
 

 

 
 
 
 

 

  



HSD COMPLAINT FORM   REV. 6/2024 

_____________________________ 
Date (required) 

_____________________________________ 
Signature (required)  

Please submit this form by one of the following: 

Deliver in-person to:  
Rock County Human Services  
Daniel Hale Williams Resource Center 
Attn: Administrative Secretary, Chrissy Arambula 
1717 Center Avenue 
Janesville, WI 53546 

Mail to:  
Rock County Human Services 
Attn: Administrative Secretary, Chrissy Arambula 
P.O. Box 1649 
Janesville, WI 53547-1649 

Email to:  
Administrative Secretary, Chrissy Arambula at Christina.Arambula@co.rock.wi.us 

If you have any additional questions or require assistance completing this form, please call: 
(608) 757-5271.


	What special accommodations do you need for us to communicate wirth you about this complaint: 




	If no please supply the name and relationship of the person for who you are bringing the complaint: 
	Please exp lam your reason for sL1bmitting this complaint on behalf of the person listed above: 
	Date of Conoem or l11cidlent Month Day Year: 
	Explain as dearly as possiible tile natme of your complaint l11clude the name of the persons involved and names of witnesses If more space is needed please use additional pages and attach any other material or informatio11 you think is relevant: 
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