	WEST VIRGINIA DEPARTMENT OF TRANSPORTATION

DISCRIMINATION COMPLAINT

(Because of Race, Color, Religion, Sex, 

National Origin, Age, Physical or Mental Handicap)

	1. a. What is your (complainant's) full name

     
	2. Social Security No.

     

	  
b. Your street Address or RD No. or P.O. Box No.

     
	3. a. Home Phone

     

	       c. Your City            State           Zip Code

     
     
     
	         b. Work Phone

     

	3. a. Name of Organization you believe                              
discriminated against you

     

Section/Division      
	3. Are you now working for this organization




 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
b. Street Address of Organization

     
	a. What is the title of your job

     

	
c. City
State
Zip Code

     
     
     
	

	
d. Name and title of person(s) you believe discriminated against you

     

	6. Date on which

most recent
	7. Check below why you believe you were discriminated against, because of your

	alleged discrimi-nation took place

     
	 FORMCHECKBOX 
 Race - State 
your 
race

     
	 FORMCHECKBOX 
 Color - State 
your 
color

     
	 FORMCHECKBOX 
 Religion - State 
your 
religion

     
	 FORMCHECKBOX 
 Sex - State 
your 
sex

     
	 FORMCHECKBOX 
 National 
Origin - State 
your national 
origin

     


	
	 FORMCHECKBOX 
 Age

- State 
your 
age

   

	 FORMCHECKBOX 
 Physical Handicap

- State your 
physical handicap

     
	 FORMCHECKBOX 
 Mental Handicap

- State your mental 
handicap

     

	8. Explain how you believe you were discriminated against: (If additional 
space is needed, use new page or reverse side)      


	a. Have you discussed your complaint

With any other EEO Officer or Agency


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	b. If yes, name of person whom 

you talked to and agency

     



	Signature
	Date


FORM EO-1  REV. 3/1/99

