
 online

Or

e ire  Fiel s.

Claimant SSN/ID#: ____ __________________      First and last name: ___________________________ ____________

Current mailin  address (if different from the “Determination ”): _________________________________________________ 
_________________________________________________

Phone #:  (_____) _________________       Email address: _____________________________________________________

Employer name (if applicable): _____________ __________________________

etter  or Case : ________ _____ (See the “Determination ” 

One letter per appeal re est

 Interpreter needed Preferred language: ________________________________________________

APPEAL REQUEST

*Why do you disagree with the determination in the letter indicated above?
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________

We can’t accept your appeal without your signature.

 Print this page and submit once by fax or mail   to the address listed below with any additional information you wish to provide. 

Visit your local WorkSource office if you need help faxing the appeal.

Claims Center Appeals, PO Box 19018 • Olympia, WA 98507-0018 • Fax 800-301-    1795

*Signature:

https://secure.esd.wa.gov/home/
https://secure.esd.wa.gov/home/
https://esdorchardstorage.blob.core.windows.net/esdwa/Default/ESDWAGOV/Unemployment/ESD-Handbook-for-Unemployed-Workers.pdf
https://esd.wa.gov/
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