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	Connecticut Department of Labor

Wage and Workplace Standards Division
200 Folly Brook Boulevard
 Wethersfield, CT 06109

Tel.: 860-263-6790                                                   www.ct.gov/dol

	OFFICIAL USE ONLY:

Unit:                        Agent Initials:        
Industry Code:

Territory:                 

	WORKPLACE STANDARDS COMPLAINT FORM



	INSTRUCTIONS:  Complete both sides of this form, and sign.  Type or print legibly.  Complete all items to the best of your knowledge.  Failure to do so may result in delays.  Enclose any copies of documentation that may be relevant to your claim.  Please notify us immediately by mail if you have a change of address or phone number.


	

	EMPLOYEE INFORMATION



	1.  Your Name (Employee)
     

	4.  Date
     
	5.  Social Security Number
     
	5a.   Sex
 FORMCHECKBOX 
 Male        FORMCHECKBOX 
 Female

	2.   Your Address (Number and Street)
     
	(City or Town)

     

	(State)
  
	(Zip code)
     

	3.  Your Telephone Number
     

	6.  Type of Work Done / Occupation / Title
     

	EMPLOYMENT INFORMATION



	7.  Business Name (Employer)

	     


	Business Address (Number and Street)
     
	(City or Town)
     
	(State)                              (Zip Code)

                                           


	8.  Employer’s Telephone Number
     

	9.  Type of Business       

	10  Other Business Name(s) that might be used by the employer       


	11.  Name of Person in charge
     
	12.  Title (e.g.: Owner, Manager, Foreman)
     


	13.  Work Done at (Number and Street)
     
	(City or Town)
     
	(State)
  


	14.  Number of Hours Per Week
     
	Date Hired
     
	 FORMCHECKBOX 
  Quit                FORMCHECKBOX 
  Discharged
 FORMCHECKBOX 
  Still Employed
	Date of Separation
     


	15.  Reason For Separation From Employment       


	COMPLAINT ISSUE


	16.  Please check the reason(s) you are filing this complaint:
 FORMCHECKBOX 
   Child Labor
 FORMCHECKBOX 
   Electronic Monitoring
 FORMCHECKBOX 
   Smoking in the Workplace
 FORMCHECKBOX 
   Personnel Files

 FORMCHECKBOX 
   Breastfeeding in the workplace

	 FORMCHECKBOX 
   Use of Credit Report
 FORMCHECKBOX 
   Drug Testing
 FORMCHECKBOX 
   Meal Periods
 FORMCHECKBOX 
   Smoking Outside the Workplace
 FORMCHECKBOX 
   Paid Sick Leave (C.G.S. 31-57s)


	Use the space below to provide and explain any information regarding your complaint.  Use additional pages if necessary.

	     


	►►IMPORTANT◄◄

PLEASE NOTE THE FOLLOWING:


	1. This form will be returned to you if incomplete or illegible.
2. The Wage and Workplace Standards Division can only investigate alleged violations of Connecticut’s labor laws.  Most of the laws enforced by this office are listed on our website.  Unless a state statute has been violated, this office has No Jurisdiction.  

3. Do Not use this form for alleged violations of the Family and Medical Leave Act (FMLA), Form FMLV-1 must be used for this purpose.

4. The following agencies may be able to assist you for other employment-related problems:


	· Discrimination/Sexual Harassment………….CT Commission on Human Rights & Opportunities

· Pensions/COBRA benefits……………………U.S. Department of Labor, Employee Benefits 
                                                                             Security Administration (617) 565-9600                                                                               
In signing this form, I hereby attest to the following:

That the above statements are true to the best of my knowledge and belief.  
                                                                                                

	17.  I understand that this complaint form is subject to the Freedom of Information laws.

____________________________________________________                 _ _____________________________
Signature                                                                                                                           Date

__ _______________________________________________                     _ ______________________________

Signature of Parent or Guardian                                                                                       Date

(Required if claimant under 18 years old)
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