
          Complaint #: ___________ 

Dickinson - Iron District Health Department 
Environmental Health Division 

Complaint Report 

 

General Information 

Date Received ____________    Time Received _________________ 

Type of Complaint: 

___ Food ___Garbage ___Sewage ___Water ___Animal ___Other 

 

Nature of Complaint ____________________________________________________________ 

______________________________________________________________________________ 

 

Location of Complaint ___________________________________________________________ 

 

Responsible Party _________________________________Phone ________________________ 

Address ______________________________________________________________________ 

 

Complaint Reported by _________________________________ Phone __________________ 

Address ______________________________________________________________________ 

 

Information Received By: ________________________________________________________ 

Investigation 

 

Date Investigated _____________    Time Investigated ______________ 

Findings______________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________ 

 

Complaint Valid ___Yes ___No  ___Other 

Action Taken  ___ Letter  ___ Phone Call ___ Personal Visit 

Comments ____________________________________________________________________ 

______________________________________________________________________________ 

Final Disposition _______________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________ 

Investigated By: _____________________________ Date Resolved:  ________________ 

 
Rev. 4/2014 
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