EMPLOYEE COMPLAINT FORM

Employee’s Name:________________________________________________________

Department:_____________________________________________________________

Date of Alleged Violation:__________________________________________________

Complaint:_______________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

_________________________________         __________________________________

 Date of First Complaint to Supervisor                             Employee’s Signature     Payroll No.     Date

_______________________________________            _________________________________________

Date of Supervisor’s Oral Response                                 Committeeman’s Signature                   Date


DENIED   
                        GRANTED 
              SETTLED 

