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Communications Workers of America

Local 3403
This document is to be filled in by the Grieving party.  The below information will be used to process your grievance.  You are responsible for its content.  Please fill ALL blanks.

Grieving Party:








Department:


Address:









City:







State:


Zip:



Home #:  (         )            -              Office: (         )            -               Cell:(         )            -               


Seniority Date:




N.C.S. Date:


Job Title:




Work Location:

Supervisor Involved:





Supv. Tel. #:(         )            -               

Date of Incident:



Steward Referred To:


Explanation of incident and pertinent facts:










Signature: 


(Note: Use Additional Page if Necessary)

