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Filing Date
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Sent By

Date | Time

Investigation Planned [1Yes [INo

Investigation Number

Complainant name lam: [Jemployee [JEmployee representative
[ other:
Mailing address City State | Zip
Home phone Mobile phone Email
Date of hire Job title Union representative
Preferred method of contact: [JEmail [JPhone [OText [OMail | Preferred contact time: Other
Employer name
Mailing address City State | Zip
S|te address DSame as mailing address Clty State Z|p
Phone number Fax number Email
Supervisor name Supervisor job title
Type of business Who was responsible for the alleged retaliation? Job title

Type of retaliation Other retaliation

Date action was taken

What reasons were you given for the actions?

Why do you believe these actions were taken?

Have you filed previous complaints against this employer? If Yes, what was the complaint number? Date filed
Oves [ONo

Have you taken any other actions to appeal, grieve or report this If Yes, to whom? Date filed

matter? OyYes [ONo

Comments

Signature Date 12
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