COMMUNICATIONS WORKERS OF AMERICA

LOCAL 9410 GRIEVANCE REQUEST FORM

This form is to be filled out by members who have a grievance.

Please provide the following information and give to your steward:

Name: _________________________________________________________


(First)


(Mi.)


        (Last)

Home Address:  _________________________________________________




   (Street)                    (City)               (State)           (Zip Code)

Home Phone # _______________________  SS # ______________________

Alternate or Relatives Phone # _____________________________________

NCS Date: _____________ Title:______________ Rate of pay: ___________

Work Address: __________________________________________________

                             (Street)                    (City)                (State)           (Zip Code)

Work Phone # ___________________ Hours of work: __________________

Dist./Div. MGR.:_________________________ Phone # ________________

_____________________________________________________________

NATURE OF GRIEVANCE:

Date Occurred: ___________________________

Manager(s) involved: _____________________________________________

Action Taken: ___________________________________________________

______________________________________________________________

Desired Settlement: ______________________________________________

______________________________________________________________

Signature: ____________________________

To be filled out by the Steward

Steward’s Name: ________________________ Date: ___________________

Grievance # ____________________________

COMMUNICATIONS WORKERS OF AMERICA

LOCAL 9410  -  #415-777-9410
GRIEVANT’S AUTHORIZATION TO OBTAIN PERSONAL RECORDS
I do hereby grant permission for the Union to examine, review, and obtain copies, where they are necessary, of any and all portions of my personal records, maintained by the Company, necessary to represent me.  I understand all information and discussions of a personal nature pertaining of these records or copies of same will be held in strict confidence unless otherwise stated by me.

Signature of Grievant ___________________________

Date: ________________________________________

GRIEVANT’S AUTHORIZATION FOR MEDICAL RECORDS

I do hereby grant permission for the Union to examine, review, and obtain copies, where they are necessary, of any and all portions of my medical records, maintained by the Company, necessary to represent me.  I understand all information and discussions of a personal nature pertaining to these records or copies of same will be held in strict confidence unless otherwise stated by me.

Signature of Grievant: ________________________

Date: ______________________________________
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COMMUNICATIONS WORKERS OF AMERICA

LOCAL 9410 - #415-777-9410

AGGRIEVED’S STATEMENT

Explain your side of what happened.  Please be as factual as possible. List any witnesses on reverse side Sign and Date each page of your Statement.

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

       (Print Name)

_____________________________   _____________________________

       (Signature)






(Date)

____________________________________________________________

To be filled out by Steward

Grievance #_________________________

Steward ________________________ Date Received: _______________

AGGRIEVED’S STATEMENT (CONT’D)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________   ______________________________

  
(Signature)






(Date)

____________________________________________________________

List all witnesses and where they can be reached:

Name



Phone #’s                               Addressee’s






Work/Home



Work/Home


___________________  _______________________  ________________

___________________  _______________________  ________________

___________________  _______________________  ________________

___________________  _______________________  ________________
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