Delaware County Emergency Medical Services

Complaint Record Form

Name of Person Filing Complaint:

Address: Phone: ( ) -
Complaint Received By: 0- Person 0 - Phone O3- Letter (attached)

Date Received: Time:

Received by:

Nature of Complaint, Using the Words of the Complainant (attach additional pages to this form):

Referred to: Date:

Report of Investigation: (attach additional pages to this form):

Signed: Date:

Final Disposition: (attach supporting documentation to this form):

O- Unfounded 3 - Exonerated - Not Sustained 3 - Sustained
Investigator - Signed: Date:
Chief - Signed: Date:

10 Court St., Delaware, Ohio 43015 | 740-833-2190 Office | 740-833-2189 fax | http://www.delcoems.org



