
 
 

COMPENSATION SYSTEM APPEAL REQUEST 
 
Employee Name:  _________________________________     Date of Appeal Request:  ______ / ______ / _______ 

 

Request: 
(Please use the space below to explain your compensation system request.) 
 
 
 
 
 
Rationale: 
(Please use the space below to provide the rationale for the compensation system request noted above.  
Please attach additional pages/documentation if necessary.) 
 

 

 

 

 

 

 

 

 

 

 

Employee Signature:  _________________________________________​ Date:  ______ / ______ / ______ 

 

 

​  

Human Resources Use Only 

Date Received:  ______ / ______ / ______​ ​ Date Reviewed:  ______ / ______ / ______ 

​ Current Compensation Category/Market Band: __________________________________ 

​ Determination:  _____________________________________________________________________ 

 
The School District of Fort Atkinson Board does not discriminate on the basis of race, color, religion, national origin, ancestry, creed, pregnancy, 
marital status, parental status, sexual orientation, sex (including transgender status, change of sex or gender identity), or physical, mental, 
emotional, or learning disability (“Protected Classes”) in any of its student programs and activities. 


