
 

 

 
 
 
 

 

  



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.
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