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DEPARTMENT OF HEALTH & HUMAN SERVICES





ROI TRANSMITTAL AND ELECTION
[DATE]







                                                
CERTIFIED MAIL - RETURN RECEIPT REQUESTED
NO.: [XXXXXXXXXX]
[Complainant/Representative’s Name]

[Complainant/Representative’s Address]






Re:
[Complainant’s name if represented]

Agency File No.: 







Date Filed Formal: 

Dear [Complainant/Representative]:

Enclosed please find your copy of the above-cited Report of Investigation (ROI) for your records. Information in the ROI is protected by the Privacy Act, which prohibits unwarranted release of this information. Access to the report is limited to the Agency employees who have a need for the report in the performance of their duties. We do not authorize any other use of this information. If [you/Complainant] have[has] questions concerning this matter, please contact this Office at the number below for further clarification.

Also, attached please find the Complainant Election of a Final Decision on a Complaint of Discrimination Form.  [You/Complainant] have[has] the right to a final agency decision from the Department of Health and Human Services (DHHS), or to request a hearing and decision from an Equal Employment Opportunity Commission (EEOC) Administrative Judge (AJ).  Please review the ROI, this correspondence, and the election form carefully, select one option, and sign, date, and submit the form within thirty (30) calendar days of [your/Complainant’s] receipt of the ROI.  If [you/Complainant] choose[s] Option A, please send the original form to the designated EEOC Office and a courtesy copy to this Office.  If [you/Complainant] choose[s] Options B or C, please return the form to this Office.  

In addition to the above, [you/Complainant] have[has] the right to elect to participate in the Agency’s Alternative Dispute Resolution (ADR) Program which is designed to resolve individual disputes such as EEO complaints.  If [you/Complainant] elect[s] to participate in the ADR Program, [you/Complainant] must complete the enclosed ADR (Mediation) Request Form.  [You/Complainant] must submit the request for ADR within ten (10) calendar days of [your/ Complainant’s]  receipt of this letter.  The request for ADR must be directed to me.  Please Note:  Upon receipt of the ADR Request Form, the time period for processing the complaint will be extended for not more than ninety (90) calendar days.  If [you/Complainant] elect[s] to engage in the ADR Program, and the mediation session does not result in a resolution of the complaint, [you/Complainant] will have thirty (30) calendar days from the conclusion of the mediation to elect either an EEOC hearing or a final agency decision as explained above.  

Should [you/Complainant] fail to request an EEOC conducted hearing, fail to ask for a final agency decision by DHHS within thirty (30) calendar days of [your/Complainant’s] receipt of the ROI, or fail to submit a timely request for ADR, [you/Complainant] will automatically receive a merit decision without a hearing based on the record.  The Agency will issue a final merit decision on the complaint within ninety (90) calendar days from [your/Complainant’s] receipt of the ROI.
Further, [you/Complainant] have[has] the right to file a civil action in an appropriate U. S. District Court after 180 calendar days have elapsed from the filing of the formal complaint if an appeal has not been filed and a final decision has not been issued.  Should [you/Complainant] decide to file a civil action, [you/Complainant] must name the Agency head as the defendant and provide his official title.  The head of the Agency, for purposes of filing a civil suit, is the Honorable [Michael O. Leavitt], Secretary of the Department of Health and Human Services.  Failure to provide the name or official title of the Agency head may result in dismissal of [your/Complainant’s] case.

Should [you/Complainant] have any questions, please contact [Name, Title] at [phone number].

Sincerely,

[Name]

[Title]
[Agency (OPDIV): Optional]
Enclosure
cc:
[Complainant’s name and address if represented]


Certified Mail Number:


Return Receipt Requested

COMPLAINANT ELECTION OF A
FINAL DECISION ON A COMPLAINT OF DISCRIMINATION

___________________________________________________________________________

[Please check one option box below.]

OPTION A - REQUEST FOR A HEARING AND DECISION
Equal Employment Opportunity Commission
Hearings Unit
[District Office and Address]
Dear Sir/Madam:

I am requesting the appointment of an Equal Employment Opportunity Commission Administrative Judge pursuant to Title 29 Code of Federal Regulations (C.F.R.) Section 1614.108(g).  I hereby certify that either more than 180 calendar days have elapsed from the date I filed my complaint, or I have received a notice from the Agency that I have thirty (30) calendar days to elect a hearing or a final agency decision.

My name:
 _________________________________________________

 PLEASE TYPE OR PRINT

Agency:
 _________________________________________________

Name &

Address
 _________________________________________________

 _________________________________________________

Agency File No.: 
__________________________________________________

In accordance with 29 C.F.R. § 1614.108(g), I hereby certify that I have sent a copy of this request for a hearing to the following person at the Agency:

 
Director

[OPDIV EEO Office]


Address
____________________________________                                _________________________
Signature of Complainant or Representative                                  Date
OPTION B - REQUEST FOR A FINAL AGENCY DECISION
I elect a final agency decision without a hearing based on the record (Report of Investigation). Comments, if any, are enclosed.

 ____________________________________                               __________________________
 Signature of Complainant or Representative                                  Date

OPTION C - REQUEST FOR WITHDRAWAL OF COMPLAINT

I elect to withdraw my complaint of discrimination.  I understand that my case will be closed without a decision being rendered.  My decision to withdraw my complaint is made voluntarily, and I understand that this decision is final and binding and that the complaint can not be reinstated for processing after it has been withdrawn.
____________________________________                                 _________________________
Signature of Complainant or Representative                                   Date
Revised 10/05
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