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Log#: 










Referred to: 


Date: 


COMPLAINT FORM
Use back of this form or attach a supplement to provide information if there is not enough room below.

1.  Name(s) of Client/Complainant(s):
Status*

Address & Telephone # (or Program Name)

a.  












b.  












c.  












2.  Name of Person(s) complained of (if any and if known):

a.  












b.  












c.  












3.  Other Client(s) thought to be harmed by the matter complained of (if any and if known):

a.  












b.  












4.  Person filling out form (if other than above):  















  Date:  




5.  When did matter complained of occur?  








6.  Where did matter complained of occur?  













(Name of Program or Hospital and Unit)

7.  What happened (be as specific as possible, use second page of form and additional sheet if necessary)?:

_____________________________________________________________________________________

*  For “Status”, please write “C” if a client, “E” if an employee, “H” if Human Rights Committee, “P” if person in charge, or “O” if other.
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7.  What happened (continued):  









8.  Supplemental Information:

9.  Requested Resolution (How would you like the problem to be resolved?):

10.  Action taken: (to be filled in by investigator):  







