ADA Statement of Complaint

From:

Name:

          Please Enter Your Name          


Address:
          Enter Your Address, City, State, & Zip Code          


Phone:
          Enter Your Phone Number          
Relationship to the County:

 FORMCHECKBOX 
 Citizen

 FORMCHECKBOX 
 Vendor

 FORMCHECKBOX 
Disability Rights Organization

Date/place (street address) violation took place: (Enter Information Here)
Name and Title of County Employee(s) and facility involved: (Enter Information Here)
Statement of Complaint: (Please Describe Your Complaint)
What action are you requesting? (Please Be Specific)
_____________________________________

(Please Enter The Date)
Signature






Date

_____________________________________

(Please Enter The Date)
Signature






Date

Please return competed form to:

Brian Ring






Director of Human Resources






3-A County Center Drive







Oroville, CA  95965







Telephone:
(530)538-7652







TDD:

(530)538-6833
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