(This Information is Available in an alternative format upon request.)
m TENANT REOQUEST FOR GRIEVANCE HEARING

Tenant's Name: SSN:
Client #: Phone: (__)
Mailing Address: Development:
Applicant’s Signature: Date:

In Accordance with the provisions of the Grievance Policy of the Boston Housing Authority, | am
requesting a grievance hearing for:

REASON (Check off appropriate box):

O

The non-payment of rent O Pet Policy
O Lease violation (cause eviction O Residual Tenancy
g My denied request for reasonable
accommodation L MRVP Termination
O My denied request to add a family O Denied Transfer
member or personal care attendant O Other:
] A private conference with development management took place on: ,20 at which

time we were unable to reach and agreement.

Please list attorney, service agency or medical provider(s) that will be representing you at the Grievance
Panel. Please include a mailing address and daytime telephone number for each:

If you have a disability that could affect your participation at the grievance hearing, you have the right to
request a reasonable accommodation. For example, if you have a hearing impairment, you may ask the
BHA to provide a sign language interpreter.

Please specify below the type of assistance you need because of your disability. The hearing panel
coordinator will either make the requested arrangement or advise you in writing before the hearing that
the request has been denied.

PLEASE MAIL REQUEST TO: Boston Housing Authority Department

of Grievances & Appeals - 9th Floor
Attn.: Grievance Panel Coordinator

52 Chauncy Street
Boston, MA 02111-02375

DO NOT WRITE BELOW THIS LINE

Date Request Received:

Hearing Date:

Hearing Number: _

This is an important notice. Please have it translated.
Este ¢ um aviso importante. Queira mandé-lo traduzir.
Este es unaviso importante. Sirvase mandarlo traducir.
DAY LA MOT BAN THONG CAO QUAN TRONG
XIN VUI LONG CHO DICH LAI THONG CAO AY
Ceci est important. Veuillez faire traduire.
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