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	MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES

SECTION FOR SENIOR SERVICES

PROVIDER COMPLAINT COMMUNICATION
	

	
	
	1.  DATE COMPLETED
	2.  REGION

	
	
	     
	     

	3.  DHSS STAFF OR DESIGNEE
	4.  TELEPHONE NUMBER
	5.  E-MAIL

	     
	      /     -     
	     

	6.  PROVIDER NAME
	7.  PROVIDER NUMBER(S)

	     
	     

	8.  SERVICE TYPE(S)

	 FORMCHECKBOX 
 State Plan- Personal Care  FORMCHECKBOX 
 Aged and Disabled Waiver  FORMCHECKBOX 
 CDS  FORMCHECKBOX 
 Independent Living Waiver  FORMCHECKBOX 
 PACE  FORMCHECKBOX 
 ADHC 

	9.  DATE(S) OF ALLEGED INCIDENT(S)

	     

	10.  PARTICIPANT NAME
	11.  DCN

	     
	     

	12.  PROVIDER EMPLOYEE, IF KNOWN

	     

	13.  INDICATOR(S)

	     

	14.  DESCRIPTION OF PROBLEM

	     

	15.  DHSS (OR DESIGNEE) SUPERVISOR NAME
	16.  DATE

	     
	     

	17.  TELEPHONE NUMBER
	18.  E-MAIL

	      /     -     
	     

	MO 580-2542 (04-11)
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