
Phillipston Board of Health 
 

COMPLAINT  REPORT 
  

 
Date    __________________________________  How  _____________________________ 

Business name ______________________________________________________________ 

Owners Name _______________________________________________________________ 

Address  _______________________________________________________________ 

Telephone   ________________________   Cell phone No. __________________________ 
  
*************************************************************************** 
COMPLAINT  ______________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

Complaintent’s  Name  ___________________________________________________ 

Complaintent’s Address ___________________________________________________ 

    _______________________State ___________Zip__________ 

Complaintent’s Telephone  __________________  Cell Phone _______________________ 

Physician   ____________________________________ Date ______________________ 

Hospital  ____________________________________  Date ______________________ 

  

**************************************************************************** 

Action Taken   __________________________________________________________ 

              __________________________________________________________ 

Inspection Date ____________________  Reinspection Date ___________________ 

Comments   
 …………………………………………………………………………………………………… 

……………………………………………………………………………………………………. 

……………………………………………………………………………………………………. 

……………………………………………………………………………………………………. 

……………………………………………………………………………………………………. 

 

Signed    __________________________________________     Date      __________________ 


