Intake Questionnaire Cover Sheet

Supplementary documents included with attached Intake Questionnaire:

1.      
2.      
3.      
Documents that will be provided in the future to supplement information in the Intake Questionnaire:

1.      
2.      
3.      
I would like to have my claim considered for Mediation.     FORMCHECKBOX 
  Yes         FORMCHECKBOX 
  No

The following may have affected my ability to complete the attached Questionnaire:       
______________________________________



____________

Signature








Date                

Bottom of Form 1

EEOC Intake Questionnaire

Last Name:      
MI:      
First Name:      
Street or Mailing Address line1:      
Street or Mailing Address line2:       
City:       County:        State/Territory:      
Zip:       Country:      
Phone Numbers (please enter at least one daytime number): 

Home:      and/or Work: ext.       and/or Cell:      
Email Address:      
Date of Birth (format MM-DD-YYYY, example:11-22-1955 ): (Your date of birth is only required if a basis was Age related.)      
Sex:    FORMDROPDOWN 


Do You Have a Disability?      FORMDROPDOWN 

Are you Hispanic or Latino?    FORMDROPDOWN 

What is your Race? Please choose all that apply: 

 FORMCHECKBOX 
American Indian or Alaska Native     FORMCHECKBOX 
 Asian      FORMCHECKBOX 
Black or African American    

 FORMCHECKBOX 
Native Hawaiian or Other Pacific Islander      FORMCHECKBOX 
White


What is your National Origin?       
Provide the Name of a Person We Can Contact if We Are Unable to Reach You: 

Last Name:             First Name:                      Relationship:      
Address Line 1:      
Address Line 2:      
City:         State:         Zip:      
Country:      
Contact Number of the Person (please enter at least one daytime number): 

Home Phone:       and/or  Other Phone:      

I believe that I was discriminated against by the following organization(s): (Check those that apply) 

 FORMCHECKBOX 
Employer
 FORMCHECKBOX 
 Union    FORMCHECKBOX 
Employment Agency        FORMCHECKBOX 
Other (Please specify)        
Please use the address of the location you actually worked where the most recent incident occurred.

Organization #1 Name:      
Street or Mailing Address line1:      
Street or Mailing Address line2:      
City:        State:         Zip:      
Phone:      
Type of Business:      
HQ Location if different from Org. Address:      
Human Resources Director or Owner Name:      
Phone:      
Number of Employees in the Organization at All Locations:  FORMDROPDOWN 



Organization #2 Name:      
Street or Mailing Address line1:      
Street or Mailing Address line2:      
City:        State:         Zip:      
Phone:      
Type of Business:      
HQ Location if different from Org. Address:      
Human Resources Director or Owner Name:      
Phone:      
Number of Employees in the Organization at All Locations:  FORMDROPDOWN 



Your Employment Data (Complete as many items as you can) 

Date Hired:             Job Title At Hire:      
Pay Rate When Hired:          Last or Current Pay Rate:      
Job Title at Time of Alleged Discrimination:      
Name and Title of Immediate Supervisor:        
If Applicant, Date You Applied for Job:         Job Title Applied For:      

1. What is the reason (basis) for your claim of employment discrimination?

FOR EXAMPLE, if you are over the age of 40 and feel you were treated worse than younger employees or you have other evidence of discrimination, you should check AGE. If you feel that you were treated worse than those not of your race or you have other evidence of discrimination, you should check RACE. If you feel the adverse treatment was due to multiple reasons, such as your sex, religion and national origin, you should check all three. If you complained about discrimination, participated in someone else's complaint or if you filed a charge of discrimination and a negative action was threatened or taken, you should check RETALIATION. 

 FORMCHECKBOX 
Race    FORMCHECKBOX 
Sex      FORMCHECKBOX 
Age
 FORMCHECKBOX 
Disability
 FORMCHECKBOX 
National Origin   FORMCHECKBOX 
Color


 FORMCHECKBOX 
Religion           FORMCHECKBOX 
Retaliation       FORMCHECKBOX 
Pregnancy 

 FORMCHECKBOX 
   Other reason (basis) for discrimination (Explain).      
2. What happened to you that you believe was discriminatory? Include the date(s) of harm, action(s) and include the name(s) and title(s) of the persons who you believe discriminated against you. (Example: 10/02/06 - Written Warning from Supervisor, Mr. John Soto) 

A) Date of Harm (fmt MM-DD-YYYY, ex:11-22-1955 ):      
Name and Title of Person(s) Responsible:      
Action: (up to 300 characters)       
B) Date of Harm (fmt MM-DD-YYYY, ex:11-22-1955 ):      
Name and Title of Person(s) Responsible:      
Action: (up to 300 characters)       
3. Describe any other actions you believe were discriminatory. (up to 2000 characters)      
4. What reason(s) were given to you for the acts you consider discriminatory? By whom? Title?(up to 2000 characters)      
5. Name and describe others who were in the same situation as you. Explain any similar or different treatment. Who was treated worse, who was treated better, and who was treated the same? Provide race, sex, age, national origin, religion, and/or disability status of comparator if known and if connected with your claim of discrimination. 

	Full Name
	Job Title
	Description

	1.      
	     
	     

	2.      
	     
	     

	3.      
	     
	     


6. Answer this section only if you claiming discrimination based on disability.  If not, skip to the next section (number 7).

	Please check all that apply:
	 FORMCHECKBOX 
Yes, I have an actual disability 

	
	 FORMCHECKBOX 
I have had an actual disability in the past 

	
	 FORMCHECKBOX 
No disability but the organization treats me as if I am disabled



If you are alleging discrimination because of your disability, what is the name of the disability? How does your disability affect your daily life or work activities, e.g., what does your disability prevent or limit you from doing, if anything? (Example: lifting, sleeping normally, breathing normally, pulling, walking, climbing, caring for yourself, working, etc.). (up to 2000 characters)        
Did you ask your employer for any assistance or change in working condition because of your disability?   FORMDROPDOWN 

Did you need this assistance or change in working condition in order to do your job?    FORMDROPDOWN 

If "YES", when?      
To whom did you make the request? Provide full name of person.      
How did you ask?   FORMDROPDOWN 

Describe the assistance or change in working condition requested: (up to 1500 characters)      
End of Disability Section

7. Are there any witnesses to the alleged discriminatory incidents? If yes, please identify them below and indicate what they will say. 
	Name
	Job Title
	Address & Phone Number

	A. 
	     
	     

	B. 
	     
	     

	C. 
	     
	     


8. Have you filed a charge previously in this matter with EEOC or another agency?  FORMDROPDOWN 

If you have filed a complaint with another agency, provide name of agency and date of filing:      
9. Have you sought help about this situation from a union, an attorney, or any other source?  FORMDROPDOWN 

If yes, from whom and when? Provide name of organization, name of person you spoke with and date of contact. Results, if any? (up to 500 characters)      

 FORMCHECKBOX 
  I want to file a charge of discrimination, and I authorize the EEOC to look into the discrimination I described above. I understand that the EEOC must give the employer, union, or employment agency that I accuse of discrimination information about the charge, including my name. I also understand that the EEOC can only accept charges of job discrimination based on race, color, religion, sex, national origin, disability, age, or retaliation for opposing discrimination. 

I DECLARE (CERTIFY, VERIFY OR STATE) THAT THE FOREGOING IS TRUE AND CORRECT.  

Signature:  _________________________________________
Date Signed:____________

________
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