
 

 
 
Name: _________________________________________________________________________________ 
 
Address:________________________________________________________________________________ 
 
City: ___________________________________________ State:____________ Zip: __________________ 
 
Phone: (______) _____________________Email: ______________________________________________ 
 

 
Type of Complaint (Check One) 

□ Program Access      □ Physical Access    □ Employment Discrimination     □ Other     
 
Please provide description of your complaint:_________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
Please specify the location of your complaint:_________________________________________________  
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
Please state what you think should be done to resolve the complaint:______________________________ 
 
_____________________________________________________________________________________ 
Attach additional pages or photo(s) as needed. 
 

 
 
Signature: ________________________________________________ Date:_________________________ 
 

Please return to: Tricia Cobey, ADA Coordinator/Human Resources Department 
City of Galt 

380 Civic Drive, Galt, CA  95632 
209-366-7112 or hr@cityofgalt.org 

 
For more information or assistance in completing the form, please contact the ADA Coordinator.  

City of Galt 
ADA DISABILITY ACCESS or 

TITLE 24 ACCESSIBILITY  
COMPLAINT FORM 

 


