
  
Methuen Health Department 

Complaint Form 
 
File Number:  Type of Complaint:  

Date: Time:  Received by:  

Location of Complaint:  

Received from Phone:   

Address of Complainant:  

Signature of Complainant: 

Owner’s Name:  Phone:  

Address: 

Complaint:   
 

Date:                Report Attached: 
 

 

Findings:  
      

Inspectors Signature: 
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