TIPTON COUNTY HEALTH DEPARTMENT
101 E Jefferson Street, Tipton, IN 46072

Ph: (765)675-8741    Fax: (765)675-6952

Property Complaint Form

Complaint Property Information






Owner(s):   

_____________________________

Property Address: _________________________
Owner’s Address:
_____________________________



      _________________________
    (If different)

_____________________________
Phone:

     
_____________________________
Type of Complaint:

_____Garbage
 

_____Vermin/Pests 
(Check all that apply)

_____Burning Garbage

_____Stagnant Water
_____Air Pollution

_____Animal Waste

 

_____Open Dumping

_____Housing
_____Roadside Dumping
_____Mold







Other: _____________________________________________________________

How complaint was received: (Check one)
   Phone (  )        Letter (  )        In Person (  )        Referral (  )
Complainant Information:
Name:


___________________________________________________
Address:  

___________________________________________________
___________________________________________________
Phone:
    

___________________________________________________
I affirm that the above and foregoing information is true and accurate to the best of my knowledge. Additionally, I understand that a copy of this report may be given to the person, or agency, which is being complained upon. I further acknowledge that filing a false complaint could result in legal action against me (IC 16-20-1-25).
Signature: __________________________________        
   Date: _______________
Below for office use only:

Date of Initial Investigation:______ / _______ / __________    
Investigation Findings: ___________________________________________________________________________

______________________________________________________________________________________________

Was verbal notice given:
_____No
_____Yes 
If yes, given to _______________
Date____________

Was Abatement Letter sent:
_____No
_____Yes
If yes, sent to_________________
Date____________
Date of follow-up Investigation: ______ / _______ / __________       

Conditions corrected: 
_____No
_____Yes

If no, provide details: ____________________________________________________________________________.
Was ISDH, IDEM, or another state agency contacted concerning complaint?
_____No
_____Yes


If yes, who?
Department:_________________________________ Name: ___________________________

Administration Signature(s): _____________________________________ 
Date Closed: _________________
