
 

                                                                                          STATE OF NEW YORK DEPARTMENT OF LAW 
                                                                              OFFICE OF ATTORNEY GENERAL ERIC T. SCHNEIDERMAN 
 

EMPLOYEE/COMPLAINANT 
YOUR NAME                                                                                                                                                                                                              HOME PHONE NUMBER

STREET ADDRESS                                                                                                                                                                                               DAYTIME PHONE NUMBER

CITY/TOWN                                                                     STATE                        ZIP CODE                                                  EMAIL ADDRESS 

YOUR EMPLOYER(S) 
NAME OF YOUR EMPLOYER NAME OF OTHER EMPLOYER, OR EMPLOYMENT AGENCY, IF ANY 

STREET ADDRESS STREET ADDRESS 

CITY/TOWN STATE                                     ZIP CODE CITY/TOWN STATE ZIP CODE 

TELEPHONE NUMBER TELEPHONE NUMBER 

How MANY PEOPLE WORK FOR THIS EMPLOYER? HOW MANY PEOPLE WORK FOR THIS EMPLOYER? 

LESS THAN 10                 10 TO 20                     MORE THAN 20 LESS THAN 10 10 TO 20 MORE THAN 20 

                                          YOUR JOB 
JOB TITLE/ DESCRIPTION                                                                                                                      DATES OF EMPLOYMENT 

WHAT HOURS DO YOU WORK?                    DO YOU GET A MEAL BREAK?                                 WHAT DAYS DO YOU WORK? 

HOW MUCH DO YOU GET PAID?                       $ ___________ PER H O U R ,  D A Y ,  W E E K ,  ___________                HOW OFTEN ARE YOU PAID?

HOW MUCH DO YOU GET FOR OVERTIME?      $ ___________ PER HOUR D A I L Y ,  WEEKLY,  B I - W E E K L Y  

DO YOU RECEIVE TIPS?                                         DO YOU RECEIVE HEALTH OR OTHER BENEFITS?                             ARE YOU PAID IN CASH OR CHECK?

YOUR COMPLAINT 
TYPE OF COMPLAINT. I WAS NOT PAID WAGES, FIRED, INJURED, HARASSED (PROVIDE DETAILS ON THE BACK OF PAGE) 

DID YOU COMPLAIN TO: DATE(S) OF COMPLAINT(S): PERSON(S) CONTACTED: DATE(S) OF 
 

YOUR EMPLOYER 
 YOUR UNION 
  NYS DEPARTMENT OF LABOR 
 ANOTHER AGENCY 
  SMALL CLAIMS COURT 
  PRIVATE ATTORNEY 
___________________________ 

How DID You COMPLAIN? 
 IN PERSON 
BY PHONE 
BY LETTER 
BY FORM 
_________________________ 

NATURE OF RESPONSE(S) 

RESPONSE(S):

PLEASE DESCRIBE YOUR COMPLAINT ON THE ADDITIONAL PAGE 

COMPLAINT FORM
                                                                 LABOR BUREAU

 
120 Broadway, 26TH Floor. New York, NY 10271-0332 • Tel. (212) 416-8700 • Fax (212) 416-8694 

LB001- 3/12 



PLEASE PROVIDE A BRIEF DESCRIPTION OF YOUR COMPLAINT 
 

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________ 

READ THE FOLLOWING BEFORE SIGNING BELOW: 
 
PLEASE ATTACH TO THIS FORM PHOTOCOPIES of any papers involved, e.g. W-2, 1099, paystubs, checks.  
DO NOT SEND ORIGINALS. 
 
 In filing this complaint, I understand that the Attorney General is not my private attorney, but represents the public in 
enforcing laws designed to protect employees from illegal employment practices.  I also understand that if I have any 
questions regarding my rights and responsibilities I should contact a private attorney.  The above complaint is true and 
accurate to the best of my knowledge. 
 
Signature:_____________________________________________      Date:_____________________________  
 

Return to: New York State Office of the Attorney General, Labor Bureau  
 120 Broadway, 26th Floor 

New York, NY 10271 
Fax (212) 416-8694 

 
Your complaint will be examined by an attorney who will contact you by telephone or mail. If, after your complaint 
is examined, a personal interview is deemed necessary, you will be notified how to schedule an appointment. 
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