to lesson.
	
	
	

	
	F. Pupils brought to tasks promptly; high time on-task.
	
	
	

	
	G. Materials presented in clear manner.
	
	
	

	
	H. Pace:  Presentation not too fast nor too slow.
	
	
	

	
	I. Monitoring:  Appropriate questions; checking for understanding.
	
	
	

	
	J. Pupil involvement:  Class attentive and participates appropriately.
	
	
	

	
	K. Effective measurement of pupil progress towards goals.
	
	
	

	
	L. Comments:



	III
	PROFESSIONAL RESPONSIBILITIES
	1
	2
	3

	
	A. Completes routine duties promptly and accurately.
	
	
	

	
	B. Is prompt to assigned work station.
	
	
	

	
	C. Is professional and ethical in dealing with school regulations and policies.
	
	
	

	
	D. Selects appropriate channels for resolving concerns and problems.
	
	
	

	
	E. Comments:




APPENDIX H

Santa Cruz Adult School

Optional Peer Support Program

For Teachers in Mandated Programs Only

Purposes of Peer Support Program:
· Learn new skills and creative ideas

· Offer or receive feedback that will assist a teacher in improving his/her instructional skills

· Share insights into classroom dynamics/management

· Offer another pair of eyes to spot potential safety concerns, physical or logistical problems and with teacher’s consent, offer ideas for improvement

· Acknowledge special skills and talents 

· Offer support in a non-critical way

· Note:  the Peer Support Program is a professional development opportunity that can be used instead of an administrative evaluation, but it is not an administrative evaluation.  Administrative evaluations may take place at any time for any reason.

Teacher who is eligible to be observed:
· A teacher who completes four semesters at Santa Cruz Adult School with satisfactory or above ratings in all areas of the evaluations is eligible to participate as the observed teacher in the Peer Support Program at the beginning of the new fiscal year following the fourth semester. 

· An eligible teacher may participate in the Peer Support option for a maximum of two consecutive fiscal years and then will rotate back to the traditional administrator evaluation cycle for a minimum of two fiscal years.

· Continued positive formal administrative evaluations will assure that the teacher maintains his/her “eligible teacher” status.

Teacher who is eligible to be an observer:

· A teacher who completes four semesters at Santa Cruz Adult School with satisfactory or above ratings in all areas of the evaluations is eligible to participate as the observing teacher in the Peer Support Program at the beginning of the new fiscal year following the fourth semester.

· An eligible observing teacher may participate in the Peer Support option whether or not he/she is in a formal administrative evaluation year. 

· Continued positive formal administrative evaluations will assure that the teacher maintains his/her “eligible observing teacher” status.
Process and Timeline: 

· An eligible teacher wishing to be observed will seek out another teacher to be the observing teacher from the pool of eligible observing teachers.  This list will be available from the site administrators.

· Once a “peer pair” has been determined, a pre-conference will be held whereby the goals, outcomes, and timeline for the observation process will be established and put in writing on the Peer Support Goals and Follow Up Report/Observation Log form (Form A1/A2) and submitted to the principal for approval prior to September 30.

· Times and dates for all peer support activities will be mutually agreed upon and must take place between the third week of the fall semester and May 1st.  This includes all observations, conferences and completion of Forms A1/A2 and B.

· A copy of Form A1 must be submitted to the principal no later than January 31 as a mid-year progress summary.

· The observing teacher will complete the Peer Support Form (Form B) and will strive to be objective and specific.

· Within two weeks following the observation(s), the two teachers will meet to give feedback, share ideas and address specifically identified areas of focus.  This is intended to be a dialog of support and reflection.  The teacher that was observed will have a chance to review and sign Form B and may submit a copy to the administrator to be placed in his/her personnel file.  This is optional.

· Both teachers will complete Form A1/A2 and will submit separate copies to the principal upon completion of the project.  This is required. 

Compensation:

· Each teacher may be compensated for participating in the Peer Support Program up to their maximum number of hours available through the contractual Professional Release Day plus a maximum of three staff development hours.  

· Teachers may only use professional release day and staff development hours for this project during their non-instructional hours.

· Each teacher will use the Peer Observation Log (Form A-2) to log the hours used.  This form should be attached to the timesheet after all activities are completed.

Santa Cruz Adult School

Peer Support Goals and Follow-up Report     (Form A1)

Observer Name: __________________________Observed Name:   ______________________________

Pre-Observation Conference Date: ________________________ Due Date________________________  

Approved by: _________________________________  Date: __________________________________

Part I: Pre-Observation Planning/Goals 

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
	Date
	 Planned Activities
	Comments
	Hours

	
	
	
	

	
	
	
	

	
	
	
	


Part 2:  Reflection/Results

Describe the impact your activities had on your learners, colleagues and/or the program:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Observer Signature:______________________________________Date:_________________________

Observed Signature:_____________________________________ Date:_________________________

Santa Cruz Adult School 

Peer Observation Log     (Form A2)

Both teachers must submit in order to be paid.  Attach copy to timesheet.

 Observer Name _________________________________________ Date________________

	Date
	Activities
	Hours

	
	
	Prof Leave

Varies per contract
	Prof Dev

Maximum 3

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Observer Signature _________________________________________ Date_____________________

	


Observed Name _____________________________________________ Date_____________________

	Date
	Activities
	Hours

	
	
	Prof Leave

Varies per contract
	Prof Dev

Maximum 3

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Observed Signature _________________________________________Date______________________

Santa Cruz Adult School

Peer Support Form   (Form B)

Date/Time_________________ Observed Name:_____________________________________________

Location___________________Observer Name:_____________________________________________

Initial Impressions: (environment and “feel of classroom, presence of teacher)

Environment: (organization, cleanliness, appropriateness of materials, safety)

Relationships: (warmth, respect, professionalism, listening and communication skills)

Knowledge: (curriculum/content, adult learning theory, multi modal instruction)

Lesson Planning/Organization:

Specific Issues where feedback has been requested:

Teacher strengths and talents:

Areas for improvement and constructive ideas for how to do that:

Reviewed together 





Date: _____________ Observer Signature:  _____________________________________​​​​__________

Date: _____________ Observed Signature: _______________________________________________

Submit for file?     Yes  
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