CITY OF TAMPA

Bob Buckhorn, Mayor Office of the Chief of Staff

Raquel Pancho
ADA Coordinator

Grievance Form
Americans with Disabilities Act, Title Il
Public Access to Programs and Services

Date:

Your Name:

Address: Apt.: Zip:
Phone: (___) Alternate Phone: (___ )

Email Address:

Primary Type of Disability(ies), please check (.):
I Mobility [ Learning [ Medical [ Vision [ Cognitive/Intellectual/Developmental

[ Hearing [ Psychiatric [1Speech [IHIV/AIDS Other or not listed:

Issue(s) please check (v):
[ Physical Access [ Retaliation [ Website/Electronic Access [ Denial of Services/Refusal to Admit

[ Service Animal [ Alternative Format [ Interpreter/Assistive Listening [ Other (describe below):

Person(s) who experienced above issue (if other than the complainant): Name(s)

Date of Incident: Time of Incident:

Name or Address of Incident:

Respondent Information/Name and Title: (Person you believe to have discriminated or retaliated against you):

306 East Jackson Street e Tampa, Florida 33602
www.tampagov.net


http:www.tampagov.net

Please describe the alleged act(s) of discrimination in detail. Also, indicate a suggested remedy (e.g.: ramp, signs,
interpreter, etc.). Attach additional pages if needed.

Signature Date

Please be advised that alternate formats including, but not limited to: Florida Relay call, tape or personal interview, etc., are
available as an accommodation. Please email raquel.pancho@tampagov.net, or call 813-274-3964 for assistance.

Please sign and return original to:
Raquel Pancho, ADA Coordinator
Office of the Chief of Staff
306 E. Jackson St. 4N
Tampa, FL 33602


mailto:raquel.pancho@tampagov.net
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