 (
Chelan-Douglas Health District
200 Valley Mall Parkway
East Wenatchee
, 
WA
  
98802
 (509)886-6400
)Complaint Form Part I
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Person filing complaint:
Name:
Address:


Signature:
Daytime phone:


	
Received by:              	Date:

	Copies to:	|_|EHS 	
	|_|Coordinator  	

	Forwarded to:	Date:

	

	




Do you want this complaint handled confidentially? 		Yes   |_|		No   |_| 
If Yes - Disclosure of identity and participation may be necessary in subsequent civil or criminal proceedings, that the complaint and their identity may be provided to other investigative agencies, and their identity may be disclosed in order to comply with federal, state, or local laws and regulations or an order of a court of competent jurisdiction.	Noted/ Discussed ____________

Was anyone ill?    |_| No  	|_|  Yes; Date and time of onset? ______________________________


Location of complaint (driving directions):




Description of complaint:














Have you seen the conditions described above?		Yes  |_|					No  |_|
When did you first observe these conditions?   		Date _____________	Time ______________ 
Name of individuals involved in complaint (if known):






