Virginia Long-Term Care Ombudsman Program

COMPLAINT COUNSELING RECORDING FORM








PSA#:  _____________




 

How was the inquiry received (circle one):





     P        C       V         Fx         Em





Date:  ______________________





Individual Requesting Counseling:





Name:  ____________________________________________		Phone No:  (______)_________________





Address:  __________________________________________		Zip Code:  _______________














See Ombudsman Glossary for a complete list





Complaint counseling regarding:	





Facility/Agency/Caregiver Name and address:


______________________________________________________________________________


______________________________________________________________________________





							Reg.	     Reimb.


Type (circle one):	NF	SF	ALF	HHA	Agency	     Agency	Guardian        Family	Other 





Nature of Complaint & Counseling Narrative:


_________________________________________________________________________________________________


_________________________________________________________________________________________________


_________________________________________________________________________________________________


_________________________________________________________________________________________________  _________________________________________________________________________________________________


_________________________________________________________________________________________________


_________________________________________________________________________________________________


_________________________________________________________________________________________________


_________________________________________________________________________________________________


_________________________________________________________________________________________________


_________________________________________________________________________________________________


_________________________________________________________________________________________________





											Initials____________





Reserved for local agencies 





Complaint Category:  ______________
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