
DEMENTIA	  CARE	  NZ	  

	  
	  

CONCERNS/COMPLAINTS	  FORM	  
1.  Complainant details:  
Title (Mr, Mrs, etc) Family name (surname)    Preferred Name 
 
 
Street address       Suburb     
 
 
City        Postcode 
 
 
Home telephone number  Business telephone number  Mobile telephone number 
 
 
Email address (if applicable) 
 
 

2. Enduring Power of Attorney details:  
(Complaints related to Resident’s Welfare and Property will be addressed with the EPOA) 
 

Title (Mr, Mrs, etc) Family name (surname)    Preferred Name 
 
 
Street address       Suburb     
 
 
City        Postcode 
 
 
Home telephone number  Business telephone number  Mobile telephone number 
 
 
Email address (if applicable) 
 

 
3. Resident details 
NHI  Family name (surname)    Preferred Name 
 
 
Facility        Home    Room number 
 
 

4.  Details of the complaint 
Date  Filling in this form will not adversely affect the quality of care you or your family 
Time member/friend will receive.   If you require assistance to complete this form, an 

advocate can be arranged by talking with the Manager or Registered Nurse. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Signature     Form completed on 
 

	  	  	  	  	  /	  	  	  	  	  /	  

Details of what happened  

	  ______________________________________________________________________	   	  
	  ______________________________________________________________________	   	  
	  ______________________________________________________________________	   	  
	  ______________________________________________________________________	   	  
	  ______________________________________________________________________	   	  
	  ______________________________________________________________________	   	  
	  ______________________________________________________________________	   	  
	  ______________________________________________________________________	   	  
	  ______________________________________________________________________	   	  
	  ______________________________________________________________________	   	  

	  	  	  	  	  /	  	  	  	  	  /	  

:	  



DEMENTIA	  CARE	  NZ	  

	  
	  

Facility use only 
Complaint received by      Title/role  Date received in person 

            In writing  
   
Risk Level (High, Med, Low)  Complaints-ID Number:  QI Log Numbers:   Initial Letter sent 
 
 
Agreed Issues to Resolve: 
 
 
 
 
 
 
 
 
 
Investigation Plan: 
 
 
 
 

 
 
 
 
 

Time Line:    
 
 
 
 
 
 
 
 
 
 
 

Findings/Outcomes: 
    

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Lead Investigator    Title/role  Date completed Final Letter Sent Follow-up Call  
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