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Cases and Complaints 

	Date
Opened
	Complainant
	Resident / Complainant
(name or description)
	Consent
	Complaints
	Verified
	Disposition
	Date
Closed
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	No
	(1-132)
	Notes optional
	Yes
	No
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	Complainant
	Disposition

	1
	Resident
	4
	Ombudsman
	7
	Social/health agency
	a
	Govt./legislative
	d1
	Referred: disposition not obtained
	e
	No action needed

	2
	Relative/friend
	5
	Facility staff
	8 
	Unknown/anonymous
	b
	Not resolved
	d2
	Referred: failed to act on complaint
	f
	Partially resolved

	3
	Guardian/legal rep
	6
	Medical staff
	9
	Banker, clergy, law
	c
	Withdrawn
	d3
	Referred: complaint not substantiated
	g
	Resolved



