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COMMISSIONED CORPS EEO COMPLAINT

[DATE]

CERTIFIED MAIL – RETURN RECEIPT REQUESTED




NO.: [XXXXXXXXXXXXXXXXXX]

[Complainant/Representative’s Name]

[Complainant/Representative’s Address]







Re:  
[Complainant’s name if represented]








Agency File No.:








Date Filed Formal:

Dear [Complainant/Representative]:

This is to acknowledge receipt of the above-referenced discrimination complaint filed against the Department of Health and Human Services (DHHS), [Name of OPDIV], on [Formal Filing Date of Complaint].  Please refer to the Agency File Number listed above in all correspondence related to this matter.

[Your/Complainant’s] complaint will be processed pursuant to the provisions of the Commissioned Corps Personnel Manual, Chapter Series CC26—Conditions of Service, Subchapter CC26.1--Officers’ Responsibilities and Conduct, Personnel Instruction 6--Equal Opportunity: Discrimination Complaints Processing.

[You/Complainant] will be notified concerning which claim(s) are accepted for processing or dismissed.  [You/Complainant] will also be notified of applicable appeal rights.  If additional information is needed to clarify the above-referenced complaint, [you/Complainant] will be contacted promptly.

It is [your/Complainant’s] obligation to keep this Office, [Name of EEO Office], informed of [your/his/her] current mailing address and telephone number.  [Your/Complainant’s] failure to keep us informed may cause delay in processing the complaint or lead to dismissal.  Additionally, in the event that [you/Complainant] engage[s] the services of a licensed attorney to represent [you/him/her] in this matter or make a change in designation of representation, [you/(s)he] must notify us in writing immediately.  

Please address all correspondence and inquiries related to this complaint to:





[Name of EEO Official]





[Title]





[Agency: OPDIV]





[Address]

Should [you/Complainant] have inquiries on the status of this complaint, [you/(s)he] may contact [Name, Title] at [phone number].








Sincerely,








[Name]








[Title]








[Agency (OPDIV): Optional]

cc: 
[Complainant’s name and address if represented]


Certified Mail Number:


Return Receipt Requested
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