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Michigan Department of Health and Human Services
Emergency Medical Services Section
P.O. Box 30207
Lansing, Michigan 48909-0207
www.michigan.gov/ems

ALLEGATION/COMPLAINT FORM
Authority: P.A. 368 of 1978, as amended (Completion: Voluntary)

I wish to file a complaint against the individual/entity named below.  I understand that the Department does not assist citizens seeking return of their money or other personal remedies.  I am, however, submitting this information so that it may be determined if licensing action should be considered.

Instructions: Print legibly or type information.  Complete all sections of this form and sign at the bottom.  Submit this original form to the address listed above and retain a copy for your records.  Please be advised that your name may be released as the complainant if a Freedom of Information Act (FOIA) is requested.  You may submit allegations anonymously; however, the department may not have the capability to investigate to the fullest extent.

	Complaint Filed By
	
	Complaint Filed Against

	Your Name: Click here to enter text.

	
	Name: Click here to enter text.

	Street Address: Click here to enter text.

	
	Street Address: Click here to enter text.

	City: Click here to enter text.

	
	City: Click here to enter text.

	State: Click here to enter text.

	Zip Code: Click here to enter text.
	County: Click here to enter text.
	
	State: Click here to enter text.

	Zip Code: Click here to enter text.
	County: Click here to enter text.

	Patient Name: Click here to enter text.

	Date of Birth: Click here to enter text.

	
	Date of Incident: Click here to enter text.
	Time of Incident: Click here to enter text.

	Telephone Number
Home: Click here to enter text.	Work: Click here to enter text.
	
	Telephone Number: Click here to enter text.


	Check One: 	☐	EMS Personnel	☐	EMS Education Program
	☐	Life Support Agency/Ambulance Operation	☐	Medical Control Authority
	☐	EMS Instructor-Coordinator	

	Is there court action pending?
☐	Yes	☐	No
	Your Attorney’s Name: Click here to enter text.
	Will you testify at an Administrative Hearing, if necessary?
☐    Yes	    ☐    No

	
	

	Description of Complaint (Please describe the incident, circumstances, conduct and/or behavior that you believe may be a violation) Attach additional sheets, if needed.  Retain a copy of all correspondence for your records.

	
Click here to enter text.

	


	


	


	


	


	





__________________________________________________________			Click here to enter a date.
Signature									Date

The Department of Health and Human Services will not discriminate against any individual or group because of race, sex, religion, age, national origin, color, marital status, disability or political beliefs.  If you need assistance with reading, writing, hearing, etc., under the Americans with Disabilities Act, you may make your needs known to this agency.
