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ADA COMPLAINT FORM

Name: Date of Alleged Discrimination (Month, Day, Year):
Address: Email:

Telephone (Home): Telephone (Work):

Name of Person Preparing Complaint (if different from Complainant):

Address: Email:

Telephone (Home): Telephone (Work):

Explain as clearly as possible what happened and why you believe you were discriminated against. Describe all
persons who were involved. Include the name and contact information of the person(s) who discriminated
against you (if known) as well as names and contact information of any witnesses. If more space is needed, then
please use the back of this form.

Have you filed a complaint with any other federal, state, or local agencies? [1Yes [ No
If yes, then list agency/agencies and contact information below:

Name of Contact Person:

Agency’s Address, City, State, Zip Code, Phone:

You may attach any written materials or other information that you think is relevant to your complaint.
Complainant’s signature and date required below:

Signature Date


http://www.kearnynj.org/

Please submit this form in person at the address below, or mail this form to:
Health Officer

Kearny Health Department

645 Kearny Avenue

Kearny, NJ 07032



