j_/:' City of Mason

aver MASON oo Mason Police Department
prore Thst gou dmegive. CITIZEN FEEDBACK FORM

Thank you for taking the time to provide your feedback. We are proud to serve the City of Mason and
appreciate your comments. We kindly ask that you provide your contact information in case any follow up is
needed. However, you may also choose to provide feedback anonymously. We take all comments seriously
and will investigate based upon the nature of your feedback. We apologize if we have failed to perform at
the high standards we strive to meet.

Citizen Name:

Address: City: State: Zip:
Contact Number: Email:
Date of Incident: Day of week: Time: DAM DDM

Officer(s) Involved:

Please provide a brief description of the incident along with the nature of the interaction:

Signature: Date:

FOR ADMINISTRATIVE USE ONLY BELOW THIS LINE

Received By: Date:

Notified citizen of receipt |:||n person Dphone I:lEmail I:lLetter Date:

Investigation Pending? |:| No I:'Yes
AI-005 (January 2026)
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