STATE OF DELAWARE
JOB ANALYSIS QUESTIONNAIRE ANSWER SHEET

General Information:


	Current Class Title:
	     

	
	

	Name:
	     

	
	

	Department:
	     

	
	

	Division:
	     

	
	

	Section:
	     

	
	

	Work Location:
	     

	
	

	Work Hours:
	     

	
	

	Work Phone Number:

	     

	
	

	Date JAQ was Completed:
	     

	
	

	Supervisor’s Name:
	     

	
	

	Supervisor’s Class Title:
	     


To be completed by Agency Human Resource Office:


	Budget Position Number:
	     

	
	

	Department/Division/Section:
	     


	Name:
	     
	
	BP#: 
	     


Please refer to the Job Analysis Questionnaire to code your responses.

	
	Employee’s Response
	Supervisor’s Response
	HR

 Review

	
	  
	  
	  

	 1.  Overall Knowledge and Skills (1-15)
	  
	  
	  

	
	  
	  
	  

	 2.  Application of Job Knowledge (1-15)
	  
	  
	  

	
	  
	  
	  

	 3.  Internal Contacts (1-11)
	  
	  
	  

	
	  
	  
	  

	 4.  External Contacts (1-11)
	  
	  
	  

	
	  
	  
	  

	 5.  Written Communication (1-13)
	  
	  
	  

	
	  
	  
	  

	 6.  Verbal Communication (1-9)
	  
	  
	  

	
	  
	  
	  

	 7.  Technical Knowledge (1-19)
	  
	  
	  

	
	  
	  
	  

	 8.  Minimum Level of Education or 
Equivalent Experience (1-9)
	
  
	
  
	
  

	
	
	
	

	      State Certification/License
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
	  FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

	           List Type of State Certification/License
	
	
	

	
	
	
	

	      Federal Government Certification/License 
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
	  FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

	           List Type of Fed. Gov. Certification./License
	     

	
	
	
	

	 9.  Job Required Training (1-7)
	  
	  
	  

	
	
	
	

	      State Certification/License
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
	  FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

	           List Type of State Certification/License
	     

	
	
	
	

	      Federal Government Certification/License 
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
	  FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

	           List Type of Fed. Gov. Certification./License
	     

	
	
	
	

	      National/Professional Organization Certification/Lic.
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
	  FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

	           List Type of Nat./Prof. Organ. Certification/Lic. 
	     


	Name:
	     
	
	BP#: 
	     


	
	Employee’s

Response
	Supervisor’s

Response
	HR

Review

	
	
	
	

	10.  Management of People (1-6)
	  
	  
	  

	
	
	
	

	      Manager/Supervisors
	  
	  
	  

	      Professionals
	  
	  
	  

	      Other
	  
	  
	  

	      Unclassified
	  
	  
	  

	              Total 
	  
	  
	  

	
	
	
	

	11.  Problem Solving (1-13)
	  
	  
	  

	
	
	
	

	12.  Problem Analysis & Resolution (1-9)
	  
	  
	  

	
	
	
	

	13.  Planning Time Frame (1-13)
	  
	  
	  

	
	
	
	

	14.  Job Profile
	  
	  
	  

	
	
	
	

	15.  Organization Impact - Support and Advisory Services 

        (1-13)
	
  
	
  
	
  

	
	
	
	

	16.  Organization Impact - Primary or Leadership
	
	
	

	       (This item must be completed if you responded to 

         statement No. 13 on Question No. 15.)  
	
  
	
  
	
  

	
	
	
	

	      A.  Impact on Operating Budget (1-2)
	
	
	

	           Operating Budget
	$     
	$     
	$     

	
	
	
	

	      B.  Impact on Capital Outlay (1-2)
	
	
	

	           Capital Budget
	$     
	$     
	$     

	
	
	
	

	      C.  Impact on Other Financial Areas (1-2)
	
	
	

	           Other
	$     
	$     
	$     

	
	
	
	

	For other financial areas, please describe.
	
	
	

	
	
	
	

	17.  Job Autonomy (1-11)
	  
	  
	  

	
	
	
	

	18.  Nature of the Job (1-15)
	  
	  
	  

	
	
	
	


	Name:
	     
	
	BP#: 
	     


	Job Purpose:  A brief paragraph describing why the job exists.

	Example:  To supervise the collection of customer bills to ensure timely cash flow while retaining positive  

                 customer relations.

	     



	Principal Accountabilities:  List in order of priority, the major activities, objectives or functions necessary to achieve the jobs end results.  The percent of time spent on each of these accountabilities should add up to 100%.
	TIME %

	 1. 
	   

	 2.      
	   

	 3.      
	   

	 4.      
	   

	 5.      
	   

	 6.      
	   

	 7.      
	   


	Knowledge, Skills and Abilities:  Describe the knowledge, skills and abilities required for the job.  This section identifies the unique knowledge, skills and abilities that are specifically required to perform the jobs objectives and achieve the desired end results.

	Example:  1.  Knowledge of customer billing to ensure timely cash flow while retaining positive customer 

                      relations.

                  2. Skill in the use of tools for automotive repairs. 

	 1.      

	 2.      

	 3.      


	Name:
	     
	
	BP#: 
	     


	Knowledge, Skills and Abilities (Cont.)

	 4.      

	 5.      

	 6.      

	 7.      

	 8.      

	 9.      

	10.      


	Equipment/Tools:  List types of equipment, tools, computer systems, and software packages used on-the-job.



	     
	     

	     
	     

	     
	     

	     
	     


	Reports and Records:  Please list the various reports and records which you most frequently prepare.  Indicate the purpose of each, the frequency with which it is prepared and by whom it must be reviewed and approved.

	Report
	Who Signs
	Frequency
	Purpose

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


	Name:
	     
	
	BP#: 
	     


	Employee Comments:  Please make any comments here that are not included elsewhere in the questionnaire and that you feel are important to the understanding of your position.

	     


I certify that the information contained in this questionnaire is accurate and complete.

____________________________________________            _______________

                         Employee Signature                                                       Date

Supervisor’s Comments:
1.  Please comment on items in this questionnaire as you believe necessary.  Please reference all of your  

     comments as to page and section.  Indicate also if corrections are appropriate.

	     

	


2.  What do you consider to be the core responsibilities of this position?

	     


3.  Include any other information which you believe should be considered in the classification of this position.

	     


Supervisor’s Name and Title: _________________________________________________________________                                                                                                                                    

                                                                                                                                                               Date

Appointing Authority’s Name and Title:  ________________________________________________________
                                                                                                                                       Date

Personnel Representative’s Name and Title:  _____________________________________________________


                                                                                                                                        Date
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