
 

                 CANADIAN UNION OF PUBLIC EMPLOYEES 
 

GRIEVANCE FORM 
 
 
Grievance Number:      Local Number: 
 
Employer: 
 
Employee: 
 
Department:        Classification: 
 
Supervisor: 
 
 TO: 
 
I / We the undersigned claim that 
 
 
 
 
 
 
 
 
 
 
 
 
Therefore I / We request that 
 
 
 
 

 
 
 
 
 
 
 

Signature of Employee/Union Officer  
 
DATE (YYYY-MM-DD) 
 

 

bob



	GRIEVANCE FORM

	GFNumber: 
	GFLocal: 873
	GFEmployer: Ministry of Health - Emergency Health Services Commission
	GFEmployee: 
	GFDept: BC Ambulance Service - Station 
	GFClass: 
	GFSuper: 
	GFTo: 
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	GFRequest: 
	GFDate: 


