
 
 

 
COMPLAINT FORM 

 
Case/File#:  ________________              Date Received:  ________ 

 
 
Alleged Violator:  ___________________________________________________________________ 
 
Address ____________________________________________________________________________ 
 
Phone # ________________________________________________________       □    Town       □  County 
 
Location of Property:  ________________________________________________________________ 
 
Tax Map # _________________________________________Acreage _____Existing  Zoning _______ 
 
Specific Complaint/Violation:  ___________________________________________________________ 

 
Property Owner:  ____________________________________________________________________ 
 
Address ____________________________________________________________________________ 
 
Phone # ________________________________________________________  
 
 
 
Violation Found:   □    Yes       □    No  Inspected by:  __________________Date Inspected:  _________ 

 
 
Applicable Zoning Ordinance/Code Section(s):  _____________________________________________ 
 
___________________________________________________________________________________ 
 
 
NOV Date:  _____________________              Deadline for Compliance:  _______________________ 
 
 
Comments:  
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________ 


	CaseFile: 
	Date Received: 
	Alleged Violator: 
	Address: 
	Phone: 
	Town: Off
	County: Off
	Location of Property: 
	Tax Map: 
	Acreage: 
	Existing Zoning: 
	Specific ComplaintViolation: 
	Property Owner: 
	Address_2: 
	Phone 1: 
	Phone 2: 
	Yes: Off
	No  Inspected by: Off
	undefined: 
	Date Inspected: 
	Applicable Zoning OrdinanceCode Sections 1: 
	Applicable Zoning OrdinanceCode Sections 2: 
	NOV Date: 
	Deadline for Compliance: 
	Comments 1: 
	Comments 2: 
	Comments 3: 


