This document contains FOR OFFICIAL USE ONLY (FOUO) information which must be protected under the Freedom of Information Act (5 U.S.C. 552) and/or the Privacy Act of 1974 (5 U.S.C. 552a). Unauthorized disclosure or
misuse of this PERSONAL INFORMATION may result in disciplinary action, criminal and/or civil penalties. Further distribution is prohibited without the approval of the author of this message unless the recipient has a need to know
in the performance of official duties. If you have received this message in error, please notify the sender and delete all copies of this message.

CLAIM WORKSHEET
Worksheet version current as of October 23
Name/Grade/Series: UID/DOD ID:
Personal Phone: Work Phone:
Personal E-mail: | Work E-mail:
Mailing Address:
Unit/Commander (CC): Next Higher Unit CC:
SSN (Army Civillians Only):

Please select all basis(es) that apply to the unfair treatment you experienced:

Race Color Religion National Origin Genetic Information

T Reprisal
Age Sex (ll)\/iiarlll;;lll/tg rysical) Sexual Harrasment (EEO Activity as an aggrieved,
DOB:I:' Y complainant, witness, representative)

DATE of last EEO activity:

Claim Detail (Please be brief, but specific) *Please complete on a separate sheet of paper for any additional claims.
When (Date)?

Who/Grade/Series(name of member responsible for discrimination/harassment)?

-Phone/Email

Position/Grade of member responsible for discrimination/harassment:

What Specific Event Happened?

Where did it happen?

Witnesses:

- Name(s) :|
- Phone/Email:

— Information on what they may contribute:

- Name(s): |
- Phone/Email:

- Information on what they may contribute:

REQUESTED RESOLUTION TO RESOLVE THE COMPLAINT:
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