
RI Governor’s Commission on Disabilities 

 

RI GCD Form D 1. Disability Rights Employment Discrimination  
Complaint and Mediation Request 

If you are an employee or an applicant for a job with an agency of the State of Rhode Island, a municipality 
(city or town), public school district, fire district, other local government agency, business, or non-profit 
agency and believe you were/are being discriminated against due to a disability, the Commission may be 
able to assist.  
The Commission does not have the authority to order the employer to stop the discrimination.   
If you complete this form the Commission will contact the employer, attempt to set up meetings between 
you, the employer and mediators, to allow all the parties to jointly develop a solution to the problem(s). 
You should also file an employment discrimination charge with the United States Equal Employment 
Opportunity Commission; the United States Department of Justice/ Civil Rights Division/ ADA Office; and / 
or the RI Commission for Human Rights. 
If you need a reasonable accommodation in order to complete this form, please notify the Commission 

and assistance will be provided to you. 

Complainant’s Name   

Day Time Phone #   check if TTY    

Home Address  

City, State & Zip Code  

Email address  

 check type of entity you are filing against 
Company    Union    Employment Agency    State government agency/department 
Public school district Not-for-profit agency Local government agency/department 

Company/Agency  

Address  

City, State & Zip Code  

Employer Owner/Director’s  Name & Title  

Employer’s Phone #  Email address  

If you wish to file a charge against a specific person who discriminated against you, provide their full name, 
address and phone number 

That Person’s Name & Title  

That Person’s Address  

City, State & Zip Code  

That Person’s  Phone #  Email address  

If you are now employed by the company above, specify your position  



If not, specify the position you held or sought  

 Because of my disability:   Check one or more 
Refusal to Hire Termination/Discharge Denial of Promotion Layoff  Demotion 
Unequal Pay Discriminatory Work Environment Discriminatory Treatment 
Harassment (sexual or other) Reasonable Accommodation Retaliation or coercion (pressure) 
Excluded from (or not able to participate in) employer organized 
social/ recreational event(s) 

Other (Indicate) 

Please specify the date(s) the alleged discrimination took place 

Only once, on  More than once or ongoing  between:  and  

Please explain below what action was taken against you that you believe was discriminatory. Were other 
persons treated differently than you? What harm, if any, was caused to you as a result of that action? 
Please include all relevant names and dates. If you filed a charge against a specific person, you must explain 
the discriminatory actions that this person took. 
If you have any documents concerning the situation, please attach copies to your statement.  

 

 

 

 

 

 

 

 

 

 
(attach additional sheets if necessary)

 Check if the agency knew you had a disability prior to the alleged discrimination 
Describe how your employer knew about your disability: did you complete a self- identification of disability 
form, request an accommodation, verbally inform your supervisor, is your disability visible. 

 

 

 Check if you sought any assistance about the action you think was discriminatory from any other 
government agency 

Name of the agency  

Mailing address  

City, State & Zip Code  

Office Phone #  Email address  

Describe the results of that assistance  
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If you are filing a complaint against your current employer and are a member of a union, federal law requires 
that your union be notified and invited to participate in the mediation. Please complete the following: 

Union’s Name  

Union President/Business Agent’s Name and Title  

Address  

City, State & Zip Code  

Union’s Phone #  Email address  

If you requested and/or received assistance from your union in an attempt to resolve your discrimination 
complaint, please describe the assistance: 
 
 

 Check if you sought any assistance of a lawyer 

Name of the law firm  

Mailing address  

City, State & Zip Code  

Name of the lawyer  

Office Phone #  Email address  

 Check if you wish to be represented by that lawyer during mediation 
 Check if you are currently receiving or have pending a Workers’ Compensation benefit claim 

for an injury relating to this employer 
If you requested to return to work, after the Workers’ Compensation injury, the date of that 
request  

I understand that the Governor’s Commission on Disabilities offers to attempt to quickly resolve disability 
discrimination complaints through mediation. The Commission will send a copy of this form to the 
business or agency that I have filed against and urge them to mediate the complaint. The Governor’s 
Commission on Disabilities is not empowered to compel that a business or agency participate in mediation, 
except a state government agency. 
I further understand that I may pursue my complaint before the appropriate state and/or federal civil rights 
enforcement agency and the federal and state courts, while the Commission attempts to resolve my 
complaint through mediation. If the mediation is completely successful, the business or agency I have filed 
against will want any complaints filed with those state or federal civil rights enforcement agencies and/or the 
state or federal courts withdrawn as part of its settlement of this complaint. 
I agree to participate in the Commission’s effort to mediate my complaint. 

Date Signed  Complainant’s Signature  

Emailed this form to disabilities@gcd.ri.gov if signed with an electronic signature or mail to the: 
 RI Governor’s Commission on Disabilities 

John O. Pastore Center, 41 Cherry Dale Court 
Cranston, RI 02920-3049 

and keep a copy of the completed form for you records 
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