STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY

ATTACH COPY OF CLIENT'S COMPLAINT
AND SUBMIT TO CIVIL RIGHTS BUREAU.

MAIL TO:

CDSS, Civil Rights Bureau
744 P Street, M.S. 15-70
Sacramento, CA 95814

Discrimination Complaint Summary

CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

CRB only:

CRB FILE NUMBER:

ANALYST NAME:

CLIENT INFORMATION
CASE NAME ETHNIC ORIGIN CLIENT’S PRIMARY LANGUAGE DOCUMENTED LANGUAGE
PREFERENCE (WRITTEN)
ADDRESS DATE OF OCCURRENCE COMPLAINT REGISTERED  (DD/MM/YY)
CITY, STATE, ZIP COUNTY OF RESIDENCE COUNTY INVOLVED
TELEPHONE NUMBER AUTHORIZED REPRESENTATIVE, IF ANY OFFICE INVOLVED
PROGRAM BASIS
[ 20 Race
O os ccL O 17 Family Maintenance O 21 color
O 01 CalWORKs O 09 General Assistance O 18 Family Reunification O 22 National Origin
O 02 Food Stamps [ 10 child Support O 19 Permanent Placement O 23 Religion
O 03 Medi-Cal O 11 General Welfare Info. O 20 Emergency Response O 24 Disability
L1 04 caPI LI 12 Foster Care O 21 IHSS [ 25 sex
O 05 Social Services O 13 Adoptions O 22 cwb Employee Complaint O 26 Age
O o6 ssl/ssp O 14 ApPs O 99 Not Specified O 27 Martial Status
07 Employment Services O 15 Other O 28 Political Affiliation
O 16 Homeless Assistance O 99 Not Specified
FOR CRB US E O N L Y!
DATE COMMENTS/ACTION

CRB 90

12.12.02



