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City of Saint Paul Workplace Complaint
Incident Form
 







	CITY OF SAINT PAUL


	AN AFFIRMATIVE ACTION & 
EQUAL OPPORTUNITY EMPLOYER
	STPAUL.GOV



Today’s Date________________________	Date of Incident_______________________

Name of Complainant ______________________________________________________

Department and Telephone Number__________________________________________

Name of Respondent ___________________________

Department and Telephone Number__________________________________________

Statement of Complaint 















Complaint Received by_____________________________   Date ______________________

Title & Department________________________________

Department/Office Director ________________________    Date ______________________

Director of Human Resources _______________________   Date_______________________
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