care VACATION PAY PROBLEM FORM

Send to: LiUNAcare Local 183 | 1263 Wilson Avenue, Suite 205 | Toronto, ON M3M 3G2
P:416.240.7487 | F: 416.240.7488 | w: www.liunacare183.com | e: info@liunacare183.com

il Member Information (Please Print)

BUILDING HEALTHY FUTURES

Last Name First Name Gender I:I Male I:I Female
Address Birth Date (yyyy/mm/dd)

Town/City Province Postal Code

Union ID OR Social Insurance Number (SIN) Country

Email Address Telephone No.

Marital Status E gﬂ:rrr:ﬁ(cj)n-Law E g(ienpi:(reated Ee\i/\i/doc:\(/:ved Cell No.

ZJ Claim Information

In order to properly and accurately address your claim, please provide photocopies of all pay stubs, showing vacation
pay deductions, for all work months.

Vacation Pay Fund: [JHve [ ]sHpP

Work Months:

Company Name:

Company No.:

Type of Problem:

Cheque No.:

(o Member Authorization

Member Name: Date:

Member Signature: Witness:

2021-01 Please complete, print, sign, and return by fax at 416.240.7488 OR email to info@liunacare183.com
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