)
Long Term Care Referral Agent ) Oregon Department
Complaint Form of Human Services

Purpose of form: To submit concerns about the Long-Term Care Referral Services
process. Long Term Care Referral Services Oregon Administrative Rules (OARSs)

are online here: http://www.dhs.state.or.us/policy/spd/rules/411_058.pdf

Complaint I nformation:

Today'’s date: Time: a.m. p.m.

Long Term Care Referral (LTCR) agent business name and the name of individual
LTCR agent:

Address: City: ZIP code:

Phone number: Email & website:

Description of complaint - Please be as specific as possible and attach any
documentation/information related to the complaint (e.g., affected parties, facility(ies), alleged
OARviolations, etc.):

Date you (complainant) became aware of the circumstances: date unknown
Details:
Is the situation ongoing? Yes - If yes, describe below No

Did anyone witness the complaint circumstances? Yes - If yes, describe below No

Witness Name: Phone:
Email address:
Witness relationship to complaint circumstances:
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https://secure.sos.state.or.us/oard/displayDivisionRules.action?selectedDivision=4646

Additional comments:

Printed name and title of person completing this report:

Signature: Title: Date:

Please note: Include relevant documentation with this complaint form. Save a copy of the
complaint form before submitting. Click on the submit button below to send the completed
form to: ltcr.info@odhsoha.oregon.gov

SUBMIT
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