
2. Name of Union and Local No. ________________________________________________________________________

________________________________________________________________________
Name and Address
of Representative ________________________________________________________________________
to Receive Panel

________________________________________________________________________

Telephone (include area code) ________________________ Fax (include area code) __________________________

(Check One)

PAPERWORK REDUCTION ACT NOTICE:   The estimated burden associated with this collection of information is 10 minutes per respondent.  Comments
concerning the accuracy of this burden estimate and suggestions for reducing this burden should be sent to Office of General Counsel, Federal Mediation
and Conciliation Service, 2100 K Street, N.W., Washington DC  20427.  Persons are not required to respond to this collection of information unless it displays
the current valid OMB control number.

A submission will be made based on the request of a single party. However, a submission of a panel should not be construed as anything
more than compliance with a request and does not reflect on the substance or arbitrability of the issue in dispute.

To: Office of Arbitration Services
Federal Mediation and Conciliation Service     Date_____________
Washington, D.C.  20427

or FAX (202) 606-3749

Please check if this panel is under
FMCS Expedited Arbitration procedures.
A joint request is required.

FEDERAL MEDIATION AND CONCILIATION SERVICE
WASHINGTON, D.C. 20427

REQUEST FOR ARBITRATION PANEL

FMCS Form R-43
Revised June 1997

Form Approved
OMB NO. 3076-0002
Expires 8-31-98

3. Site of Dispute ________________________________________________________________________________

4. Type of Issue ________________________________________________________________________________

5. A panel of seven (7) names is usually provided; If you desire a different number, please indicate: _________________

6. Type of Industry Private Sector Public Sector Federal Sector

7. Special Requirements ____________________________________________________________________________

8. Fee Enclosed Check Money Order Credit Card: Visa Master Card

Name as it appears on Credit Card ___________________________________________________________________

Card Number _____________________________________________________ Exp. __________ /__________

For Federal Agencies: ALC _________________________________________________________________________

9. Signatures (Joint) _____________________________________ _____________________________________

(City, State, Zip)

(Discharge, Holiday, Pay, Sick Leave, etc.)

(Union) (Employer)

(SPECIAL ARBITRATOR QUALIFICATIONS, TIME LIMITATIONS ON HEARING OR DECISION, GEOGRAPHICAL RESTRICTIONS, ETC.)

1. Name of Employer ________________________________________________________________________

________________________________________________________________________
Name and Address
of Representative ________________________________________________________________________
to Receive Panel

________________________________________________________________________

Telephone (include area code) ________________________ Fax (include area code) __________________________

(City, State, Zip)

 (Street)

(Name)

(City, State, Zip)

(Street)

 (Name)


