	DEPARTMENT OF HUMAN RESOURCE
	[Doctor name]
[Doctor name]


[Street address] | [City, ST ZIP Code]
Phone: [Phone number] | Fax: [Fax number] | [Email] | [Website]
EMPLOYEE COMPLAINT FORM
	Your Name: [Current name]
	Date: [Date]

	Previous Name: [Previous name]
	Social Security #: [SSN]

	Status:
	[Staff]
[Faculty]
Other [Specify]


Management Center/Department
Title: 

Campus Address:

Phone number where you can be reached:

Complaint/Concern Information
	Date of Incident
	

	Time of Incident
	

	Location of Incident
	


	Define the specific act:

	

	Are there others who have witnessed this behavior or others who have experienced a similar concern or problem? If so, please provide their name(s) and phone numbers.

	

	Do you have any suggestion for proposed action to address or resolve the complaint/concern?

	


	Signature:
	
	Date signed: [Date]


Please return the completed form to Human Resources, [Company Name] [Street address] | [City, ST ZIP Code].
