{

MIssISSIPPI STATE DEPARTMENT OF HEALTH

CIVIL RIGHTS COMPLAINT FORM

This form is to be utilized when filing a complaint of a violation of civil rights laws or non-
discrimination provisions. This form is to be used by patients, clients, consumers, program
participants filing a complaint alleging discrimination from a Mississippi State Department of
Health (MSDH) program or subgrant recipient funded by MSDH.

Continue any answer to a question on additional sheets if necessary. Attach any written materials or
documentation pertaining to your case.

Your name, address, telephone number(s) and email address:

Do you have a representative? Yes[ ] Nol]

If so, please list the representatives first name, last name and mailing address, telephone number(s)
and email address:

Name, address, and telephone number(s) of person(s) who discriminated against you:

Name, address and telephone number(s) of agency or organization involved in your complaint:

Are there other persons or organizations involved in this discrimination case? Yes[ | No[ ]
If YES, please give the names, addresses and telephone numbers below:

NAME ADDRESS TELEPHONE
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Which of the following describes the nature of the discrimination involved?
Race[] Color[] National OriginD Sex[] Sexual Orientation[_] Disability ]
Gender Identity ] Gender Expression [] Age []  Retaliation or Reprisal ]

Where did the discrimination occur?

Which month(s), day(s), and year(s) did the most recent discrimination against you take place?
Beginning: Month Day Year
Ending: Month Day Year

Explain in detail what happened to you.

Please list below any persons whom we might contact for additional information to support or
clarify your complaint:

NAME ADDRESS TELEPHONE

Please provide any other information, including supporting documentation, that might be helpful to
our investigation.

If this Complaint is resolved to your satisfaction, what remedy do you seek?

Mississippi State Department of Health Page 2 of 6 Form 1361
Revision 11/20/2023



Have you filed your Complaint with any of the following? (Check the appropriate items.)

[] Civil Rights Division, U.S. Dept. Of Justice Ous. Equal Employment Opportunity Commission
[J Other Federal Agency [ Federal or State Court

[ Attorney [ Other (specify)

[ Health and Human Services-OCR

For any item checked above, please provide the following information:

Name of Agency/Individual:

Date Filed:

Case or Docket Number:

Date of Trial or Hearing;

Location of Agency or court:

Name of Investigator

Status of Case:

Additional comments:

Supporting Documentation Attached (Check one): Yes[]  No[]

DATE: SIGNED:

Please submit this Civil Rights Complaint Form to the Mississippi State Department of Health by mail or
email at:

Charles Lee, Civil Rights Coordinator
Mississippi State Department of Health
P.O. Box 1700
Jackson, Mississippi
39215-1700
Telephone: 601-576-7847
Email: civilrights@msdh.ms.gov
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The availability and use of this grievance procedure does not preclude a person from filing a complaint of
discrimination on the basis of race, color, national origin, sex, age, disability, or retaliation/reprisal with
the applicable federal funding entity.

The complaint may be filed directly with the U.S. Department of Health and Human Services using the
information below:

File a Complaint Using the Civil Rights Discrimination Complaint Form Package
Open this link to fill out the Civil Rights Discrimination Complaint Form Package in PDF format. You

will need Adobe Reader software to fill out the complaint and consent forms.

You may either:
Print and mail the completed complaint and consent forms to:

Centralized Case Management Operations

U.S. Department of Health and Human Services
200 Independence Avenue, S.W.

Room 509F HHH Bldg.

Washington, D.C. 20201, or

Email the completed complaint and consent forms to OCRComplaint@hhs.gov (Please note that
communication by unencrypted email presents a risk that personally identifiable information contained in
such an email, may be intercepted by unauthorized third parties)

File a complaint using the HHS OCR Online Portal
Open and follow this link to use the U. S. Department of Health & Human Service Complaint Portal:
OCR Online Portal

This complaint may also be filed directly with the U.S. Department of Justice, Civil Rights Division,
electronically through their portal, at https://civilrights.justice.gov/report/ or by mail or phone at:

U.S. Department of Justice, Civil Rights Division
950 Pennsylvania Ave, NW
Washington, D.C. 2530-0001
Toll-free: 1-855-856-1247
TTY: 202-514-0716

If you are filing a complaint related to the Women, Infants and Children’s Nutrition Program (WIC),
you may choose to file the complaint directly with the USDA electronically at U.S. Department of
Agriculture USDA Program Discrimination Complaint Form ( Spanish — Espafiol):
https://www.usda.gov/sites/default/files/documents/ad-3027s.pdf) or by mail or phone at:

U.S. Department of Agriculture
Office of the Assistant Secretary for Civil Rights
1400 Independence Avenue, SW
Washington, D.C. 20250-9410; or
Facsimile: (833) 256-1665 or (202) 690-7442
Email: Program.Intake(@usda.gov
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https://www.hhs.gov/sites/default/files/ocr-cr-complaint-form-package.pdf
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf
https://civilrights.justice.gov/report/
https://www.usda.gov/sites/default/files/documents/ad-3027.pdf
https://www.usda.gov/sites/default/files/documents/ad-3027.pdf
https://www.usda.gov/sites/default/files/documents/ad-3027s.pdf
mailto:Program.Intake@usda.gov

USDA Program information may be made available in languages other than English. Persons with
disabilities who require alternative means of communication to obtain program information (e.g., Braille,
large print, audiotape, American Sign Language), should contact the responsible state or local agency that
administers the program or USDA’s TARGET Center at (202) 720-2600 (voice and TTY) or contact USDA
through the Federal Relay Service at (800) 877-8339.

ATTENTION: If you have difficulty understanding English or have a disability, free language assistance
or other aids and services are available. MSDH provides free interpretation services, translation of
materials, or other assistance available upon request: call 601-206-1720.

Espaiiol (Spanish) | Si tiene dificultades para entender inglés o tiene una discapacidad, haganoslo saber. La
asistencia lingliistica gratuita u otros servicios de ayuda estan disponibles a pedido en su departamento de
salud local sin cargo. Llame al 601-206-1720.

Tiéng Viét (Vletnamese) | Néu quy vi gap kho khan trong viéc hiéu tiéng Anh hodc bi khuyet tat vui long
cho chung t6i biét. HO trg ngdn ngit mién phi hodc cac dich vu trg gitip khac duge cung cip mién phi theo
yéu cau tai S0’ Y Té dia phuong ciia quy vi: 601-206-1720.

13 (Chinese) | MR EHEEMREZ A EMARMREEE, FSNEM. EFETMITESRE
EIRMIEEE B HIER RS, 601-206-1720.

o) axdl) (Arablc) | sacliaall Hag0 3 elldy UHla) oy ddle) (e ‘;ﬂa_a _5| g k) Azl ?@A GA D graa gal 8 K 1)
aaall & o 5all dlaall 3 51aY) (e Lgalls 2ice Clas L;);‘)]\ 3aclicall Ciland j\ Glase 4 2601-206-1720.

Frangais (French) | Si vous éprouvez de la difficulté a comprendre 1'anglais ou si vous souffrez d'un
handicap, veuillez nous en informer. Une assistance linguistique gratuite et d'autres services d'aide sont
disponibles sur demande auprés de votre service de santé local. Veuillez appeler: 601-206-1720.

Kreyol (Haitian) | Si w gen difikilte pou w konprann Angle oswa si w gen yon andikap, tanpri f¢ nou
konnen. Asistans lang gratis oswa 10t s¢vis ¢d disponib sou demann nan Depatman Sante lokal ou a gratis.
Tanpri rele: 601-206-1720.

Italiano (Italian) | Se non capisce bene I’inglese o ha una disabilita, ce lo comunichi. Presso il locale
Dipartimento della salute sono disponibili a titolo gratuito un servizio di assistenza linguistica o altri servizi
di assistenza su richiesta. Contattare: 601-206-1720.

Deutsch (German) | Wenn Sie kein Englisch verstehen oder eine Behinderung haben, teilen Sie es uns bitte
mit. Kostenlose Sprachunterstiitzung oder andere Hilfsdienste sind auf Wunsch bei Threm lokalen
Gesundheitsamt kostenlos verfiigbar: 601-206-1720.

Hindi | A 3TUe! SISt THgm § Hfo-TE 81 § a1 31T 31&id §, af SIRIY $HR TR o HTST HeTardl
7 3] Heg 3R JaTd IuaTsdl g | HUAT HId HY: 601-206-1720.

« w4 (Farsi)
e cled ey AL 08 ) Glerd s 3l Le g Tkl cariin Cul glae (51510 b aiSas S0 ) a1 5 S
1720-206-601 : sl 2l 50 8 Lok las alag o 1) 52 081 &y 50 3 S ) e
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2h=0{ (Korean) |[F0{ S O|oli5t= Ol Of2{ 50| ALY, HO47F A= - Mo|of|A LAFHAL.
T2 A0 X2 E= 7|8 AE ME|2= 28 Al XY EAR20M 222 HSELCH 601-206-
1720.

Yoruba |Ti o ba ni isoro mipa 0ye Gegsi tabi o ni ailera, jowo jé ki a mo. Anfani éto iranlowo édé ati awon
&to iralowo miiran wa ti o ba bééré fun ni ¢ka Itoju ilera aduigbo 16fe¢: 601-206-1720.

Igbo

O buru na o na-esiri gi ike ighota Bekee ma ¢ bu na i nwere nkwary, biko mee ka anyi mara. Enyemaka
asysu efu ma ¢ bu oru enyemaka ndi 0z¢ di mgbe a chor¢ ha na Ngalaba Mpaghara Ahuike gi n'efu: 601-
206-1720.
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