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LANGUAGE ACCESSIBILITY SERVICES COMPLAINT FORM

1.  YOUR CONTACT INFORMATION 

3.  FORM ASSISTANCE

You have the right to free interpretive services and information translation in a timely manner. please use this form to report any
problem with access to language services you have experienced with the California department of social services. 
return this form by mail to the Civil rights Bureau p.O. Box 944243, Ms 8-16-70 sacramento, Ca 94244-2430 or by fax
at (916) 653-9332. If you have any questions or concerns, contact us at (916) 654-2107; toll free 1 (866) 741-6241; or via
California relay service operator at 1 (800) 735-2929.

did someone assist with completing this form? n Yes (complete information below) n no (if no, leave blank)

date of Incident:    ___________________________________________________________
Cdss/program:    ___________________________________________________________
Office address:      ___________________________________________________________

did you know you have the right to free interpretive/translation services before this incident? n Yes        n no

Incident: n In person n Letter n Email n Over the phone
In what language did you need assistance? _______________________________________
Language access Issue(s):

n Lack of bilingual personnel
n Lack of interpretive/translation services
n delay in receiving interpretive/translation services
n Quality of interpretive/translation services

Brief description of Incident (attach additional pages if needed):

FIrst naME: Last naME:

addrEss:

CItY: statE: zIp:

hOME/CELL nuMBEr: EMaIL:

FIrst naME: Last naME:

OrganIzatIOn:

phOnE: EMaIL:

sIgnaturE: datE:

2.  INTERPRETATION/TRANSLATION DETAILS

I certify this statement is true to the best of my knowledge and belief.

n Lack  of forms/materials in non-English languages
n Lack of signs informing the public of

interpretive/translation services
n Other: ___________________________________
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privacy statement
the Information practices act of 1977 (California Civil Code, section 1798.1, et. seq.) and the Federal privacy act of 1974
(title V, united states Code, section 552a, et. seq.) require this notice be provided when collecting personal information
from individuals.
the information requested on the Language accessibility services Complaint form pursuant to the dymally-alatorre
Bilingual services act and title VI of the Civil rights act of 1964. this information is voluntary; however, failure to
completely and accurately provide the information may result in the department’s lack in ability to contact the
complainant. this information is used to contact the complainant only and/or to request further information.

Do not write in this box. Departmental use only
rEVIEWEr: phOnE: datE:

FIndIngs:

rEsOLutIOn/COrrECtIVE aCtIOn(s):

apprOVaL sIgnaturE BY prOgraM ManagEr: datE:

Civil Rights Bureau use only
rEVIEWEd BY: datE:

COMMEnts:
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