
UNITED STATES ATTORNEY
SOUTHERN DISTRICT OF FLORIDA
99 NE 4TH STREET
MIAMI, FLORIDA 33132-2111

CITIZEN COMPLAINT

Please Note:  The United States Attorney is responsible for the prosecution of violations of
federal laws and for representing officers and agencies of the federal government in civil actions. 
Accordingly, our office can only undertake those cases falling within our authority.

If you will provide us with the facts of your complaint, inquiry will be made to determine
whether facts merit action by this office.

If you have any questions, please indicate them on this form.  You may take this form with
you, and, when you have completed it, mail it to the above-address.  Make a copy for your
record.  The U.S. Attorney’s office does not provide service copies.

-------------------------------------------(Do not write above this line)---------------------------------
Date of this form: _____________ Have you advised your attorney of this

complaint?
Name: __________________
Residence: __________________ If you were referred to this office by an agency

or public official, name them:
_____________________________ ________________________________
_____________________________ ________________________________

________________________________

Telephone: (Res.) ______________
(Other) _______________________

Have you ever presented a complaint If you have an attorney representing you
or information to this office? in this matter, give his/her name and
______________________________ address. ________________________
______________________________ ________________________________
If so, when? ____________________ ________________________________

List all public agencies you have contacted Is there a court action pending which 
regarding this complaint: pertains to this matter? _____________
_____________________________ ________________________________
_____________________________
_____________________________ Case Number & Court: _____________

________________________________
Have you advised your attorney of this 
complaint to this office? ___________
If so, when? ____________________



State the details of your complaint or information.  Use the reverse side if
necessary.  If you have any relevant documents, please attach xerox copies only —
DO NOT ATTACH ORIGINAL DOCUMENTS.  Do you represent the facts below as
true?  (Yes ___)

________________________________
Signature
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