Department of Public Safety and Correctional Services
Internal Complaint of Bullying in the Workplace

Date:
Contact Information:
* First Name: Race [ More Information ]
* Last Name: O American Indian or Alaskan Native
. O Asian or Pacific Islander
* Position: O Black
ac
Home Address O White
* Street: O Other
* City: O 1 Decline to Answer
Gender
* State: MD OF 1
emale
* Zip Code: O Male
Work Phone: O 1 Decline to Answer
*Home / Cell Phone: The above information is for statistical purposes only.
* Assignment/Agency Division: —_Select Agency Location Here—

*Work Location: Email

Address:

Data Relating to the Complaint:
Incident date must be within 30 days of the reporting date.

. - . ) * Incident Location:
* Incident Date: _2) * Approximate time of
Incident: Select Time v

Workplace Bullying Involved: (check one or more)
[ ]Personal attack ~ [_]Excessive profanity [_]Public humiliation [_]Threats about job [_]Spreading rumors/gossip
[ IThreats of abuse [_]Personal insults ] Unjustifiably offensive |:|Repeated verbal abuse
Protected Classes: (check one or more)
[JAge [JAncestry [JColor []Creed [_]Gender Identity and Expression [_]Genetic Information

Marital Status Mental or Physical Disabilit National Origin Race

Y y g

[JReligious Affiliation, Belief or Opinion [ _]Sex [ _]Sexual Orientation

Bullying conduct does not include a single incident, disciplinary action, coaching, counseling, feedback or a difference of opinions.

* Name of Accused:  First: Last:
* Brief Outline of the Complaint:

Witnesses' Name and Phone Information:

First: Last: Phone:




First:
First:

* Signature:

Last:
Last:

Phone:
Phone:

INSTRUCTIONS: Please complete the complaint form and email to: fairpractice.complaints@maryland.gov.
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