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DOUGHERTY COUNTY BOARD OF COMMISSIONERS 
ADA Coordinator 
PO Box 1827 
222 Pine Avenue Ste 540 
Albany, Georgia 31702 
(229) 431-2121 
(229) 438-3967 (fax) 
 
 
 

Title II of the Americans with Disabilities Act  
Section 504 of the Rehabilitation Act of 1973  

 
Grievance Complaint Form 

 
Instructions: Please fill out this form completely, sign and return to:  
 
Dougherty County ADA Coordinator 
Dougherty County Board of Commissioners 
PO Box 1827 
222 Pine Avenue Ste 540 
Albany, Georgia 31702 
(229) 431-2121 
(229) 438-3967 (fax) 
 
Complainant: 
______________________________________________________________________________ 
 
Address: 
______________________________________________________________________________ 
 
City, State, Zip Code: 
______________________________________________________________________________ 
 
Telephone: Home: _____________________ Business: ____________    Cell:_______________ 
 
Person Discriminated Against (if other than complainant) 
______________________________________________________________________________ 
 
Address: 
______________________________________________________________________________ 
 
City, State, Zip Code: 
______________________________________________________________________________ 
 
Telephone: Home: _____________________ Business: ________________ Cell:____________ 



3 
 

County government department, facility, or program which you believe has discriminated: 
 
Name: 
______________________________________________________________________________ 
 
Address: 
______________________________________________________________________________ 
 
City, State, Zip Code: 
______________________________________________________________________________ 
 
Telephone: ____________________ 
 
When did the discrimination occur?  Date:____________________________________________ 
 
Describe the acts of discrimination providing the name(s) where possible of the individuals who 
discriminated: 
______________________________________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
Have efforts been made to resolve this complaint through the County Department?   
Yes_____ No_____ 
 
If yes, what is the status of the grievance?  
______________________________________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
 
Signature: ______________________________Date: __________________________________ 
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Grievance Complaint Form 
Review and Comment 

 
ADA Coordinator 
 

Date received: ______________________________               By: ________________________ 
 

Date interview conducted: ________________________________________________________ 
 
Investigative process and findings: _________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
Action Taken: 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
ADA Coordinator Signature: ______________________________________________________ 
 
SECOND LEVEL – COUNTY ADMINISTRATOR 
 
Date received: __________________  
 
Date hearing conducted: _________________________________________________________ 
 
Comments: 
_____________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
Action Taken and Date: 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
Attach any supporting documentation.   
Copy to: Department File 
 


