
  

                                  SAN JOAQUIN COUNTY 
                           CIVIL SERVICE COMMISSION 
        CIVIL SERVICE RULE 20 APPEAL REQUEST FORM 
 

INSTRUCTIONS:  Please print clearly with a pen or type this form.  Completed and signed original appeal forms must 
be submitted to the San Joaquin County Equal Employment Opportunity Office, Administration Building, Suite 330, 44 
North San Joaquin Street, Stockton, CA 95202, within fifteen (15) days following receipt of the written notification from 
the County EEO Office as set forth in Section 5 of Civil Service Rule 20.  Please keep a copy for your records.   
 
PART I - APPELLANT INFORMATION 
 
Name: ___________________________________________________________________________________________ 
 First Last Middle Initial 
 
Employment Status: � Employee � Job Applicant      
 
Your Department (If applicable): _________________________  Job Title (If applicable):_____________________ 
 
Home Address: ___________________________________________________________________________________________  
 Street or P.O. Box City, State Zip Code 
 
Telephone: _________________________    _________________________    E-mail: __________________________________ 
 Primary                                        Alternate 
       
PART II – GROUNDS FOR APPEAL 

I Wish To Appeal On The Following Grounds: (Clearly state your reason(s) for requesting an appeal.  
Attach additional pages as necessary.) 
_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

 

PART III – BASIS OF ORIGINAL COMPLAINT OF ALLEGED DISCRIMINATION (You must either 
complete this section in its entirety OR attach a copy of your original discrimination complaint form.) 
 

Who Is Your Complaint Of Discrimination Against? 

______________________________________________ ____________________________________________ 
 Name  Department 
 

What Is Your Relationship To The Person Listed Above? 
� Co-worker � Supervisor � Manager � Appointing Authority � Unknown 
� Other __________________________________________________________________ 
 

¾ Over 



On What Basis Do You Feel The Above-Named Person Discriminated Against You? (You must select at least one): 

� Age  � Gender  � Marital Status    � Political Affiliation or Belief � Sex  
� Ancestry � Gender expression   � Medical Condition   � Pregnancy   � Sexual orientation 
� Color � Gender identity  � National Origin   � Race 
� Creed � Genetic information � Physical or mental Disability  �  Religion 
 
Clearly explain why you believe you have been discriminated against by the person(s) listed above.  (Attach 
additional pages as necessary). 

 _______________________________________________________________________________________________  

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

What Action Would You Like The Commission To Take (i.e., what remedy are you asking for)? 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

 

PART IV - DESIGNATION OF REPRESENTATIVE 

Pursuant to Section 5 of Civil Service Rule 20, you may represent yourself in this appeal or choose to be represented by 
your union or legal counsel in a public hearing.  Please indicate how you will be represented.  You may change your 
designation of a representative at a later date, if you so desire, but must notify the Commission no later than five (5) 
calendar days before your scheduled hearing date. 

� I will be representing myself     

� I will be represented by my union      

� I will be represented by legal counsel    

� I am unsure, but will provide notice within the 5-day timeframe stated above 

 

PART V – CERTIFICATION AND SIGNATURE 
I certify that all of the statements made in this appeal are true and correct to the best of my knowledge and belief 
 
 
     _________________________________________ __________________________________ 
               Signature Of Appellant (Complainant) Date Signed 
 
 
Revised: 12/11/12 


