County of San Bernardino Department of Workforce Development
PROGRAM COMPLAINT INFORMATION FORM
	Please provide the following information about yourself:

	Name:
	[bookmark: Text1][bookmark: _GoBack]     
	

	Mailing address:
	[bookmark: Text2]     
	

	City:
	[bookmark: Text3]     
	State:
	[bookmark: Text4]     
	Zip Code:
	[bookmark: Text5]     
	

	Telephone Number:
	[bookmark: Text6]     
	

	

	Location of incident:

	Agency name:
	     
	

	Address:
	     
	

	City:
	     
	State:
	     
	Zip Code:
	     
	

	Telephone Number:
	     
	

	

	When did the incident occur?
	     
	

	

	Who do you believe was responsible for the discrimination?

	
	     
	

	

	What do you believe was the reason for the discrimination?  (Check all that apply.)

	[bookmark: Check1]|_| Age
[bookmark: Check2]|_| Color
[bookmark: Check3]|_| Race
[bookmark: Check4]|_| Sex
	[bookmark: Check5]|_| Disability
[bookmark: Check6]|_| National Origin
[bookmark: Check7]|_| Religion
[bookmark: Check8]|_| Political Belief/Affiliation
	[bookmark: Check9]|_| Other (please specify):
     
	

	Briefly describe what happened, and how it affected you (attach additional pages if needed):

	
	     
	

	What result would you like from this investigation?  (Attach additional pages if needed.)

	
	     
	

	



	Your signature below authorizes the WDD Equal Opportunity Officer to process this complaint.  An official investigation cannot begin until an original, signed complaint form is received.

	Customer’s Printed Name: _________________________________________________________________

Customer’s Signature: ________________________________________	     Date: ____________________

	Please make at least one complete copy of this form and keep it in your possession.  If you have authorized a personal representative, you should give a copy to that individual also.

	Please return this completed form to:
County of San Bernardino
Department of Workforce Development
Attn:  Fred Burks, Equal Opportunity Officer
215 North D Street – Suite 301, San Bernardino, CA  92415-0046
Phone:  (909) 387-9845; California Relay Service (711)
FAX:  (909) 387-9870
fburks@wdd.sbcounty.gov
· The Equal Opportunity Officer will investigate your complaint and issue a decision within 90 days of the day s/he receives your written complaint.
· If you do not receive a decision from the Equal Opportunity Officer after 90 days, you may send your written complaint to the Civil Right Center at:
The Director
Civil Rights Center (CRC), U.S. Department of Labor
200 Constitution Avenue NW, Room N-4123
Washington, DC  20210
· The Civil Rights Center must receive your written complaint within 120 days after the day you filed your complaint with the Department of Workforce Development Equal Opportunity Officer.

	[bookmark: Check10]|_| YES
	THE EQUAL OPPORTUNITY OFFICER MAY DISCLOSE MY IDENTITY, IF NECESSARY TO INVESTIGATE MY COMPLAINT.

	Name (please print): ____________________________________________________________________

Signature: _____________________________________________	     Date: ___________________

	[bookmark: Check11]|_| NO
	THE EQUAL OPPORTUNITY OFFICER MAY NOT DISCLOSE MY IDENTIFY, EVEN IF NECESSARY TO PROCESS MY COMPLAINT.  I understand that if my complaint cannot be fully investigated because I have not consented for the Equal Opportunity Officer to reveal my identity, my complaint may be closed.

	Name (please print): ____________________________________________________________________

Signature: _____________________________________________	     Date: ___________________

	County Use Only:
     Date Received: ______________________________________	By: _________________________________
     Date Notice of Final Action Issued: _____________________	By: _________________________________
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