
SUMMIT COUNTY PUBLIC HEALTH 
COMPLAINT FORM

Summit County Public Health (SCPH) is committed to high quality resolution of all complaints, whether made by 
employee, customer, client or patient. This form is to be utilized to initiate the complaint process and provide us the 
necessary information to respond to your concern. This form shall be used for any and all complaints, including but 
not limited to complaints of harassment, discrimination or unfair treatment. 

1. Name of person filing this complaint:

Last  First  Middle 

Address

City State Zip Code 

Home Telephone  Work Telephone 

Email Address

2. Name of person affected (if other than person filing).  If the person is a minor, the signature of the child’s 
parent or legal guardian is required.

Last                                                                        First                                                                   Middle
Address
City                                     State                            Zip Code
Home Telephone          Work Telephone
Email Address

3. If you believe you have been unfairly treated by a Summit County Public Health employee, or while at Summit 
County Public Health, please specify the nature of your complaint below:

 Discrimination based on race, color, national origin, sex, disability, age or religion (specify)

 Harassment (specify)

 Unprofessional conduct (specify)

 Unfair treatment (specify)

 Retaliation because you filed a complaint or asserted your rights (specify)

 Other (specify) 



4. Please describe each incident in detail.  For each incident, please include the date(s) the act occurred, the
name(s) of each person(s) involved and why you believe the act was inappropriate.  Also, please provide the
names of any person(s) who was present and witness the act(s).

5. Have you discussed this matter with anyone prior to filing this complaint? No

If you answered yes, please describe in detail.

6. Have you made a complaint or communicated your concerns regarding the information contained
herein to anyone outside of Summit County Public Health?     Yes                No
If you answered yes, please describe in detail.

7. If we cannot reach you at your home or work, we would like to have the name and telephone number
of another person (relative or friend) who knows where and when we can reach you.  This information
is not required, but it will be helpful to us.

Last name                                                   First name                                                               Middle name
Home telephone        Work telephone

8. What would you like the agency to do as a result of your complaint?  What remedy are you seeking?

9. We cannot accept your complaint if it has not been signed.  Please sign and date your complaint
below.

I certify that the information provided on this complaint form is true, accurate, and complete to the best of my 
knowledge. 

Date 

Date 

Signature  

Signature of person in item 2 if applicable 

You may select the Submit button below to send your form to SCPH.  You can also mail, drop off or email your 
completed and signed complaint form, and copies of any written material or other documents you believe will help 
SCPH understand your complaint.  Our goal is to respond to complaints in a timely manner.  In most cases, response 
will be provided to you within 10 working days.  The SCPH Clients Rights Document is available on our website at 
www.scphoh.org 

Summit County Public Health, Attn: Personnel Office, 1867 W. Market Street, Akron, Ohio 44313 
personnel@schd.org 

Yes
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