GREEN BAY POLICE DEPARTMENT
CITIZEN MUFFLER COMPLAINT FORM

Please fill out report in its entirety and clearly print all information. This form MUST be forwarded to the
Police Department within 24 hours of the violation. It may be submitted in person, or electronically via fax or
email. If faxing, submit to (920) 448-3248

Incident Date: Day: Time: AM/PM

Location:

(Include block number or intersection-Must be in the City of Green Bay)

OFFENDING VEHICLE OFFENDING DRIVER
Make/Model: ____Male Female
Color: Other info:

License Plate:

Lic. Plate State:

__Car __Van _ Truck ___ SUV _ Other

What was the noise? Please describe.

Describe traffic conditions (heavy, slow, sparse, wet, snowy, etc.)

Please describe your observations regarding this incident including, but not limited to, distance from witness to
vehicle, the names of streets, direction of travel, etc. (Please limit your description to 100 words or less.)

I CERTIFY THAT THE ABOVE INFORMATION, WHICH WAS VOLUNTARILY GIVEN, IS TRUE AND
CORRECT TO THE BEST OF MY KNOWLEDGE, RECOLLECTION, AND BELIEF. I AM WILLING TO
APPEAR AS A WITNESS AND TESTIFY AT TRIAL REGARDING MY OBSERVATIONS.



Signature:

Name:

Address:

Phone/Cell: DOB:

Email (optional):

Name of other witness(es):

If you are unable to submit this form electronically via the internet, please submit this form directly to the Green
Bay Police Department at 307 S. Adams St., Green Bay, WI 54301 or by fax at (920)-448-3248.

FOR GREEN BAY POLICE USE

No citation issued (explain reason):

Warning letter sent: Y (attach copy) N
Citation issued: Y N
Form of service: (list date and time and reason for each)

Left with owner: Date: Time:

Owner’s statements regarding who was operating at time of violation:

Left with family member over age 14 (name):

Attempt Attempt Attempt

Certified Mail
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