CITY OF CHIPPEWA FALLS
SHARED RIDE TRANSIT PROGRAM

ADA Complaint Form

Section I

Name:

Address:

Telephone (Home): Telephone (Work):

Electronic Mail Address:

Accessible Format Large Print Audio Tape
Requirements? TDD Other

Section II:

Are you filing this complaint on your own behalf? Yes* No

*If you answered "yes" to this question, go to Section .

If not, please supply the name and relationship of the person for whom you
are complaining:

Please explain why you have filed for a third party:

Please confirm that you have obtained the permission of the aggrieved Yes No
party if you are filing on behalf of a third party.

Section Il

Date of Occurrence: Time of Occurrence:

Name/ID of Employee(s) or Others Involved:

Vehicle ID or Number:

Direction of Travel:

Location of Incident:

Mobility Aid Used (if any):

If above information is unknown, please provide other descriptive information to help identify the employee:

Description of Incident or Message:




Section IV

Have you previously filed an ADA complaint with this agency? Yes No

Section V

Have you filed this complaint with any other Federal, State, or local agency, or with any Federal or State court?
[1Yes [1No

If yes, check all that apply:

[ 1 Federal Agency:

[ ] Federal Court [] State Agency
[] State Court [] Local Agency

Please provide information about a contact person at the agency/court where the complaint was filed.

Name:

Title:

Agency:

Address:

Telephone:

Section VI

Name of agency complaint is against:

Contact person:

Title:

Telephone number:

You may attach any written materials or other information that you think is relevant to your complaint.

Signature and date required below

, 20

Signature Date

Print Name
Please submit this form in person at the address below, or mail this form to:

City of Chippewa Falls Shared Ride Transit Program
30 West Central Street

Chippewa Falls, WI 54729

715.726.2728

www.chippewafalls-wi.gov



http://www.chippewafalls-wi.gov/
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