EEO Complaint Intake Form

Johns Hopkins Hospital
Office of Equal Employment Opportunity, Affirmative Action and Diversity

Name: Title:
Ethnicity: Gender:
Department: Supervisor:
Shift: Date of Hire:

P hone N um berS . (Please indicate preferred contact numbers) WO I"k:

Home: Pager:

1. What happened that made you decide to contact this office?

2. Check below why you believe you were discriminated against:

[] Age [ sex (Gender)

[] Disability [ ] Sexual Harassment

[] Ethnicity [ ] Sexual Orientation

[] Marital Status [] Veteran Status

[] National Origin [ ] Hostile Work Environment
[] Pregnancy ] Religion

[] Race []  other




3. Who is involved? (Name, Title, Department)

4. When did the incident(s) take place, and is it still ongoing? (Please give
date(s) and time(s).

5. Where did the incident(s) take place? (Please give location)

6. How often does this situation occur? (Once, Daily, Weekly, etc.)




7. Please list any withesses/observers to the incident(s). ( Please include contact
information)

8. What response did you make when the incident(s) occurred or afterwards?

9. Have you discussed this with anyone else in the Human Resources
Department? If so, with Who and When did this discussion take place.

10.Do you know of anyone else that has the same experience as you? Who?

11.1s there anyone else who has relevant information? May we contact them?
(Please provide name, contact information and a description of the relevant information)




12.1s there any written documentation to support your allegations? If, yes, please
list.

13.How would you like to see this matter resolved?

14.Has there been any offer made to you to informally resolve your issue? (If
yes, what was the offer and what were the results?)

(Please attach additional pages as necessary to respond to the above questions.
Also attach copies of any document(s) related to you situation.)

Signature:

Date:




