& Drexel

Office of Equality and Diversity

COMPLAINT OF DISCRIMINATION AND/OR HARASSMENT

Name: Date:

Please check all the apply: Student Undergraduate Graduate
Employee Faculty Supervisor

Current Job Title (if applicable)
Mailing Address:

Phone: Email Address:
Contact Numbers: Day Evening

I request that my complaint be considered under the University’s Equal Opportunity policies. This
complaint is based on one or more of the following areas of discrimination/harassment: (Please check
all that apply below)

Race, Color Age

National Origin, Ethnicity Religion

Disability Sex (gender) discrimination
Sexual Orientation Sexual Harassment
Veteran Status FMLA

Citizenship Status Other

Relate the facts on which this complaint is based, giving the date(s) on which the alleged incidents
occurred and the name(s) and title(s) of the person(s) whom you believe to be involved. (You may
attach additional sheets as needed).

(OVER)




Please provide names and contact information for any witnesses.

What remedy are you seeking?

Are you interested in participating in or learning more about the University’s Voluntary Mediation
Program?

Please check: Yes No

Signature Date

Please return this form to:

Michele M. Rovinsky-Mayer, J.D.
Associate Vice President

Offices of Equality and Diversity
James E. Marks Intercultural Center
33" and Chestnut Streets
Philadelphia, PA 19104

Fax Number: 215-895-1268

e-mail: mrovinsky@drexel.edu
Phone: (215) 895-1403, (215) 895-1405

For further information, please visit the website for the Office of Equality and Diversity at: www.drexel.edu/oed.
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