	MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES                                                                Administrative Policy 12.6
OFFICE OF HUMAN RESOURCES                                                                                                                              Attachment A
INTERNAL COMPLAINT 

	INSTRUCTIONS:  The Department of Health and Senior Services prohibits discrimination in employment and all terms and conditions of employment due to certain protected categories.  If you believe you have experienced discrimination, complete the following and return to the Human Relations Officer, Office of Human Resources, Department of Health and Senior Services, 912 Wildwood, P. O. Box 570, Jefferson City, Missouri 65102.

	TYPE OF FORMAL COMPLAINT YOU WISH TO MAKE 

Discrimination in employment based on: 

 FORMCHECKBOX 
  Sexual Harassment

 FORMCHECKBOX 
  Race,  FORMCHECKBOX 
  Color,  FORMCHECKBOX 
  Religion,  FORMCHECKBOX 
 Sex,  FORMCHECKBOX 
 Age,  FORMCHECKBOX 
 National Origin,  FORMCHECKBOX 
 Disability,  FORMCHECKBOX 
 Genetic Information,  FORMCHECKBOX 
 Veteran Status,  FORMCHECKBOX 
 Ancestry, 

 FORMCHECKBOX 
 Sexual Orientation, or  FORMCHECKBOX 
 Other (Specify:____________________________________________________________________________)
 FORMCHECKBOX 
  Retaliation or harassment for participation in a protected activity.                                                                      

	 EMPLOYEE INFORMATION

	NAME AND TITLE
	HOME ADDRESS

	     
	     

	ORGANIZATIONAL UNIT AND WORK ADDRESS
	TELEPHONE NUMBERS (WORK)
	(HOME)
	(CELL)

	     
	     
	     
	     

	COMPLAINT INFORMATION

	1.
DATE(S) OF THE INCIDENT

	     

	2.
DESCRIBE WHAT OCCURRED TO MAKE YOU BELIEVE YOU HAVE BEEN TREATED DIFFERENTLY AND IN A DISCRIMINATORY MANNER.


ATTACH ADDITIONAL SHEET(S) AS NECESSARY.

	     



AN EQUAL OPPORTUNITY/AFFIRMATIVE ACTION EMPLOYER


Services provided on a nondiscriminatory basis.

	3.
WHY DO YOU BELIEVE THAT YOUR MEMBERSHIP IN ONE OR MORE OF THESE CATEGORIES WAS THE REASON FOR THE DIFFERENCES IN TREATMENT?


	     

	4.
THE DESIRED RESOLUTION (PLEASE BE SPECIFIC).


	     

	5.
Provide the name of the agency and/or person(s) who are responsible in the alleged difference in treatment.

	
NAME 

	     

	
WORK UNIT

	     

	6.
Witnesses or others involved (list name and work location).



	     

	7.     Who else have you told about this situation?

     
((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((((


	8.  HAVE YOU OFFICIALLY COMPLAINED TO YOUR SUPERVISOR?  IF SO, WHAT HAPPENED?

     


	9.  DO YOU KNOW OF ANYONE ELSE WHO WAS TREATED IN THE SAME MANNER AS YOU?

      FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No   IF YES, PROVIDE THE NAME OF THE PERSON, THEIR ADDRESS AND TELEPHONE NUMBER AND WHAT HAPPENED TO THEM.
     


	 If more space is needed to fully explain what occurred, please attach additional information to this form.

	SIGNATURE

(     
	DATE

     





AN EQUAL OPPORTUNITY/AFFIRMATIVE ACTION EMPLOYER
HR-22 (12.11.23)

Services provided on a nondiscriminatory basis.

