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	Name LAST FIRST MI: 
	Date of Birth: 
	Address: 
	Phone: 
	Social Security Tax Identification: 
	Business Name: 
	Address 2: 
	Phone 2: 
	Federal Identification Number FEIN: 
	Person who discriminated against me was: 
	Owner: Off
	Supervisor: Off
	Manager: Off
	Paid Family Leave was formally requested and granted: Off
	Start Date: 
	End Date: 
	Paid Family Leave was formally requested and denied: Off
	No formal request was made for Paid Family Leave: Off
	Date Request for Paid Family Leave (Form PFL-1) was given to employer: 
	Bonding with a Child: Off
	Care for Family Member: Off
	Qualifying Military Event: Off
	Loss or change of job: Off
	Reduction of hours: Off
	Loss or change of benefits: Off
	Disciplinary action occurred: Off
	Reduction of wages: Off
	Other: Off
	Other:: 
	Date that your employer changed your work hours: 
	Date you filed Form PFLDC119 with your employer: 
	Responded: Off
	Did not respond: Off
	Attorney Name: 
	Address_3: 
	Phone_3: 
	Board ID Number if any: R
	Letter of terminationdiscipline: Off
	Witnesses: Off
	Other_2: Off
	In addition to my own testimony, I have/will present the following evidence at my hearing:: 
	1: 
	2: 
	3: 
	4: 
	Date: 


