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If you believe that you have been unlawfully discriminated against, harassed, 
retaliated against, or feel that a viola�on of either the State’s Violence-Free 
Workplace Policy, Equal Opportunity, Affirma�ve Ac�on, and An�-Discrimina�on 
Policy, or Policy Prohibi�ng Sexual Harassment has occurred, please fill out this form 
and submit it to the Department of Administra�ve Services, Atn: Employee 
Rela�ons, as instructed on the last page of this form. 
 

PERSONAL INFORMATION 
 

Name:               
 

Are you a current or former State employee? ☐ Yes  ☐ No 
 

If yes, for which execu�ve branch department do/did you work? 
 
              
 

What is/was your job �tle? 
 
              
 

If currently employed, what days and hours do you typically work? 
 
              

 
Home Address:              
 
City:           State:     Zip Code:      
 
Home Phone:         Cell Phone:       
 
Work Phone(s):              
 
Personal Email:              
 
Work Email:              
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COMPLAINT DETAILS 
 

Who are you filing this complaint against?          
 
              
 

Do you believe that you were discriminated against or harassed because of your 
race/ethnic group? 
 

☐ Yes  ☐ No 
 

If yes, what is your race/ethnic group?          
 

Do you believe that you were discriminated against or harassed because of your 
skin color? 
 

☐ Yes  ☐ No 
 

If yes, what is your skin color?            
 

Do you believe that you were discriminated against or harassed because of your 
na�onal origin? 
 

☐ Yes  ☐ No 
 

If yes, what is your na�onal origin?           
 

Do you believe that you were discriminated against or harassed because of your 
sex? 
 

☐ Yes  ☐ No 
 

If yes, what is your sex?             
 

Do you believe that you were discriminated against or harassed because of your 
sexual orienta�on? 
 

☐ Yes  ☐ No 
 

If yes, what is your sexual orienta�on?          
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Do you believe that you were discriminated against or harassed because of your 
documented or perceived disability? 
 

☐ Yes  ☐ No 
 

If yes, what is your disability?            
 

Do you believe that you were discriminated against or harassed because of your 
religion or creed? 
 

☐ Yes  ☐ No 
 

If yes, what is your religion or creed?           
 

Do you believe that you were discriminated against or harassed because of your 
pregnancy or pregnancy-related issues? 
 

☐ Yes  ☐ No 
 

If yes, please provide the date span of your pregnancy?        
 

Do you believe that you were discriminated against or harassed because of your 
age? 
 

☐ Yes  ☐ No 
 

If yes, what is your date of birth?           
 

Do you believe that you have been sexually harassed? 
 

☐ Yes  ☐ No 
 

Do you believe that you have experienced workplace violence? 
 

☐ Yes  ☐ No 
 

Do you believe that you have witnessed or are aware of discrimina�on, harassment, 
or workplace violence against someone other than yourself? 
 

☐ Yes  ☐ No 
 

If yes, who?              
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Do you believe that you have experienced retalia�on for previously filing a 
complaint of discrimina�on, harassment, or retalia�on under the State of Iowa 
Equal Opportunity, Affirma�ve Ac�on, and An�-Discrimina�on Policy or with the 
Iowa Office of Civil Rights, or for par�cipa�ng in a State inves�ga�on regarding 
discrimina�on, harassment, or retalia�on? 

☐ Yes  ☐ No

If yes, what was the approximate date of the previous complaint and/or
inves�ga�on?

Please explain what occurred in as much detail as possible, including dates and 
witness names.  (Please atach addi�onal pages, if necessary, and any suppor�ng 
documenta�on that you may have.) 
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Do you want your complaint to be inves�gated by the Department of Administra�ve 
Services, Employee Rela�ons?  (If you respond “No” to this ques�on or do not mark 
either box, your complaint may be provided to the applicable employing agency for 
inves�ga�on.) 
 

☐ Yes  ☐ No 
 

ACKNOWLEDGEMENT 
 

To inves�gate this complaint, it may be necessary to interview you, any other 
witnesses with knowledge of the allega�ons or defenses, and the individual(s) 
whom the complaint is against.  All persons involved in the inves�ga�on will be 
no�fied that the inves�ga�on is confiden�al and any unauthorized disclosure of 
informa�on concerning the inves�ga�on is prohibited.  The State of Iowa prohibits 
discrimina�on and retalia�on against anyone who files a complaint, assists in filing 
a complaint, or provides informa�on as part of an inves�ga�on. 
 
Is the informa�on provided in this complaint true and correct to the best of your 
knowledge, and are you are willing to cooperate fully in the inves�ga�on of this 
complaint, including providing any evidence deemed necessary by the 
inves�gator(s)? 
 

☐ Yes  ☐ No 
 

Name of Individual Comple�ng Form:          
 
Date:               
 
Please email this form to the Department of Administra�ve Services, Employee 
Rela�ons at employeerela�ons@das.iowa.gov or mail or deliver it to: 
 

Department of Administra�ve Services 
Atn:  Employee Rela�ons 
1305 E Walnut St 
Hoover BLDG, 3rd FL 
Des Moines, IA  50319 

 

NOTE:  This form requests Personal Iden�fying Informa�on.  If you choose to submit this form via 
email, please be advised that Personal Iden�fying Informa�on may be inadvertently disclosed 
through requests for informa�on under the Freedom of Informa�on Act (FOIA). 

mailto:employeerelations@das.iowa.gov

	Name: 
	If yes for which execuve branch department dodid you work: 
	What iswas your job tle: 
	If currently employed what days and hours do you typically work: 
	Home Address: 
	City: 
	State: 
	Zip Code: 
	Home Phone: 
	Cell Phone: 
	Work Phones: 
	Personal Email: 
	Work Email: 
	fill_1: 
	fill_2: 
	If yes what is your raceethnic group: 
	If yes what is your skin color: 
	If yes what is your naonal origin: 
	If yes what is your sex: 
	If yes what is your sexual orientaon: 
	If yes what is your disability: 
	If yes what is your religion or creed: 
	If yes please provide the date span of your pregnancy: 
	If yes what is your date of birth: 
	If yes who: 
	Name of Individual Compleng Form: 
	Date: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	investigation: 
	Text1: 


