State of California—Health and Human Services Agency
Department of Health Services


Licensing and Certification Program


COMPLAINT/INCIDENT INTAKE REPORT

	ACTS intake number

     
	Survey start date

     
	Investigation ID (Event ID)

     

	Facility Information

	Facility name

     
	Facility type

     

	Assignment

	Intake type

 FORMCHECKBOX 
 Complaint
 FORMCHECKBOX 
 Entity-reported incident (unusual occurrence)
	Received by

 FORMCHECKBOX 
 Email
 FORMCHECKBOX 
 In person
 FORMCHECKBOX 
 Telephone
 FORMCHECKBOX 
 Written

 FORMCHECKBOX 
 Media
 FORMCHECKBOX 
 Fax
 FORMCHECKBOX 
 Survey
 FORMCHECKBOX 
 Other

	Complainant

	Name (Mr., Mrs., Ms.)

     
	Home telephone

(       )      
	Work telephone

(       )      
	Other 

     

	Address (number, street, apartment or suite number/letter)

     
	City

     
	State

     
	ZIP code

     
	Complainant to accompany

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Residents/Clients/Patients

	Resident/Clients (1)

     
	Date of alleged event

     
	Time of alleged event

     

	Resident/Clients (2)

     
	Room/unit

     

	Source

	 FORMCHECKBOX 
 Resident/patient/clients

 FORMCHECKBOX 
 Entity self reported

 FORMCHECKBOX 
 Current staff

 FORMCHECKBOX 
 Former staff

 FORMCHECKBOX 
 Anonymous
	 FORMCHECKBOX 
 Family

 FORMCHECKBOX 
 Friend

 FORMCHECKBOX 
 Ombudsman

 FORMCHECKBOX 
 State survey agency

 FORMCHECKBOX 
 Other state agency
	 FORMCHECKBOX 
 CMS

 FORMCHECKBOX 
 Medicare intermediary/carrier

 FORMCHECKBOX 
 Other health provider

 FORMCHECKBOX 
 Quality improvement organization

 FORMCHECKBOX 
 Physician
	 FORMCHECKBOX 
 Coroner

 FORMCHECKBOX 
 Congressional Inquiry

 FORMCHECKBOX 
 Media

 FORMCHECKBOX 
 Other

	Response Information (HFES Responsibility)
	Complaint/Incident Received (HFES Responsibility)

	 FORMCHECKBOX 
 IJ

 FORMCHECKBOX 
 Non IJ—High

 FORMCHECKBOX 
 Non IJ—Medium

 FORMCHECKBOX 
 Non IJ—Low

 FORMCHECKBOX 
 Non IJ—Administrative review/offsite investigation

 FORMCHECKBOX 
 Immediate referral

 FORMCHECKBOX 
 Other referral

 FORMCHECKBOX 
 No action necessary
	Received start date

     

	
	Time

     

	
	Received end date

     

	
	Time

     

	Investigate within       working days
	Investigation due date

     

	Supervisor signature
	Assigned to (evaluator name)

     
	Date assigned

     

	Referrals

	

	 FORMCHECKBOX 
 LVN Board

 FORMCHECKBOX 
 RN Board

 FORMCHECKBOX 
 Nursing Home Administration

 FORMCHECKBOX 
 OSHPD

 FORMCHECKBOX 
 Board of Pharmacy
	 FORMCHECKBOX 
 Consumer Affairs

 FORMCHECKBOX 
 Department of Aging

 FORMCHECKBOX 
 Community Care Licensing

 FORMCHECKBOX 
 LSC Unit

 FORMCHECKBOX 
 DHS Radiologic Health
	 FORMCHECKBOX 
 Audits and Investigations

 FORMCHECKBOX 
 Laboratory Field Services

 FORMCHECKBOX 
 CNA Board

 FORMCHECKBOX 
 Other district office 

 FORMCHECKBOX 
 Department of Justice,

        Medi-Cal Fraud


	 FORMCHECKBOX 
 IRS

 FORMCHECKBOX 
 Drug Enforcement Agency

 FORMCHECKBOX 
 Department of Corporations



	 FORMCHECKBOX 
 Other agency:
	     

	
	

	Complaint/Incident notes

	     

	     

	     

	     

	Citation number

     
	Citation issued date

     
	ACLAIMS visit number

     
	ACLAIMS document number

     


	ACTS intake number

     
	

	Nature of Complaint/Incident
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