Employment and Assistance
Appeal Tribunal British Columbia

Release of Information

This form allows you control over who receives your personal information, who makes decisions on your
behalf and who can attend your hearing. Complete and return this form to the Tribunal if you wish to have a
representative (lawyer, advocate, family member or friend) assist you with your appeal.

To be completed by Appellant

Date (Month/Day/Year)

Appeal Number

Do you want information/documents about your appeal sent to:

Yourself

Your representative

Both of You
Do you want your Representative to attend your hearing? Yes No
Or
Do you want your Representative to make decisions on your behalf?
Note: This would allow your representative to make a decision to adjourn,
change the type of hearing or dismiss your appeal. Yes No

This Release of Information is valid until this appeal has been completed.

Appellant’s Signature

Date (Month/Day/Year)

Information about your Representative

Lawyer Advocate Family Member Friend
Name of Representative Name of Agency

Mailing Address Postal Code
Telephone Fax Number

Email

Send the completed form to:

Employment and Assistance Appeal Tribunal
Toll Free Fax: 1-877-356-9687

Fax in Victoria: 250-356-9687

Email: info@eaat.ca

Questions? Call Toll Free: 1-866-557-0035, or in Victoria: 250-356-6374

Living and working with gratitude and respect on the traditional territories of Indigenous peoples in British Columbia

The personal information requested on this form is collected under the authority of and will be used for the purpose of administering the Employment and Assistance Act, the Employment and
Assistance for Persons with Disabilities Act and the Child Care Subsidy Act. The disclosure of this information is subject to the provisions of the Freedom of Information and Protection of Privacy Act.
If you have any questions about the collection, use and disclosure of this information, please contact the Employment and Assistance Appeal Tribunal.
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