Hostos Community College Issued 10/31/03
Personnel Guidelines: Reissued:

HUMAN RESOURCES GUIDELINES FOR EXIT INTERVIEWS

Exit interviews are conducted when employees resign, retire, transfer to another agency or are terminated.
The following are guidelines to follow in the implementation of this process.

Upon departure from the College you will need to pick up the following forms:

a. Exit Interview Form

b. Exit Summary Questionnaire -This form allows you to express any concerns, make suggestions, and
tell us the reason for leaving. A series of yes/no questions follow.

c. Cobra Package for continuation of health care (to be paid by employee) d. Portability Papers (If you
have a pre-existing health condition) e. DP 2001 (copy) if transferring to another city agency

The exit interview form is a clearance form.

Departmental signatures are required from the employees department to ensure that assignments are
completed, faculty reports and grades are turned in, teaching materials are returned.

Information technology signs off when equipment, instruction manuals and access codes, software are
returned.

Library signs off once books are returned and fines, if any, are paid.

Payroll requires that final time sheets are turned in and pay advances, if any are paid.

Public Safety/L.ocksmith -Once in this area keys, 1.D. cards and Parking sticker should be returned.
Property Management -Any office laboratory and/or recreation equipment, any tangible office property
must be returned to this office.

Personnel -is the final destination. Once here you will see the Timekeeper and Benefits Officer. Your exit
interview will be conducted. You may turn in your swipe card here if you are a classified employee.

Once all the needed signatures on the exit form are obtained, a visit to the Human Resources Office will be
required in order to hand in:

a. Final timesheet(s)/card (s)

b. Swipe card (if you are a classified employee)

c. Obtain information regarding any final paychecks and leave balance payments due
d. Return Exit Summary Questionnaire

Employees will sign a form indicating they have received the COBRA package and that an exit interview has
been conducted.

Please note an exit interview is necessary in order to ascertain that the employee has complied with the
College’s requirements for termination of services.

All employees are expected to adhere to these procedures.

HOSTOS COMMUNITY COLLEGE
The City University of New York



FACULTY & STAFF EXIT FORM

Name Title

Department Separation Date

CLEAREANCES MUST BE OBTAINED FROM FOLLOWING AREAS PRIOR RELEASE
OF FINAL PAYCHECK

SIGNATURE DATE

DEPARTMENT CLEARANCE
Assignments completed
Teaching materials
Official department records
Faculty reports, grades, etc

INFORMATION TECHNOLOGY (B-429)

Equipment
Software
Instruction manuals
Access code

Other

LIBRARY

Books due
Fines

PAYROLL/ACCOUNTING (B-215)

Final timesheets
Pay Advances

PUBLIC SAFETY/LOCKSMITH (C-030)
Keys * (see attached key form and
get appropriate signature
I.D. Card*
Parking Sticker

PROPERTY MANAGEMENT (B-439)
Office Laboratory
and/or Recreation Equipment

PERSONNEL (B-212)
Benefits
Exit Interview
Final timesheets
Swipe Card

Third copy for I'T use only!
COMPLETED FORM MUST BE RETURNED TO PERSONNEL OFFICE
* Lost Keys, ID or swipe cards must be paid for.
HOSTOS COMMUNITY COLLEGE
The City University of New York



EXIT INTERVIEW FORM

Last Name First Initial Social Security Number
Forwarding Address Street City State Zip Code
Department Immediate Supervisor

Reason For Separation

Voluntary Involuntary
Better Job Lacks of funds
Insufficient pay Lack of work
Relocation End of appointment
IlIness Non-Reappointment
Retirement Mandatory Retirement
Family Disciplinary*

Other (Use back if necessary):

* State reason:

Please check the appropriate lines (additional comments may be placed on back).

1. Do you feel you were properly placed on your job considering your

interest, ability and schooling? ..o
2. Did you like your JOD? ...
3. Do you feel you received adequate training on your job? ................c..oeeee
4. Do you feel the workload which you were asked to undertake was reasonable?
5. Do you believe you received fair pay for the work which you were doing? ...
6. Do you feel the working conditions were good? ...........ccocvvviieiiiiiinnnnns
7. Do you feel your colleagues were cooperative? ..
8. Do you feel you received effective and fair superV|S|on Whlle you were here’>
9. Do you feel you were kept properly informed about college policies and

AEVEIOPIMENTS? ... e
10. Do you feel the promotional prospects would have been good had you stayed?
11. Were you satisfied with employee benefits such as sick leave, vacations,

retirement plan, medical plan, etc.. e e
12. If a friend of yours were looking for a posmon Would you recommend

that he/she apply for work here? ... ...
13. Would you work for this college again? ...........ccceeceviieiiere i i

Yes

No




EXIT INTERVIEW FORM
Page 2

What were your most important reasons for leaving?

MEMORANDUM
TO:
FROM: Mercedes Moscat, Human Resources Manager
RE: Continuance of Health Coverage
DATE:

New York City Health Benefits Program ends with your removal from active payroll status. However, if you
wish to maintain health coverage, you will need to complete the enclosed COBRA package within sixty days
of removal from payroll, and mail it directly to your health carrier. Cost for health coverage under this plan
would be borne by you.

If you have any questions, please feel free to call me at (718) 518-6650.

Thank you.



OFFICE OF MUNICIPAL LABOR RELATIONS

EMPLOYEE BENEFITS PROGRAM

The
City
Oof
New York

COBRA — Continuation of Coverage

To be completed by agency:

Notification Date:

Employee’s Name:

Home Address:

Social Security Number:

Date of
Loss of Health Insurance

Please have the appropriate box filled in below and placed in employee’s personnel folder.

( ) COBRA package mailed

I hereby verify that the above mentioned
Employee and family was sent the entire
COBRA notification package by certified
mail on the above mentioned date. Certified
receipt attached.

() COBRA package pick up by employee

I hereby verify that | have received written
notification of my right to extended health
benefit coverage, at my own expense, under the
cobra continuation law. | understand that at the
end of the COBRA period I have the option to
convert my coverage to a direct payment policy.

Agency Signature

Employee Signature

Date

Date




CITY OF NEW YORK EMPLOYEE BENEFITS PROGRAM

COBRA CONTINUATION OF COVERAGE APPLICATION
fr—‘;ON FOR SUBMISSION Date of Qualifying ‘Event / 1 [ Transh
“Termination of Employment Reduction of Work Schedule [ pivorce [ Temination of of Plans
Death of E Loss of Eligibility as a Dependent Child (] Legal Separation Domestic Partnership
Present or Former Present or Former Social Security
Contract Holder's Name Health Plan Number
Relationship to Present or B Self Spouse (Former or Current)  [_] Domestic Partner Present or Former City
Former Contract Holder Son Daughter Employee's Welfare Fund
APPLICANT INFORMATION (Please Print)
Last Name First Name M1 Social Security # Home Telephone #
- C )
Mailing Address Apt. No. Date of Birth Sex [ male
/ / (] Female
City State Zip Code Marital Status [JMaried [ Single [[] Widowed Date of Event
[ Legally Separated [] Divorced (] Domestic Partnership I
Is Applicant Covered ] Yes Is Applicant [ Yes Is Applicant or Any (] Yes Comelete Section Bel
by Another Group Policy? [ No Totally Disabled? O ne Dependent Covered by Medicare? [ No e
MEDICARE INFORMATION
Medicare Claim Number | Suffix EFFECTIVE DATES Spouse/ | Medicare Claim Number | Suffix EFFECTIVE DATES
Applicant HOSP. INS. (PART A) | MED. INS. (PART B) | Partner or HOSP. INS. (PART A) | MED. INS. (PART B)
Dependent

FAMILY INFORMATION (Attach a second form if necessary.)

List below all tamily bers to be covered, including yourself. !f your plan requires you to choose a specific Medical Group (HIP Plans) or Primary Care Physician (Other HMO's) you
must indicate the name and number of the group or physician chosen.

Check if Applicable c I by
Name Birth Date Relationship Full- Perma- | Covered by Name & Number of Medical Group, Primary Other Group
MO DAY YR Tme | nently ngn Physician or Hospital/Physician Network neurance
APPLICANT
f\ / / Self
Sh..SEPARTNER  LAST  FIRST Ml [ spouse
/ / ] Partner
DEPENDENT  LAST(FDIFF) FIRST M.l O 'son
/ / [0 Daughter
DEPENDENT LAST(IFDIFF) FIRST M. |:|Son
/1| Ooaughter
DEPENDENT LAST(IF DIFF) FIRST ML DSan
/ / [[] Daughter

HEALTH PLAN REQUESTED (Check the box before the plan you want and check "Yes" or "No" for the optional benefits rider.)

[JAetna US Healthcare HMO [JAetna US Healthcare QPOS [ Cigna HealthCare
[JEmpire EPO-Nationwide  [JEmpire HMO-New York CJEmpire HMO-New Jersey

JDC 37 Med-Team
[JGHI-CBP/EBCBS

[JGHI-HMO [(JHealthNet (formerly PHS)  [JHIP Prime HMO CJHIP Prime POS
[JMetroPlus [JVytra Health Plan Other
OPTIONAL BENEFITS? (Jyes [No
WELFARE FUND - COBRA
rchas You must check "yes® to receive welfare fund benefits. A *no” response or not answering this question will prevent you from
::m)‘oll m::et:af: fund? penefits receiving COBRA continuation benefits from your welfare fund. A copy of this form will be sent from the health plan to your
your welfare fund as proof that you have applied under COBRA for the City benefits. Before making this decision you should
D Yes D No contact your welfare fund for available options and costs. You will pay the union welfare fund directly for the cost of these
benefits. You may choose both the optional rider and the welfare benefits, either of these options or neither of these options.
£ HORIZATION

| certify that the above information is correct. | fully understand that |
am responsible for the full cost of any continuation of coverage and
will be subject to the terms and conditions of the group contract.

/ /

| choose to waive my rights to extend my current health coverage
under COBRA. | wish to convert to a direct payment policy. Please
send me a conversion contract.

Applicant's Signature

EB7r 25M 601

Date

Applicant's Signature
THIS NOTICE MUST BE MAILED DIRECTLY TO THE HEALTH PLAN

{. e H)

e

FOR COBRA CONTINUATION COVERAGE QR FOR DIRECT PAYMENT CONVERSION.

1.MEDICAL CARRIER



The City University of New York
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CERTIFICATE OF GROUP HEALTH PLAN COVERAGE
AND WELFARE FUND COVERAGE

B
o

7

Nogp

This certificate is being provided as evidence that the individual named below had prior health
plan/welfare fund coverage, provided through CUNY.

1. Name of Participant:

2. Social Security # of Participant:

3. Name and relationship of any dependents for whom this certificate applies:

4. Name of group health plan:

5. Date coverage began: Ended:

6. Name of Welfare Fund:

7. Date coverage began: Ended:

8. Completed by (College representative):

College:

Telephone No.: Date:

Note: Separate certificates will be furnished if information is not identical for the dependent and
the participant.



PERSONNEL DATA ON TRANSFERRED EMPLOYEE

INSTRUCTIONS: Upon the movement (by transfer,promo-
tion or appointment) of an employee from one Ciy gepart-
ment or agency to anather, the tollowing information should
be supplied as soon as possible to the appointing officer of
the agency to which the employee is being assigned

NAME OF EMPLOYEE ADDRESS OF EMPLOYEE RELEASING AGENCY

APPOINTMENT DATA

LAST TITLE IN RELEASING AGENCY DATE OF ORIG. ENTRY  |DATE APPT'OIN LAST DATE ON PAYROLL |LAST DATE FOR WHICH
INTO CITY SERVICE RELEASING AGENCY EMPLOYEE WAS PAID

LEAVE DATA

“RATE OF ACCRUAL DATE EUGIBLE AL BALANCE S.L BALANCE O.T. BALANCE ON DATE RELEASED| LWOP SINCE DATES
IN DAYS FOR HIGHER LEAVE ON ON PRIORTO FROM FROM || ] LAST NCREMENT
[ )10 [ ]2 ACCRUAL DATE RELEASED DATE RELEASED 4/15/86 4/15/86 4/15/B6 |1 | APPOINTMENT
BRE [ ]2s ALL FLSA |NON-FLSA|l ) RENSTATEMENT
[ 118 [ 127 [ ] PROMOTON
[ ] OTHER

PAYROLL DATA
SALARY INFORMATION

REGISTRY NO. SALARY WHEN LAST INCREMENT |NEXT INCREMENT |AMOUNT OF INCREMENT NO. OF INCOME TAX BOND>
RELEASED DATE DATE EXEMPTIONS
PENSION INFORMATION SOCIAL SECURITY
PENSION RATE PENSION NO. PENSION ARREARS: PENSION LOANS: SOCIAL SECURITY NO. FICA CLASS
REGULAR  |ADJUSTED NO. PAYMENTS DUE NO. PAYMENTS DUE: A[] CI]
RATE: AMT. EACH PAYMENT: B(] O[] E(]]
HEALTH INSURANCE ORGANIZATION DATA
H.LP. CONTRACT NO. NOT ENROLLED TYPE AMOUNT | NAME OF UNION _ UNION DUES
REMARKS:
k:_. Rt )

IMPORTANT: Please supply the additional information called
for on the reverse side.
(OVER)




RECORD

OF

EMPLOYMENT

DATE

ACTION

TITLE

i A1 CCALL ANEQUS( INDI CATE TP |
! GRADE |saL ARy |OR TERMANENT KNC. OF DAYS N
{ SAARY womk WEX IF OTHER ™MAN §I

— e

CERTIFICATION OF RELEASING DEPARTMENT OR AGENCY

I CERTIFY THAT THE DATA CONCERMING THE ACCRUED LEAVE. PAYROLL DEDUCTIONS AND OTHER INFORMATION
13 ACQIRATE, BASED UPON THE RECORDS MAINTAINED 8Y THIS DEPARTMENT OR

PERTAINING TO THE ABOVE BMPLOYEE

AGEMCY

OATE

JIGNATURE

TITLK




