( Rev- 8/ 98)

Departnent of Public Health & Human Services
Anmericans with Disabilities Act
Conpl ai nt Resol ution Form

Nane:

Mai | i ng Address:

Tel ephone Nunber: (8:00a.mto 5:00 p.m Monday-
Fri day)

Pl ease explain what discrimnatory action was taken agai nst you. Be
speci fic. Include dates, nanes, places, actions/events, W tnesses,
etc. (attach additional sheets if necessary):

[ ] Additional page(s)

Specific corrective action you are seeking:

[ ] Additional page(s)

Si ghat ure Dat e

Alternative accessible formats of this docunent are avail able upon request. For further
information, or to submt a conplaint, contact: DPHHS Human Resources, ADA Coordi nator, P.QO
Box 4210, Hel ena, MI 59604, (406) 444-3136.
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