
ADA Complaint/Grievance Procedure 

In order to process a complaint, a formal complaint must be filed within 180 days (Title II §35.170) of the 
occurrence of the alleged discriminatory act. Assistance is available upon request by contacting 
_______________________ at (XXX) XXX-XXXX. All complaints received by the ADA Coordinator will be 
retained for five years internally then electronically stored. 

  

Download, Print and complete the form by including all necessary information. The form is located here 
on the website:  ____________________________________________and available upon request at (XXX) XXX-
XXXX.  

Once the form is completed, you can return the form to:    

Agency/Organization Name__________________________________  

Attn: _________________________, ADA/504 Coordinator 

Adress_________________________ 

 

Within 15 calendar days after receipt of the complaint, the ADA Coordinator or their designee will meet or 
communicate with the complainant. The ADA Coordinator or their designee will respond in writing or in 
an alternative format accessible to the complainant. This response will explain the position of 
_________________________________________ and offer options for substantive resolution of the 
complaint. 

 

 

 

 

 

 

 

 

 

 

 

 

 



ADA Complaint Form 

The Americans with Disabilities Act (ADA) of 1990 prohibits discrimination against people who have 
disabilities. Title II of the ADA specifically addresses the subject of making public services and public 
transportation accessible to those with disabilities. Title II provides that, “No qualified individual with a 
disability shall, by reason of such disability, be excluded from participation in or be denied the benefits of 
the services, programs, or activities of a public entity, or be subjected to discrimination by any such 
entity.” 

Title 42 U.S.C. Section12132 
 

Please provide the following information necessary in order to process your complaint. A formal 
complaint must be filed within 180 days of the occurrence of the alleged discriminatory act. Assistance is 
available upon request. Please contact ________________________________at (000) 000-000. 

 
Complete this form and return to: 

Agency/Organization:____________________ 
Attn:__________________________________________ 
Address:______________________________________ 

 

Complainant's Name:      

Address:    City:    

State:     Zip Code:   

Telephone (Home):     Telephone (Work):    

Person(s) discriminated against (if other than complainant) 

Name:       

Address:    City:    

State:     Zip Code:    

Telephone (Home):      Telephone (Work):   

What is the discrimination based on? 

 Disability 

 
 

Date of the alleged discrimination:   Location:   



Agency or person that was responsible for the alleged 
discrimination:___________________________________________________________________
_________________________________________________________________________________ 
 
Have you filed this complaint with any other Federal, State, or local agency? If so, 
whom? 
____________________________________________________________________________________
____________________________________________________________________________________ 

 
What remedy are you seeking? 
_________________________________________________________________________________
_________________________________________________________________________________  

 
List names and contact information of persons who may have knowledge of the alleged 
discrimination.____________________________________________________________________
__________________________________________________________________________________ 

 
Describe the alleged discrimination. Explain what happened and whom you believe as 
responsible._______________________________________________________________________
___________________________________________________________________________________ 

 

 

Please sign and date. The complaint will not be accepted if it has not been signed. You 
may attach any written materials or other supporting information you think is relevant 
to your complaint. 
 
 

 
Signature_____________________________________________ Date________________________ 

 
 
 
 
 
 

 

 

 



 
 
 
 
This checklist is designed to identify potential problem areas for accessibility to clients and employees with 

disabilities. Ref. Facts About the Americans with Disabilities Act | U.S. Equal Employment Opportunity 
Commission and Role of an ADA Coordinator | ADA National Network and 49 CFR 27.19(a) 

 
Public 
Entity 

Click here to enter text. Date Click here to enter text. 

   
   

Contact 
Person 

Click here to enter text. Email Click here to 
enter text. 

Phone Click here to 
enter text. 

 
To begin the self-evaluation, list and evaluate all the public entity’s Departments, 
Programs, Activities and Services that prohibits accessibility. 
 

Departments, 
Programs, 

Activities and 
Services 

Evaluation 
Date                  Comments 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

ADA Self Evaluation Barriers Checklist

https://www.eeoc.gov/fact-sheet/facts-about-americans-disabilities-act
https://www.eeoc.gov/fact-sheet/facts-about-americans-disabilities-act
https://adata.org/factsheet/ada-coord-role
https://www.ecfr.gov/current/title-49/part-27/section-27.19#p-27.19(a)


Departments, 
Programs, 

Activities and 
Services 

Evaluation 
Date                  Comments 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

Click here to enter 
text. 

Click here to 
enter text. 

Click here to enter text. 

 
 

 


