
               Notice of Appeal   
 
 

 

This form is used to file an appeal of an order, notice, decision, determination, or ruling by the Allegheny County 
Health Department.  Please complete this form (use additional pages as necessary).  If more than one person or 
entity is filing this appeal, please attach a separate form for each additional appellant.  A copy of the order, 
notice, decision, determination, or ruling must be attached to the Notice of Appeal. 
 

Name ____________________________________________________________________________  

Mailing Address ____________________________________________________________________ 

City __________________________ State ____ Zip _________ Email ________________________ 

Phone _______________________________ Fax (optional)_________________________________ 

 
If you are represented by an attorney, please provide contact information for your attorney:  

Name ____________________________________________________________________________  

Mailing Address ____________________________________________________________________ 

City __________________________ State ____ Zip _________ Email ________________________ 

Phone _______________________________ Fax (optional)_________________________________ 

 

Describe your objections to the Department’s actions and a statement describing the relief you want 
the Hearing Officer to grant. (The objections may be factual or legal and must be specific. If you fail to state an 
objection here, you may be barred from raising it later in your appeal. Use additional pages if necessary.) 

 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

By filing this Notice of Appeal with the Allegheny County Health Department, I hereby certify 
that the information submitted is true and correct to the best of my information and belief. 
 
Signature _________________________________________ Date_______________________ 
 

 
Appeals should be submitted in person or by mail to:  

Allegheny County Health Department  
Attention: Hearing Officer  
542 4th Avenue 
Pittsburgh, PA 15219 


