Outside Agency Complaint Notification Form

County




            
TO:  
NJ Department of Human Services


Office of Licensing-Special Operations/Addiction Services (SO/AS)

PO Box 707 Trenton, NJ    08625-0362


Fax -   609-777-1229
            E-Mail to:     barbara.burke-mcallister@dhs.state.nj.us
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
Agency/Complainant Information
Agency name: 













Site:  













Modality of treatment service: 











Address of site where incident/issue occurred:  









Date of incident:  












Name of Complainant:  











Yes   FORMCHECKBOX 
     No   FORMCHECKBOX 
   Complainant is a client
Yes   FORMCHECKBOX 
     No   FORMCHECKBOX 
   Complainant wishes to remain anonymous
Complainant contact telephone number:  








  

Yes   FORMCHECKBOX 
     No   FORMCHECKBOX 
   Was Complainant made aware that this complaint will be investigated by SO/AS?

Yes   FORMCHECKBOX 
     No   FORMCHECKBOX 
  Was the Complainant given the number 1-877-712-1868 or 609-292-0589 if he/she also wishes to lodge a complaint independently?
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

Narrative Section
On a separate piece of paper, provide as much factual detail as possible regarding the incident/nature of the complaint, including:  names of clients (if appropriate), names of witnesses, provider staff involved, time frames, dates, and details of any conversations.

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

Printed name of person submitting complaint

Title/Position

Signature of person submitting complaint


Professional affiliation (if appropriate)
Date




       


Telephone number AND Fax number
