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EMPLOYEE COMPLAINT OF DISCRIMINATION FORM
	Name of Complainant

     
	Cost Center/Department

     

	Home Address

Street            City            State           Zip      
	Home Telephone

     

	Race/Ethnic Group

     
	Sex

     
	Bargaining Unit

     
	Work Location

     

	Immediate Supervisor/Ext.

     
	Work Telephone

     

	District Date of Hire

     
	Work Shift

     
	Current Classification

     


1. SPECIFIC BASIS OF DISCRIMINATION (Check appropriate box(es)):

⁮
 FORMCHECKBOX 
 Race
⁮
 FORMCHECKBOX 
 Gender
⁮
 FORMCHECKBOX 
 Religion

⁮
 FORMCHECKBOX 
 National Origin
⁮
 FORMCHECKBOX 
 Age (40+)
⁮
 FORMCHECKBOX 
 Pregnancy Disability
⁮
 FORMCHECKBOX 
 Sexual Orientation
⁮
 FORMCHECKBOX 
 Ancestry
⁮
 FORMCHECKBOX 
 Retaliation
⁮
 FORMCHECKBOX 
 Sexual Harassment
⁮
 FORMCHECKBOX 
 Medical Condition (Cancer & Genetic Conditions)


⁮
 FORMCHECKBOX 
 Martial Status
⁮
 FORMCHECKBOX 
 Color 
⁮
 FORMCHECKBOX 
 Disability (Mental & Physical) including HIV & AIDS

⁮
 FORMCHECKBOX 
 Denial of Family and Medical Care Leave
⁮
 FORMCHECKBOX 
 Military and Veteran Status 


 FORMCHECKBOX 
 Gender Identity and Expression 

 FORMCHECKBOX 
 Other _______________________________________

	


2. SPECIFIC ISSUE OF COMPLAINT (Check appropriate box(es)):

⁮
 FORMCHECKBOX 
 Termination
⁮
 FORMCHECKBOX 
 Demotion
⁮
 FORMCHECKBOX 
 Harassment
⁮
 FORMCHECKBOX 
 Accommodation
⁮
 FORMCHECKBOX 
 Working Condition
⁮
 FORMCHECKBOX 
 Transfer
⁮
 FORMCHECKBOX 
 Retaliation/Reprisal
⁮
 FORMCHECKBOX 
 Failure to Promote

⁮
 FORMCHECKBOX 
 Examination
⁮
 FORMCHECKBOX 
 Classification
⁮
 FORMCHECKBOX 
 Other  ____________________________________
	


3.  RESPONDENT (Complaint is filed against)

	Name

     
	Race/Ethnic Group

     
	Sex

     

	Position

     
	Work Location

     
	Cost Center

     

	Is Respondent a Manager/Supervisor?                    ⁮   FORMCHECKBOX 
 Yes              ⁮   FORMCHECKBOX 
 No
	Work Shift      

	Respondent Contact Information

     
	Respondent Contact Phone Number

     


3. State why you feel you have been discriminated against in employment.  What actions were taken against you?  By whom?  Were there witnesses?  Do you have documentation?  (If you need more space, attach additional sheets.)
     









	District policy prohibits retaliation against employees who complain about EEO discrimination or harassment, or who participate as witnesses in an EEO investigation.  Any such retaliation is in itself a violation of the District’s Equal Employment Opportunity Program regardless of whether or not the original complaint is sustained.  If you are aware of retaliatory acts due to this complaint, you should contact the Office of Civil Rights, or your immediate supervisor immediately.


	Signature
	Date




What corrective measures or actions are you seeking?

     










	


WITNESS(ES)

Name/Title     



  Telephone      






Work Location     


  Work Phone      





What was witnessed?

     










Name/Title     



  Telephone      






Work Location     


  Work Phone      





What was witnessed?

     









	DOCUMENTS


List documents you believe are important in the investigation of your complaint:

     









Has a union grievance been filed regarding this matter?
⁮
 FORMCHECKBOX 
 Yes
⁮ FORMCHECKBOX 
  No

------------------------------------------------------------------------------------------------------------------------------------------------------------------
For OCR Staff Use Only

Complaint #       
Disposition of Complaint:

Date:      


A. Employee Consultation

          FORMCHECKBOX 
 No Prima Facie

Date: ​​​​​​​     __________________                                Notification Sent?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
B. Employee Consultation

          FORMCHECKBOX 
 Employee did not pursue

          FORMCHECKBOX 
 Employee referred to other BART department        _________________________________________________
C.  Prima Facie established     
Date      ______________________                         Notification Sent?   FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
D.  Resolved by mutual agreement  FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
E.  Insufficient Evidence to find discrimination/harassment  FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
F.  Date of violation of District EEO Policy      __________________________    Notification Sent?   FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No 

G.  Complaint Mediation
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No
Date     ___________________________
H.  Complaint Settlement Agreement
Date     ___________________________

Type of Settlement Action Taken:       ______________________________________________________________

San Francisco Bay Area Rapid Transit District

Office of Civil Rights

Workforce and Policy Compliance Division

2

Rev. 10/17/14 

[image: image1.jpg]