
  _____ 

This Institution is an equal opportunity provider, and employer. 
 

 

 

Formal Complaint Form 

 
Date: _____________ Place: ________________ Time Started: ________ 

I, the undersigned __________________________________, am ____ years old having been born on the ___ day of _________, 

_______. My current address & phone number is:_______________________________________________________. 

 

COMPLAINT:  

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

______ 

I have read this statement consisting of ___ page(s) and I certify that the facts contained therein are true and correct. I also declare that 

I was not told or prompted what to say in this statement. I understand that my personal information may be disclosed for the sake of 

resolving the complaint.  

This statement was completed at _______ am/pm on the ____ day of ___________ 20___.  

            

Signature of Author of Complaint: ____________________________________________________________ 

 
423 Main Street ~ PO Box 1079 ~ Lisbon, ND 58054 

Phone (701) 683-4140 Fax (701) 683-9710 
TDD: 1-800-366-6888 

https://www.facebook.com/lisbonnd/photos/a.461707383942500.1073741829.461644593948779/556237417822829/?type=1

