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COMMONWEALTH OF MASSACHUSETTS
BEFORE THE DIVISION OF LABOR RELATIONS

* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *
*

In the matter of *
*
*

Respondent,    *
*

and * Case No.
*
*

Charging Party/Petitioner    *
*
*

* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *

CERTIFICATE OF SERVICE

I, ____________________________, hereby certify that I have served a copy of this

on the following representative of the opposing party:

Name:

Address:

Telephone: Fax:

Indicate method of service:

In hand First Class Mail Other (specify): ___________________

Date Signature of Person Making Certification

The Division does not discriminate on the basis of disability in access to its services.  Inquiries, complaints or requests,
 including requests for auxiliary aids and information regarding access features should be directed to the DLR FORM-010
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