
               

 

 

           

       

Location of Complaint_________________________________________Date_______________ 

Occupant______________________________________________________________________ 

Owners Name & Address_________________________________________________________ 

Details of Complaint_____________________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
______________________________________________________________________________ 
 
NOTE:  The Identity of the individual filing this complaint will not be revealed during the 
investigation.  Once the complaint is officially closed, the complainant’s identity may be 
revealed according to the Freedom of Information Act’s criteria. 

Complaint Made By_____________________________________________________________ 

Address_______________________________________________Phone #_________________ 
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Complaint #_______________ Type of Complaint_________________Township________________ 
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