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Department of Applied Medicine & Rehabilitation

COMPLAINT FORM

Please indicate which program this complaint pertains to:

 FORMCHECKBOX 


Athletic Training 

 FORMCHECKBOX 


Physician Assistant 

 FORMCHECKBOX 


Physical Therapy 

PERSONAL CONTACT INFORMATION* (for who is making complaint):

Name:      

Phone Number:      

Email Address:      

Address:      

City:      
  State:      

 Zip:      


*If desired, Personal Contact Information may be left black. Anonymous complaints are accepted. 
NAME/PROGRAM/FACULTY (for whom/what the complaint is being filed against):

Name/Program/Faculty:      


LOCATION OF INCIDENT (if applicable)
Address:      

City:      



State:      


Zip:      


COMPLAINT INFORMATION

Describe your complaint in the box below, including dates and locations.  Please provide as much detail as possible with regard to the conduct or actions of the licensed individual and/or facility that form the basis of your complaint.  Also, please describe any harm or injury that you believe resulted from the licensee’s/student’s conduct or actions.  Please provide any paperwork in support of this complaint. Continue on the back of this page if necessary. Record of this complaint, along with actions taken, will be saved for a minimum of five years with the department secretary (located in the Department of Applied Medicine & Rehabilitiation, 567 North 5th Street, Terre Haute, Indiana 47809).  
     

List any witnesses or other individuals with knowledge of the occurrence in the box below (if applicable).  Please provide names, titles, complete addresses and phone numbers. 
     

I hereby verify that the above information is true and accurate to the best of my knowledge.  I agree to provide information to the Department of Applied Medicine and Rehabilitation in support of this complaint, including documentation, interviews and testifying at hearing, as necessary. I understand that without my cooperation, the Department may not be able to pursue this complaint.
 FORMCHECKBOX 
 
By checking this box, I verify that the information above is true and accurate. 
Type Name:      


                                                                        
Date:      

Sign Name:* _________________________________________


Date:      

*Please include a digital signature if you plan to email this back to the Department of Applied Medicine and Rehabilitiation . While in Word, click the Office button in the top left corner of Word and select Prepare. Inside Prepare menu, select Add a Digital signature option. This will lock your document to ensure text is not tampered with.  
Indiana State University, Department of Applied Medicine & Rehabilitiation 

567 North 5th Street * Terre Haute, Indiana 47809
(812) 237-8232 phone * (812) 237-3615 fax
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Department of Applied Medicine & Rehabilitation

RESOLUTION FORM

[For ISU Faculty/Staff Use Only]
Please note any action taken, along with the date of this action, by the Department of Applied Medicine and Rehabilitation. 

     
Name:     








Date:      
