wllly, | Pennsylvania
- Department of Labor & Industry PETITION FOR APPEAL

Office of Unemployment Compensation (TO UC BOARD OF REVIEW)

Instructions: Complete this form to submit a written appeal to the UC Board of Review.
e Complete and save the form to a computer or mobile device and email the file to:
UCBoardAppeals@pa.gov, or
e Print the completed form and
e Mail it to: UC Board of Review, 651 Boas St, Rm 1119, Harrisburg, PA 17121, or
e Faxitto: (717) 346-4484, or
e Deliver it in-person to a PA CareerLink® office or the Board.
See important information on appeal requirements at: pa.gov/uc/appeals.

-—

. Decision Information

Date of Referee Decision:

Claim Number (if known):

Docket Number (if known):

N

. Claimant Information
e Full Name:

e Address:

e City, State, ZIP:

e Last 4 digits of SSN:

¢ Telephone Number:

e Email Address:

3. Employer Information (if applicable)
e Employer Name:

¢ Employer Mailing Address:

e City, State, ZIP:

e Employer Telephone Number:

e Employer Email:

e Employer Account Number (if known):

e Address where work was performed (if different than address above):

4. Reason for Appeal
Explain why you disagree with the Referee decision. Provide clear facts.
My reason for appealing is (add a separate sheet if needed):
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5. Did you miss the Referee hearing? If so, why? (add a separate sheet if needed)

6. Are you requesting another hearing?

|_ Yes
r No

7. Hearing Participation Request
If the Board decides a hearing is needed, choose how you prefer to attend the hearing:

|_ In person
|_ Remote (telephone)

8. Language or Disability Assistance
The Board will provide an interpreter or device at no cost. (check all that apply)

Interpreter Needed

| Spanish
r Another language:

Assistance Needed Due to Disability

|_ Hearing
|_ Speech
r Vision
r Other:

Sign-Language Interpreter Needed
|_ American Sign Language (ASL)
|_ Oral

r Signed English

r Other:

Assistive Device Needed
Assistive listening device (describe):

Another device:

9. Person Filing the Appeal
Name of person filing this appeal:

Title or relationship:
Phone Number:

Email:

Auxiliary aids and services are available upon request to individuals with disabilities.
Equal Opportunity Employer/Program
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