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Bureau of Health Care Quality and Compliance (HCQC)

(Formerly:  The Bureau of Licensing and Certification)

COMPLAINT FORM

GENERAL INFORMATION

Complainant




                            Patient/Resident/Client
Name
________________________________________


Name
________________________________________
Address
________________________________________


Address
________________________________________
Apt
________________________________________


Apt
________________________________________
City
________________________________________


City
________________________________________

State
___________________   Zip  _________________

State   
____________________   Zip   _______________

Email      _________________________________________                                         Dob
___________________
Relationship to patient     Self   __________   Family   __________   Friend  __________   Facility Staff   ___________
Your Phone Numbers

____________________



____________________


____________________
Home





Cell




Work

FACILITY INFORMATION

Group care   ___    /   Skilled Nursing   ___    /   Hospital  ___  /  Other   ___

FACILITY INFORMATION

Name of 1st Facility________________________________
Unit/Floor/Room #
   ____________________

Address
________________________________ 
Phone   _______________________________

City

________________________________

State
   ____________   Zip  ____________







Discharge Date ________________________
Name of 2nd Facility________________________________
Admitted On   ____/____/____

Address

   ________________________________
From   __________________________



  ________________________________
Discharged On   _____/_____/_______

City

  ________________________________ 
To    ____________________________

State   

_______________   Zip   _____________ 

Room/Hall   
 _____________ (If known) 


Dob  ____________________________
Phone

____________________________
_____ / _____ / _____

Is the Patient/Resident/Client still in the facility?

Yes   _____   No   _____


Do you want to remain Anonymous   Yes  ___  No   ___ 
(In order for this to remain  confidential, Information on the Incident, Patient Name and Dates of incidents MUST still be provided for the bureau to do a thorough investigation – If confidential, you will NOT be notified of the findings of the investigation.)

INCIDENT

Date
_____________    Time of Day   __________   Concerns Ongoing?   Yes   ____   No   ____

Please Describe What and How the Incident Happened   

OTHERS INVOLVED   (i.e.: staff, volunteers, family members, other patients or residents, visitors - If R.N., P.T., R.T., or C.N.A. please advise)
Name
________________________
Title   _________   Phone   __________________

Name
________________________
Title   _________   Phone   __________________

Name
________________________
Title   _________   Phone   __________________

WITNESSES   (Can be other staff, volunteers, family members, other patients/residents/visitors)
Name
________________________
Title   _______   Phone   ________________

Name
________________________
Title   _______   Phone   ________________

Name
________________________
Title   _______   Phone   ________________

Did you speak to Anyone about the problem?

Ombudsman ( Age 60+ only)   _____   Charge Nurse   _____   Director of Nursing (DON)   _____   

Social Worker   _____    Manager   _____   CEO    _____   Administrator   _____ 

Medical Director    _____   Other Staff   _____   Law Enforcement   _____

City   _______________________   Case/Report #   __________________________
Have you taken any actions?
Yes
_____
No
_____
  What Was Done   


Has ANYONE at the facility tried to address the situation?
Yes   _____   No   _____ 

How?  

Has this happened before to the same individual, or to others?   Yes   _____   No   _____

Details (If you know them)   
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Other Pertinent Information 

[image: image4]
I wish to Submit this complaint for review and request that I be notified at the conclusion of the investigation regarding the disposition of this complaint.

Signed:
______________________________________

email   ______________________________ Date: ______________________
This form cannot be emailed, please save and print.  
mail to:




or



fax to:
The Bureau of Health Care Quality & Compliance

 
                Fax # : 702-486-6520
4220 So. Maryland Parkway, Suite D-810

Las Vegas, NV  89119

The Bureau of Health Care Quality & Compliance


           Fax # : 775-684-1073
727 Fairview Drive, Suite E
Carson City, NV  89701
     SAVE


          PRINT




Posted 1/19/2011

































