[Agency Name]


Complaints Investigation Form








Date:	___ / ___ / ___					Time:		____________	am / pm





Name of Person Completing Form:___________________________	Signature:  ________________________





Name of Complainant:	_____________________________________________________





Address:	_________________________________________________________________





_____________________________________________________________________________	





Telephone 	(H)	________________________		(W)	___________________________


����


Staff			Client				Relative			Other	





Complaint Received by:	Name:	





	Position:	


���


Method of Complaint:	In Person		In Writing		Telephone


				


Other (please specify):	





Complaint Made in Relation to:


����


Staff			Client				Relative			Other	





Name:	___





Where did the Complaint Arise?	





	





Name/s of other people involved?	








If Complaint involves a client please complete the following:





Client Health Care Record Number:		Date of Birth:  ___ / ___ / ___





Forwarded to Case Manager:	on:  ___ / ___ / ___


					(Name of Case Manager)


Details of the Complaint:	(If complaint in writing attach to Form)






























































Action / Outcomes:






























































Client Notified of Outcome in Writing on:	___ / ___ / ___





Signature:	___________________________	Designation:	_______________________





Date:	___ / ___ / ___








�PAGE  �2�


Version 2  06/01/04	                                [Agency Name]


Complaints Investigation Form - 2004











