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	Long-term Care Ombudsman Complaint for Regulatory Services Investigation

	Complainant Ombudsman
	LTC Ombudsman Program

	     
	     

	Address
	Email

	     
	     

	Preferred Area Code  and Telephone No.
	Alternate Area Code and Telephone No.

	     
	     

	

	Facility or Provider
	ID No./License Type

	     
	     

	Address

	     

	Complaint/Problem Description

	Date(s)
	     
	Time(s)
	     
	 FORMCHECKBOX 
 a.m.    FORMCHECKBOX 
 p.m.

	
	
	

	

	 FORMCHECKBOX 
 Nursing Facility §19.           FORMCHECKBOX 
 Assisted Living Facility §92.     

	Basis of Knowledge

	 FORMCHECKBOX 
 Observation        FORMCHECKBOX 
 Interview        FORMCHECKBOX 
 Record review

	How often or how long?
	How isolated or widespread?

	     
	     

	Negative outcomes or injuries affecting physical or mental well-being of resident(s):

	     

	Complainant has contacted others about this issue (facility, physician, police)

	     

	Complainant’s desired resolution

	     

	Resident (Ombudsman consent requirements apply)

	Name
	Room No. or Location

	     
	     

	Information about the resident – Physical and mental condition; care needs (hospice, bedfast, ambulatory); other

	     

	Payment source, Medicaid No. (if a financial complaint)

	     

	If applicable, person suspected to be the source of the problem

	Name (Title)
	License type and no.

	     
	     

	Other information (Ombudsman consent requirements apply)
This may include people who might have information, such as family members or witnesses.

	     

	Ombudsman Program Documentation

	Supporting documentation is available   FORMCHECKBOX 
 Yes

The State Long-term Care Ombudsman’s written approval is required to release written ombudsman records.


