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CLIENT COMPLAINT FORM

Date: _______________________ 

Client Name:_________________________________________________ 

Caregiver Name: ______________________________________________ 

Reason(s) for this complaint: (Please provide as much information as 
possible. Feel free to attach additional information to this form regarding the 

situation). 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

Have you confronted the caregiver regarding the situation? 

Y     N 

Client Signature: ________________________   Date:_________________ 

 

Office Use Only 

Received By: ___________________________  Date: __________________________ 

Follow-Up with Patient: Y     N 

Follow-Up with Caregiver: Y     N 

Notes Regarding Situation: _________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 


	Client Name_1: 
	Caregiver_Name1: 
	Date_1: 
	Reason for Complaint_1: 
	Reason for Complaint_2: 
	Reason for Complaint_3: 
	Reason for Complaint_4: 
	Reason for Complaint_5: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Date_3: 
	Reason for Complaint_6: 
	Date_4: 
	Situation_1: 
	Situation_2: 
	Situation_3: 


