*Please use this form to request department or program space assignments for Space Planning Advisory Group review and recommendation for approval.*

SPACE ALLOCATION/CHANGE REQUEST FORM

California State University, Sacramento

Date:       (MM/DD/YY)
Department:       

Program Center/College:      
Contact Person:      
Campus Phone:       Email:       Fax:        Mail Code:       

Program Information

a. Describe briefly the program that will use the space and why the space is needed:     
b. Is this a new or existing program?      
c. Has the new program or expansion been approved?    FORMCHECKBOX 
 yes        FORMCHECKBOX 
 no

d. How does the program relate to the University’s strategic plan and program center plans?      
Space Requirements

a. What type of space are you requesting (specify type and quantity of each)?       
b. If requesting lecture rooms, what size do you have the greatest need for?       
c. Date space will be needed:         Date no longer needed:      
d. How many faculty/staff/students will be assigned? (specify full time or part time staff/faculty)       
e. Are there special requirements of the new space? (e.g., location, visibility, access, adjacencies, relationships to other programs, etc.)       
f. Describe briefly why your existing space is inadequate:       
g. What other programs might be affected by this space change?  How will they be affected?       
h. What negative impact would occur if no new space is assigned?       
i. Do you have any suggestions that would assist in fulfilling this request?      
If you would like to illustrate your request, please contact the Facilities Design Department at extension x86994 or x87605 for a copy of area floor plans.

Program Funding

 FORMCHECKBOX 
 University Funded

 FORMCHECKBOX 
 Foundation Grant Program – can the program pay for space rental?   FORMCHECKBOX 
  yes    FORMCHECKBOX 
  no

 FORMCHECKBOX 
 Other Funding (please specify):      
Space Funding

(source of funds for costs associated with construction, remodel, moving, telecommunication, etc.)

 FORMCHECKBOX 
 Capital Outlay

 FORMCHECKBOX 
 Foundation

 FORMCHECKBOX 
 Non-State (specify):      
 FORMCHECKBOX 
 Cost Recovery Chartstring:      
 FORMCHECKBOX 
 Funding source unknown at this time.

Seeking the Ideal

a. Describe any other factors to consider:      
b. Do you have any suggestions beyond the scope of this request that would improve the University environment?       
Authorizations

Department Chair/Program Manager

Name:      
Title:       
Signature: _______________________________________________  Date: ________________

Dean/Program Center Administrator

Name:       
Title:       
Signature: _______________________________________________  Date: ________________

(required signature to concur and authorize request for SPAG review)
Priority

Program Center Priority #:         (required for SPAG review)
Submit Completed Survey/Request Form to:

SPAG

Office of Space Management

Lassen Hall #3006

Campus Mail Code:  6034
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Space Planning Advisory Group (SPAG)
Date of Review: _________________________

Action Taken: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Recommendation made: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Date forwarded for approval: ______________
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