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IT SERVICES COMPLAINT FORM 
To be filled in by the Complainant: 

 

Name:                               ___________________________________________________ 

Designation:                     ___________________________________________________ 

Department:                     ___________________________________________________ 

Room No:                         _______________ Contact No:_________________________ 

Nature of complaint:      ____________________________________________________ 

                                          ____________________________________________________ 

                                          ____________________________________________________ 

Date: _______________________                             Signature:_____________________ 

 

To be filled in by the Directorate of IT: 
 

Complaint No: ___________________                             Date: ____________________ 

Domain:                    NETWORK/ SYSTEM 

Job Assigned to: __________________________________________________________ 

Result/ Report:   __________________________________________________________ 

Date: _______________________                             Signature:_____________________ 

 

Feedback from Complainant: 

 

Comments: ______________________________________________________________ 

_________________________________________________________________________                              

Date: _______________________                             Signature:_____________________ 

 


