EEO Electronic Contact Sheet

Instructions:
1. Complete sections 1 & 2 only starting with your title, name, etc.

Note: Items in red frame are mandatory entries.
2. Please describe the discriminatory event(s)/incidents(s) starting on page 3.

3. Return completed form to atzry@sill.army.mil

Equal Employment Opportunity

Office

1670 Craig Road

Fort Sill, Oklahoma 73503

Tel. (580) 442-4024 Fax (580) 442-7205



EEO Contact

Name:

Docket Nbr: ARSILL

Date EEO Office Contacted:

Counselor Assigned: YES NO Name: Date:
: Method of Contact: Walk In Phone Email Mail Fax Other

Section 1

Title First *Mi Last Suffix

Gender: M[_]F[] Email:

Country: Address Type: Home Work Subiject:

Address 1:

*Address 2:

City: State: Zip Code:

Phone: FAX: *Cell:

Agency/Department: Phone:
Section 2 Additional Information for Complainant

SSN: Pay Plan: *Series: Grade:

*RNO: Employee Type: Anonymous: No Yes

*DOB: *Occupation:

EEO Contact & Complainant

NOTE: Data Fields marked with an asterisk (*) are optional.



efrain.roblesmolina
Cross-Out

efrain.roblesmolina
Typewritten Text

efrain.roblesmolina
Typewritten Text


EEO Contact

How were you discriminated:

EEO Contact & Complainant




EEO Contact

How were you discriminated:

EEO Contact & Complainant




EEO Contact

How were you discriminated:

EEO Contact & Complainant
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