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Twentieth Judicial Circuit of Florida
Americans with Disabilities Act of 1990
Statement of Grievance

Name of Complainant:

Address:

City:

State: Zip Code:

Day Telephone:

Evening Telephone:

Complete the following section if the complaint is being filed by a
person other than the individual making the complaint:

Complaint Filed By:

Title (if appropriate):

Firm (if appropriate):

Address:

City:

State: Zip Code:

Day Telephone:

Evening Telephone:

Date Filed: Time Filed:

Complaint Taken By:

Staff Person's Name
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Complainant's Last Name:

1.

2.

Name the court or court facility in which the violation is alleged to
have occurred:

Describe what happened that led to the decision to file this
complaint. (If necessary, use an additional page to complete the
statement.):




49

50

51

52

53

54

55

56

57

58

59

60

61

62

63

64

65

Complainant's Last Name:

3.

State the desired remedy or the solution requested:
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List those witnesses who can provide information that supports

or is relevant to your complaint:

Witness:

Address:

City:

State: Zip Code:

Day Telephone:

Evening Telephone:

Witness:

Address:

City:

State: Zip Code:

Day Telephone:

Evening Telephone:

Witness:

Address:

City:

State: Zip Code:

Day Telephone:

Evening Telephone:




