suollsabbng
10 s}sanbay

‘SUIaldu0)
‘Ssjuswidwo)

Aliwe4 pue
luaplsay

Y34V NOLNOWA3
a1o0)|o}dp)) x

19uU'aled|eilded mmm

a1uad ay} Je yo doip uayy
‘91 ubis pue uud ‘wioy syl arv|dwod

"UON23S Saljlled 10} UoeWIOoU|
1IN0 U0 YIS gam JNO WO} )
PEOJUMOP UBD NOA “QUaWnIop PIOAA
B se wloj ay) ul [ji 01 Jajaid noA jj

YIUV NOLNOWA3

a10D)|rydoD x

"921JJO SANRASIUILPY 8Y1 8pISIN0
X0( pax20] ay ui 31 doip pue
193ys SIY} UO WJo} 8yl 1o |14

‘Aem arelidoidde pue ‘snosunod

‘Ajawin e ul Way) ssaippe ||Im pue
SJUSWILIOD INOA SWIOJ|aM S

SN |91

¢,92IAI8S Ino anoidwi sn djay ued
Tey) uonsabbns e aney nok oQ

'sn |8l

¢9pinoid am aued

3] pue a)uad Ino Jo 10adse Aue
1noge uIaduo9 e aney noA og
‘sn ||l

¢NoA

passaidwi Jeis aredende)d
1IN0 UO BUOBWOS SeH

sn |91 asea|d


http://www.capitalcare.net/

‘ CapitalCare

EDMONTOMN AREA

Resident and Family Compliments, Concerns, Requests or Suggestions

Date Time

Name of person completing this form

[ ] Resident* [ ] Family member [ ] Friend/other
Regarding Resident Room number
Thisisa [] Compliment [ ] Concern [ ] Suggestion [] 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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