ILLINOIS STATE UNIVERSITY ADMINISTRATIVE/PROFESSIONAL GRIEVANCE FORM
NAME OF GRIEVANT______________________________________

Dept/Office _________________________________________________

Campus Box ________________________________________________

Phone Number ______________________________________________

GRIEVANCE FILED AGAINST:

Name _____________________________________________________

Dept/Office ________________________________________________

Campus Box _______________________________________________

Phone Number _____________________________________________

NATURE OF GRIEVANCE:  


PROPOSED RESOLUTION:

 

___________________________________________________________________

   Signature of Grievant                                                                                  Date

Transmit this document to the GRIEVANCE REVIEW ADMINISTRATOR (Provost Office, Campus Box 4000) within 5 working days of date discussed with the respondent.

