Iowa Department of Human Services

REQUEST FOR REVIEW OF CONFLICT OF INTEREST

AND APPROVAL OF OUTSIDE EMPLOYMENT/ACTIVITY

Mr. William Gardam

Administrator, Results Based Accountability Division

Iowa Department of Human Services

1305 E Walnut St, 1st Floor

Des Moines, Iowa  50319-0114

Dear Mr. Gardam:

In accordance with Department of Human Services work rules, I am requesting approval to obtain/continue outside employment, become engaged in an outside activity or sell goods and services to individuals, associations or corporations subject to the regulatory authority of the Department, which may be in conflict with my duties as an employee of the Department of Human Services.  Here is a review of the activity I plan to be involved in and its relationship to my employment and what the Department of Human Services and State of Iowa do.


1.
What are your position title, role and responsibilities within the Department of Human Services right now?  Include information regarding where you work and who your supervisor is:

	Name
	Position title

	     
	     

	Brief list of current responsibilities

	     

	Where do you work
	What are your present hours of work

	     
	     

	Supervisor’s name

	     



2.
Name the prospective employer, recipient of goods, services, or activity:

	Name of organization
	Location

	     
	     



3.
What will be your role and responsibilities with the proposed recipient organization or outside employer?

	Be as specific as possible.

	     



4.
Is this outside agency, employer or recipient subject to the regulatory authority of the Department of Human Services?
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

	If yes, please explain and proceed with completing all of the information requested on this form.

	     


If NO, STOP.  You do not need to fill in the remainder of this form.
Go to the end of the document, sign and give to your supervisor for review and processing.

5.
Does this organization do any business with the State of Iowa or Department of Human Services at all?
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

	If yes, explain:

	     



6.
Is there a contractual or other financial relationship of any kind between the State of Iowa and the outside employer?
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

	If yes, explain:

	     



7.
What is the employer’s or recipient’s relationship to the state’s or agency’s regulatory authority?
 FORMCHECKBOX 
  None
 FORMCHECKBOX 
  Do not know
 FORMCHECKBOX 
  Some, see below

	If you do not know, please clarify below before submitting this request.

	     



8.
Are you requesting to sell goods and services to individuals, associations or corporations subject to the regulatory authority of the Department?
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

	If yes, explain:

	     



9.
What period of time do you anticipate serving in this dual capacity?
 FORMCHECKBOX 
  Ongoing
 FORMCHECKBOX 
  One time event
 FORMCHECKBOX 
  See below

	From (month/year):
	To (month/year):

	     
	     



10.
What hours of work will this outside activity or employment require of you?

	Provide hours here.

	     

	



11.
Do you or will you receive any form of compensation or benefit from your employment, activities or services?
 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

	If you answered yes above, and you will receive some financial compensation, complete the following:

	$      hourly
	$      annually

	If you answered yes above and will receive some form of compensation other than or in addition to compensation, describe below.

	     



12.
Describe why you feel there is not a conflict of interest between your role and responsibilities as an employee of the Department of Human Services and your role and responsibilities with the outside employer or recipient.

	     



13.
Describe why you feel there is not a conflict of interest between the role of the Department of Human Services and the State of Iowa and the outside employer of recipient.

	     



14.
Statement of understanding and request:

I recognize that if this request is approved that I will be required to take vacation or other appropriate time off the payroll of the Department of Human Services if the work responsibilities of my outside employer conflict with the hours of work required of me by the Department of Human Services.  I understand that taking this time off from work requires supervisor approval.  Further, it is understood that no resources of the State of Iowa, e.g. human, material, equipment etc., may be used to support my work for the outside employer.

I realize that if this request is approved, that it is my responsibility to keep my supervisor and Superintendent, Division Administrator or Service Area Manager informed of my outside employment.  Furthermore, I realize and accept as my responsibility the requirement to keep the aforementioned management official informed of any change in the outside employer’s relationship with the Department of Human Services that may effect my ability to be free from a conflict of interest or appearance of a conflict of interest.  I recognize that if I change job duties or positions as an employee of DHS that it may change the status of a conflict of interest or the appearance of a conflict.  This change may impact my ability to continue participating in the outside activity or outside employment.

I recognize that the Department, in its sole discretion, has the right to review this activity and to deny my request to participate in outside activity for organizations that are under the regulatory authority of the agency.  I recognize that a re-review may be conducted at any time, at the sole discretion of DHS, if there is a change in status of my employment with DHS or a change in the relationship DHS has with an outside organization.  I recognize that I can appeal a decision and that the appeal is to be filed with the agency Director within 15 days of receiving the decision.  I recognize that the Director’s decision is the final decision in this matter.

	Employee’s Name
	Employee’s Signature
	Date

	     
	
	

	Recommendation of Appropriate Management Official (Supervisor):

	I have considered all relevant facts regarding this request and recommend:

	 FORMCHECKBOX 
  Approval
	 FORMCHECKBOX 
  Disapproval

	Supervisor’s Signature
	Date

	
	

	Recommendation of Appointing Authority:

	I have considered all relevant facts regarding this request and recommend:

	 FORMCHECKBOX 
  Approval
	 FORMCHECKBOX 
  Disapproval

	Appointing Authority Signature
	Date

	
	


Decision:

	I have considered all relevant facts regarding this request.  The request is:

	 FORMCHECKBOX 
  Approved
	 FORMCHECKBOX 
  Not Approved
	 FORMCHECKBOX 
  Returned for further information

	Note:
An appeal of this decision must be filed with the Director’s Office within 15 days of the date below to be considered.

	
	

	Bill Gardam, Division Administrator

Results Based Accountability Division

Designated Review Authority
	Date
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