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CITY OF LONGVIEW 

AMERICANS WITH DISABILITIES ACT (ADA)

COMPLAINT FORM

PART 1 - COMPLAINANT INFORMATION

	Complainant’s Name:
     

	Address:
     

	City:

     
	State:
     
	Zip Code:



	Day Phone:
     
	Evening Phone:
     


PART 2 - PERSON ALLEGED TO HAVE BEEN DISCRIMINATED AGAINST

	Name:

     

	Address:
     

	City:
     
	State:
     
	Zip Code:
     

	Day Phone:

     
	Evening Phone:
     


PART 3 - BASIS OF COMPLAINT

	Date the incident took place:             

	 FORMCHECKBOX 
 Employment
	 FORMCHECKBOX 
 Structural Accessibility
	 FORMCHECKBOX 
 Parking
	 FORMCHECKBOX 
 Other

	     FORMCHECKBOX 
 City Programs, Services & Activities
	 FORMCHECKBOX 
 Section 504-Federally Funded Programs


Witnesses

	Name:
     

	Address:
     

	City:

     
	State:
     
	Zip Code:
     

	Day Phone:
     
	Evening Phone:
     

	Name:
     

	Address:
     

	City:
     
	State:

     
	Zip Code:

     

	Day Phone:

     
	Evening Phone:

     


Name and location of institution, or agency that you believe discriminated against you:

	Name of institution or agency:

     
	Institution/agency representative contact:

     

	Address:
     

	City:
     
	State:
     
	Zip Code:
     

	Day Phone:
     
	Evening Phone:
     


Please describe the reasons you believe the discrimination took place:

	(Use additional sheets if necessary)

     


PART 4 – RESOLUTION

	Have you tried to resolve the complaint through informal procedures at the institution or agency?   FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No

	If “yes”, what was the result and/or what is the status of the complaint?
(Use additional sheets if necessary)

	     

	Have you filed or do you intend to file this complaint with any other federal, state or local agency; or with any federal or state court?     FORMCHECKBOX 
 Has been filed       FORMCHECKBOX 
 Will be filed       FORMCHECKBOX 
 Has not been filed


Please provide information for the agency/court where the complaint was or will be filed.

	Name of agency/court:

     

	Address:
     

	City:
     
	State:
     
	Zip Code:
     

	Day Phone:
     
	Name of contact person:
     


PART 5 - COMPLAINANT’S SIGNATURE

	Name:

     
	Date:

     

	You may attach any written material, photographs or other documentation 

that you feel is relevant to the complaint.


FOR INTERNAL USE ONLY

	Date Complaint Received:

     
	Received by:

     


Rev. 6/06                                                                                                                                                                           素甄
�








