
 
LOCAL HEALTH AUTHORITY 

INTERNAL COMPLAINT FORM 
 
 

DATE: ________________________  TIME: _______________________ 
NAME: ________________________________________ 
CONTACT NO: __________________________ 
ADDRESS:________________________________________________________
________________________________________________________________ 
 
NATURE OF COMPLAINT:  
________________________________________________________________
________________________________________________________________
________________________________________________________________ 
 
INVESTIGATION:  
________________________________________________________________
________________________________________________________________
________________________________________________________________ 
 
ACTION TAKEN: 
________________________________________________________________
________________________________________________________________
________________________________________________________________ 
 
_____________________    _______________________ 
Request Taken by:      Foreman Other Services 

 
 


