[bookmark: _Hlk63061480]MARTIN COUNTY HEALTH DEPARTMENT
127 WATER STREET
P.O. BOX 368      SHOALS, IN 47581
PHONE: (812) 247-3303      FAX: (812) 247-2009

COMPLAINT FORM

Name of Person Filing Complaint  _____________________________________
Address  ________________________________________________________________
Phone Number  ___________________
Location of Complaint  ____________________________________________________
Owner of Property  _______________________________________________________
Phone Number (if known)  _____________________
Nature of Complaint




Signature of complainant							Date
Complaint received by							Date
************************************************************************
Date Investigated					By	
Findings:  __________________________________________________________________
_______________________________________________________________________
Was the situation corrected?   Yes   No      If no, what action was taken?  __________________________
_____________________________________________________________________________________
**All complaints filed with this department must be signed by the person making the complaint before any action can be taken.  If requested, all information regarding the source of the complaint must be made available to the party receiving the complaint.
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