
NEW YORK STATE OFFICE FOR THE AGING

DISCRIMINATION COMPLAINT FORM
(If  your complaint is related to language access (e.g., interpretation not provided)  please see Language Access complaint  form on NYSOFA website. )

	YOUR  FIRST NAME


	YOUR  LAST NAME


	HOME PHONE
(             )  

	OTHER PHONE
(             ) 

	STREET ADDRESS


	CITY, TOWN, OR VILLAGE



	STATE

	ZIP CODE

	E-MAIL ADDRESS (if available)



	[bookmark: Check53][bookmark: Check2]Is someone else filing this complaint for you?   YES  |_| NO  |_|
      If Yes, include his/her name. 

FIRST NAME                     	     LAST NAME     
 
 

	
Agency and department or program that complaint is about (respondent):

Organization Name: ________________________________________________________________________
Staff Contact Name: 
_________________________________________________________________________
Address: _______________________________________________________________________
_____________________________________________________________ Zip ______________
Telephone:  (_____)___________________ 



		  Claim of Discrimination is based on:  (Check one or more that apply)

	· RACE
· COLOR
· NATIONAL ORIGIN
· CREED/RELIGION

* On what date(s) did the alleged discrimination take place? Include earliest date of discrimination if ongoing: _________________
	· SEX/SEXUAL HARASSMENT
· MARITAL STATUS
· DISABILITY

	· SEXUAL ORIENTATION
· MILITARY STATUS
· RETALIATION
 



	

	Briefly describe what happened. Please provide specific dates, names (including witnesses) and addresses where possible. Attach additional pages as needed and any written documentation.



















	
Did you attempt to resolve the problem with the respondent? If so, what happened? Please be as specific as possible (attach additional sheets as needed).









	I certify that this statement of my complaint above and on any pages attached is true to the best of my knowledge and belief.
SIGNATURE                                                                                                        DATE (MM/DD/YYYY)




Questions related to this form should be directed to NYSOFA’S Director, Equal Opportunity and Diversity Management at: email: C_Bradwell@ofa.state.ny.us or call 1-800-342-9871 and ask to be transferred. Free interpretation and language assistance is available.


