Mail or Hand Deliver your completed form to:
City of Meridian
ADA Coordinator/EEO
601 23rd Avenue
Meridian, M'S 39302

Americanswith Disabilities Act Claim/Assistance Form

Thisform may be used by non-city employeesto file a claim with the City of Meridian
ADA Coordinator based on violations of Title!l of the Americanswith Disability Act and
Section 504 of the Rehabilitation Act of 1973. You are not required to usethisform, a letter
that providesthe same infor mation may be submitted to file your claim.

Name: Date:

Street Address:

City: State: Zip:

Telephone:

Individual (s) involved in claim, if different than above (use additional pagesif needed).

Name: Date:

Street Address:

City: State: Zip:

Telephone:

Please explain your relationship with theindividual(s) indicated above:

Name of City of Meridian Department or program involved in claim:

Name(s) of individual(s) and/or position title (if known) that involved in the claim:

Date(s) of alleged claim:




Date claim began:

Last or most recent date of claim:

Please explain in the space provided what happened. Describe the acts which form the basis
of the claim and provide name(s) of witnesses and othersinvolved in the alleged claim.
Attach additional sheetsif necessary and provide written documents pertaining to the
incident if available.

What change do you wish to see that would be helpful in resolving the problem you
encountered:

Signature: Date:




