Duke University Health System 

Transfer Employee Trial Period Agreement

I, the undersigned Duke University Health System employee, acknowledge that I am aware of and understand that a trial period will be in effect for ninety (90) calendar days beginning with my first day of employment with _______________________(clinic, department or unit).  I understand that my job performance will be evaluated during this 90-day period, as stated in the Duke University Health System Policy Manual.  If, in the sole judgment of my department, my performance fails to meet the minimum standards for the position during the trial period, I will be placed on a Personal Leave of Absence (PLOA) of up to ninety (90) days to permit me to seek other employment within the Duke University Health System.

I also acknowledge that this trial period may be extended at the discretion of my department up to and including an additional sixty (60) calendar days.  During or at the conclusion of this extension period, if my department determines in its sole judgment that I have failed to meet the minimum standards of performance for the position, I understand that I will be placed on a PLOA of up to ninety (90) days to permit me to seek other employment within the Duke University Health System.  At the end of these ninety (90) days PLOA, I understand that if I choose I may request an extension of my PLOA in ninety (90) day increments, not to exceed a total of twelve (12) months of Personal Leave, by submitting a written request to my department.

______________________________________

_________________________

Signature of transfer employee



Date

______________________________________

_________________________

Signature of departmental supervisor


Date

