
COMPLAINT FORM 

This form may be filled out and delivered to the Agency, faxed or emailed  

Date form was completed: Name(s) of individuals involved: 

First Name: 

Last Name: Email Address: 

Street Address: Street Address Line 2: 

City: State/Zip Code 

Date of Incident/situation: 

Location of Incident: 

Please describe the incident. Be as detailed as possible. 

What is your desired outcome of this incident? 

Date form was received by agency: 

Initialed by:  

Address:  SCC TCSA 10808 Sokaogon Drive Crandon, WI  54520
Phone: 715-478-7600  Fax: 715-478-2493 Email:  ChildSupport@scc-nsn.gov




