
 
Food Poisoning Complaint Form     

 

 

 

 

COMPLAINANT DETAILS 

Name: 

Address:   

Postal address: 

Email: 

Phone number: Mobile number: 

Preferred method of contact: 

BUSINESS DETAILS 

Name of business: 

Business address: 

INCIDENT DETAILS 

Food consumed 3 days prior to symptoms: 

 

 

Food consumed 2 days prior to symptoms: 

 

 

Food consumed 1 day prior to symptoms: 

 

 

Food consumed day symptoms started: 

 

 

Food(s) suspected: 

 

 

Dates of purchase: 

Where was food consumed i.e. home, restaurant:  



  
Food Event Notification Form   
Food Act 2008 

 

 

 

 

 INCIDENT DETAILS (CONTINUED) 

Where was food purchased: 

Please provide details of how the food was stored or handled prior to consumption: 

 

Symptoms: 

 

Date/time of onset of symptoms:  

Did anyone else consume the food? ☐  Yes      ☐  No  

Did they experience the same symptoms? ☐  Yes      ☐  No  

Doctor/Hospital Visit ☐  Yes      ☐  No  

Faecal Sample Submitted (if yes, please provide details of results 
below): ☐  Yes      ☐  No  

 

Food sample/receipt retained: ☐  Yes      ☐  No  

Further comments:  

 

DECLARATION 

I being the person making this application declare that the information contained in this application 
is true and correct in every particular. 

Signature of applicant:  Date:  
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