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This form may be used to file complaints about acts or practices relative to Mobile Integrated Health Care (MIH) or Community EMS Programs. 

NOTE: If you are filing this report on behalf of an MIH or Community EMS program, please identify said Organization: 










If you are an MIH Program or Community EMS Program, and this issue meets the definition of “serious incident” as defined in 105 CMR 173.100, please complete the MIH Serious Incident Report Form available on the MIH website at www.mass.gov/dph/mih.



*REPORTER/COMPLAINANT CONTACT INFORMATION
Name of Complainant: 

Address: 

Mailing Address: 

Telephone:                                                               Email:  
 
Name of Person Filing this Report (if different from above): 

Date Complaint Filed: 
_
* Anonymous reports will also be accepted if an individual prefers not to be identified


COMPLAINT INCIDENT DATE/LOCATION
Date of Incident:  



Location of Incident:  






DESCRIPTION OF COMPLAINT
Please describe your complaint in detail and include relevant dates, times, witnesses, equipment, and events surrounding your complaint and if you notified anyone (such as law enforcement, municipal or state agencies) of your complaint. Be sure your description answers “who, what, where, when, why, and how.” Please note additional information may be requested if necessary.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
SUBJECT(s) OF COMPLAINT
Complete those areas that apply to the best of your ability.  
MIH OR COMMUNITY EMS PROGRAM STAFF

 NAME                                                              

*CERTIFICATION NUMBER
___________________________________________
______________________________

___________________________________________
______________________________

___________________________________________
______________________________

___________________________________________
______________________________

___________________________________________
______________________________

___________________________________________
______________________________

* If applicable
DO NOT EMAIL THIS FORM. 

Please complete this form and fax it to (617) 753-8170
Form can also be mailed to:
Massachusetts Department of Public Health
Mobile Integrated Health Care Program

Attn: Compliance Unit

67 Forest Street
Marlborough, MA 01752
MOBILE INTEGRATED HEALTH CARE (MIH) and COMMUNITY EMS PROGRAMS COMPLAINT FORM





NOTE: DO NOT EMAIL THIS FORM 





SUBMIT FORM BY FAX TO (617) 753-8170 





OR 





BY MAIL TO:





 MASSACHUSETTS MOBILE INTEGRATED HEALTH CARE PROGRAM


ATTN: COMPLIANCE UNIT


67 FOREST STREET


MARLBOROUGH, MA 01752
















