YOU MAY APPEAL THIS HEARING DECISION

This hearing decision becomes final unless you appeal in writing to the Board of Review no later
than thirty (30) calendar days from the mail date on the cover page of the hearing decision.

If you are disqualified from collecting benefits, you should continue to certify for benefits

for each week you are unemployed. This will protect your rights to collect benefits. If you

are entitled to benefits as a result of this hearing decision, and you meet all other eligibility
requirements, your check will be sent to you automatically. If you do not receive a check within
seven days of the date of this hearing decision, you may call the Check Status System at one of
the following numbers.

1-877-626-6800 from area codes 351, 413, 508, 774, and 978

1-617-626-6800 from all other area codes

Instructions for Filing an Appeal to the Board of Review

Please use the attached form: “Appeal to the Board of Review From a Department of
Unemployment Assistance Hearing Decision.” All appeal rights and deadlines are set forth under
the unemployment statute at G.L. c. 151A, §§ 40 - 42.

Deadline: A written appeal must be submitted to the Board of Review no later than 30
calendar days from the mail date on the cover page of the hearing decision.

Appeals filed by mail will be considered filed on the date contained in the U.S. Postal
Service postmark (not the date contained in a postal meter stamp.)

Faxed appeal forms must be received at the Board of Review office no later than 5:00
p.m. (Boston time) on the deadline date.

Appeals sent through any private courier or hand delivered must be received at the Board
of Review office before 5:00 p.m. on the deadline date.

If the 30-day deadline falls on a Saturday, Sunday, legal holiday, or day on which the
Board of Review office is closed, the deadline is the next business day.

Mail, fax, or hand-deliver your appeal to: Board of Review
19 Staniford Street, 4% floor
Boston, MA 02114
Fax #: 617-727-5874

Please see important appeal instructions on the back &
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IMPORTANT APPEAL INSTRUCTIONS

It is very important to state the reasons why you think the hearing decision was
incorrectly decided on this form or in an accompanying letter. Be sure to include all
documents and arguments that are relevant to your appeal when you submit this form. The
Board will decide whether to accept your appeal based primarily upon what you tell us.

If you are a claimant whose unemployment benefits were denied, you should continue to
sign for benefits while your appeal is pending in order to preserve your rights to those

benefits.

After you receive the Board’s decision, you may appeal to the District Court. The appeal to the
District Court must be filed within 30 days of the mailing date on the Board’s decision.

See the Board of Review website www.mass.gov/dwd/bor for additional information, including
links to the unemployment statute, G.L. c. 151A; the DUA regulations; a list of legal referral
organizations; a list of District Courts by city and town; and important prior Board decisions,

listed by topic.

If you have questions, please call the Board of Review at (617) 626-6400.

IMPORTANT

This notice contains information about your rights or
obligations, and should be translated immediately. If
you need a translator, ask for a listing of translation

services at your DUA office.

BAXKHOE COOBIIEHHME

B aroM cooOuennn cofep:KuTcs uHpopMmanusi o
Bammx mpaBax M OOS3aHHOCTSIX, W OHO JOJDKHO
ObITb cpouHo nepesefeHo Bam. Ecmu Bam Hyken
NepeBOlYMK, MOMPOCUTE CIUCOK  MEPEBOUECKUX
kommnanmit B cBoeM DUA odcpuce.

IMPORTANTE

Este aviso incluye informacion sobre sus derechos
y obligaciones, y debe traducirse de inmediato. Si
necesita un traductor, solicite el listado de servicios de
traduccion en la oficina de la DUA correspondiente.

IMPORTANTE

Questo avviso contiene informazioni sui Suoi diritti ed
obblighi e deve essere tradotto immediatamente. Se ha
bisogno di un traduttore, chieda I’elenco dei servizi di
traduzione presso la DUA.

IMPORTANTE

Este comunicado contém informagdes sobre os
seus direitos ou obrigagdes. Ele deve ser traduzido
prontamente. Se precisar de um tradutor, solicite no
escritorio DUA mais proximo uma lista dos servigos
de tradugio.
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ENPOTAN

Not sa a genyen enfomasyon sou dwa w oubyen
obligasyon ke ou genyen, epi ou fét pou ou fé tradwi |
kounye a. Si ou bezwen on moun ki pou tradwi pou ou,
mande on lis ki genyen sevis ke yo ofti pou tradiksyon
nan biwo DUA ke ou konn ale a.

QUAN TRONG . . .
Thong bao nay bao gom thong tin vé quyéen han hodc
trach nhiém clia quy vi va phai dugc thong dich ngay.
Néu can mot thong dich vién, hay yéu cau mot danh sach
dich vu thong dich tai vin phong DUA clia quy vi.
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COMMONWEALTH OF MASSACHUSETTS
EXECUTIVE OFFICE OF LABOR AND WORKFORCE DEVELOPMENT
BOARD OF REVIEW

19 Staniford Street, 4" Floor, Boston, MA 02114
Phone: (617) 626-6400 ¢ Fax: (617) 727-5874
Website Address: www.mass.gov/dua/bor

Appeal to the Board of Review

From a Department of Unemployment Assistance Hearing Decision

(signature on reverse side is required)

Appeal by: [ ] Claimant [ | Employer [ | Department of Unemployment Assistance (DUA)

Claimant’'s Name:

(print)
Address:
City or Town: State: Zip Code:
Telephone No.: () Claimant ID:
Email address:
Employer’'s Name:
(print)
Address:
City or Town: State: Zip Code:
Telephone No.: () DUA Employer ID#:
Email address:
I appeal a DUA Hearings Department decision, Issue ID # , issued on

(date)

I believe the decision was incorrectly decided for the following reasons:
(If you wish to submit your reasons separately, or if you wish to submit documents that are
relevant to your appeal, please include your Issue ID# on all additional documents.)
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If you did not participate in the hearing, please tell us the reasons why:

Are you prepared to attend a re-hearing, if so ordered by the Board?

I affirm under the penalties of perjury that the information contained within this
Appeal to the Board of Review is true and complete to the best of my knowledge and
belief, and that the factual representations and legal arguments upon which this appeal
is based have been advanced in good faith.

(appealing party/attorney/agent)

(date)

If you are an attorney or agent submitting this appeal on behalf of a party, please
provide thefollowing information:

Name of Attorney or Agent:

(print)
Address:

City or Town:__ () State: Zip Code:

Telephone No.:

Email address:

For Office Use Only

Hearing decision mail date:

Date of Application for Review:

Application for Review received by:

(full name of DUA representative)
Appeal received at:

[ ] Hearings Department [] By mail
[ ] Board of Review [] By fax
[ ] Other (specify name of dept.) [] By hand
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