
 

    

 

 

 

 

ENVIRONMENTAL HEALTH COMPLAINT 
Note: In Compliance with Act 442 P.A. 1976 MCLA 15.2312-15.2375, this will be kept confidential 

 

Date: ____________________________________ Township:  ___________________ Section: __________ 

 

Address or Location:  ________________________________________________________________________ 

         

Property Owner: ________________________________________  Phone: _______________________ 

         

Owner's Address: ___________________________________________________________________________ 

         

Complainant: ___________________________________________ Phone: _______________________ 

         

Complainant's Address: ______________________________________________________________________ 

 

Nature of Complaint as follows: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 

Complainant's Signature: _____________________________________________________________________ 

 

Phone Call Received By: _______________________________ Date: ______________ Time: ______ 

                                       

INVESTIGATION 

         

Date _________________ Time ________________ Sanitarian _________________________________  

 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Date Due for follow-up ______________________________________________________________________ 

Final Disposition ___________________________________________________________________________ 

Case Closed______________________________________________________ Date  ___________________  
(signature of investigating sanitarian)       
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BRANCH – HILLSDALE - ST.JOSEPH COMMUNITY HEALTH AGENCY 
570 Marshall Road    20 Care Drive    1110 Hill Street 
Coldwater, MI 49036    Hillsdale, MI 49242    Three Rivers, MI 49093 

(517) 279-9561    (517) 437-7395    (269) 273-2161 

(517) 278-2923 Fax    (517) 437-0166 Fax    (269) 273-2452 Fax 

 


