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Resident and Family Compliments, Concerns, Requests or Suggestions

	Date
	     
	Time
	     

	Name of person completing this form
	     

	 FORMCHECKBOX 
  Resident(       
 FORMCHECKBOX 
  Family member
        FORMCHECKBOX 
   Friend/other

	Regarding Resident
	     
	Room number
	     

	This is a      FORMCHECKBOX 
  Compliment           FORMCHECKBOX 
  Concern           FORMCHECKBOX 
  Suggestion
 FORMCHECKBOX 
  Request

	Describe your compliment, concern, request or suggestion

	

	Please give the details that apply:
	

	Where did this occur? (example: resident room, auditorium)
	     

	When did this occur?
	 Date
	     
	 Time
	     

	Who were the staff involved?
	     


	If this is a concern, please provide as much detail as possible: 

	     

	If this is a concern, what would you like to see done to resolve it?

	     

	Anonymous concerns or concerns lodged with a request for confidentiality will be received, but cannot be investigated. These concerns will be acted upon to the best of CapitalCare’s ability under the constraints of the request. 

	Phone
	Day 
	     
	Evening
	     

	Email
	     
	

	Name
	     
	Signature
	

	THANK YOU FOR YOUR FEEDBACK
	

	Please drop this form in the locked box outside the Administrative Office at the centre. 


( Resident refers to Resident, Elder, Patient, Participant or Client
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