JONES POLICE DEPARTMENT
CITIZEN COMPLAINT REPORT
Your Name:  ____________________________
Home Address:  _______________________________ Phone:  (       )  ____________________
Work Address:  _______________________________ Phone:  (      )  ____________________
Today’s Date:  _______________		Date and Time of Incident:  ___________________
Location of Incident:  ____________________________________________________________
Name(s) of Police Employee(s) Involved:  __________________________________________
                                                                          __________________________________________
Name(s) of Witness(s):  ____________________________       __________________________
	           Address:  _____________________________       _________________________
	           Phone:    _____________________________       _________________________
Attach other sheet for additional witness information

Did you speak to a supervisor at the Jones Police Dept. regarding this incident?  YES    NO
Would you like to speak to a supervisor prior to making a formal complaint?  YES    NO
If you have already spoken to a supervisor, name of supervisor:  _____________________________

DO NOT WRITE BELOW THIS LINE
Supervisor Comments:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Name of Supervisor receiving complaint:  ________________________________________
Copy to Complainant?  YES   NO      Date:  _________________    Emp Int.  ________________
JONES POLICE DEPARTMENT
CITIZEN COMPLAINT FORM
STATEMENT OF INCIDENT
Statement of ________________________________________________________________________
Written by   ______________________________________________
Date:  ____________________    Time:  _____________________
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Signed ___________________________________________         
