Lincoln County School District

Code: ABC-AR(2)
Adopted: 1/11/22
Orig. Code: ACB-AR(2)

Bias Incident Complaint Form

Name of complainant:

Position of complainant:

Date of complaint:

Name of person responsible for the bias incident:

Date and place of incident or incidents:

Description of misconduct:

Name of witnesses (if any):

Evidence (attach evidence if possible):

Any other information:

I agree that all of the information on this form is accurate and true to the best of my knowledge.

Signature: Date:

cc: District Office
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1212 NE Fogarty Street Newport, OR 97365

Name of Witness:

WITNESS DISCLOSURE FORM

Position of Witness:

Date of Testimony/Interview:

Description of Instance Witnessed:

Any Other Information:

I agree that all the information on this form is accurate and true to the best of my knowledge.

Signature:

Date:

cc: District Office
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