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	DISCRIMINATION COMPLAINT FORM
Marshall County, Alabama



	     
	     

	Complainant Name
	Social Security Number (optional)

	     
	     

	Job Title
	Department & Division

	     
	     
	  
	     

	Home Address
	City
	State
	Zip Code

	     
	     
	     

	Telephone (Work)
	Day Telephone (if different from work)
	Telephone (Home)

	     
	     

	Name of individual that you believe committed the act(s) of discrimination
	Date(s) of discriminatory action(s)

	Basis of Discrimination:

	 FORMCHECKBOX 
 Age (Please indicate):    
	 FORMCHECKBOX 
 Affectional/Sexual Orientation
	 FORMCHECKBOX 
 Ancestry

	 FORMCHECKBOX 
 Atypical Hereditary or Blood Trait

 FORMCHECKBOX 
 Familial Status
	 FORMCHECKBOX 
 Sexual Harassment

 FORMCHECKBOX 
 Liability for Military Service
	 FORMCHECKBOX 
 Disability (Please indicate):
     

	 FORMCHECKBOX 
 Marital Status

 FORMCHECKBOX 
 Race
	 FORMCHECKBOX 
 National Origin (Please Indicate):      
	 FORMCHECKBOX 
 Political Affiliation (Please Indicate):
     

	 FORMCHECKBOX 
 Retaliation (for prior complaint)

 FORMCHECKBOX 
 Sex/Gender
	 FORMCHECKBOX 
 Religion (Please indicate): 
     
	

	Describe the act(s) of discrimination: (Please include the names, telephone numbers, and titles of all persons involved in discriminating.)  

     


	Resolution or remedy you are seeking:      


	The following information is for record keeping and reporting requirements

	Did you previously fill out a grievance form concerning this complaint?

 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No   

 If “Yes”, with whom and when did you file? 

     
	Has this complaint been filed with any other agency?

 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

If “Yes”, with whom and when did you file? 

     

	SEX:   FORMCHECKBOX 
 Male     FORMCHECKBOX 
 Female

RACE/ETHNICITY:   FORMCHECKBOX 
 White      FORMCHECKBOX 
 Black      FORMCHECKBOX 
 Hispanic      FORMCHECKBOX 
 Asian or Pacific Islander      FORMCHECKBOX 
 American Indian or Alaskan Native


	I affirm that the above information is true to the best of my knowledge, information, and belief/

	
	
	

	Signature:
	
	
	Date:
	

	
	
	

	I also give permission to the County Personnel Board to release to the Office of Equal Employment Services any and all personnel records, including medical records, deemed necessary to investigate this case.

	
	
	

	Signature:
	
	
	Date:
	


FILING WITH THE COUNTY PERSONNEL BOARD DOES NOT PRECLUDE YOU FROM FILING WITH THE FEDERAL EQUAL EMPLOYMENT OPPORTUNITY COMMISSION OR OTHER FEDERAL AGENCIES AFTER EXHAUSTING ALL BOARD REMEDIES.

	Name:
	     
	
	


	WITNESS IDENTIFICATION LIST

	
	
	

	Please complete for any person(s) that you feel may have information about your complaint and that you want interviewed.  Provide a brief statement concerning what information you believe this witness can provide (you may attach additional sheets).  Please return this form within three (3) days.

	
	
	

	
	
	

	(1)
Witness Name:
	     
	

	
Home Phone #:
	     
	

	
Work Phone #:
	     
	

	
	
	

	BRIEF STATEMENT:
	
	

	     

	
	
	

	
	
	

	(2)
Witness Name:
	     
	

	
Home Phone #:
	     
	

	
Work Phone #:
	     
	

	
	
	

	BRIEF STATEMENT:
	
	

	     

	
	
	

	
	
	

	(2)
Witness Name:
	     
	

	
Home Phone #:
	     
	

	
Work Phone #:
	     
	

	
	
	

	BRIEF STATEMENT:
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