
 

 

 

 

                                                             

 

COMPLAINTS INCIDENTS, ACCIDENTS 

 

Date: 
 

Name of Person Submitting Information: 

Contact Phone Number: 

          
              Elevator                     Amusement Ride                      Complaint                     Accident 
                  

Address of Elevator/Amusement Ride: 
 

Street                                                                           _______________________________________________________________________ 
 
City ______________________________ State ________________ Zip__________________ 

 

Information Reported:  
_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

 

Action Taken: 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

Recorded By:   
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