
COMPLAINT FORM 

                                                                            

                                                                                                 The information you provide here is 

protected and will remain confidential  

  

 

A complaint may be filed by any user or his/her representative. However, a complaint against a physician, 

dentist, pharmacist or resident may be filed by any other person. Please check the status of the person filing 

this complaint: 
 

□  User                          □  Representative                        □ Other (please explain): ______________________ 
 

  

 

First Name and Surname: ________________________   Tel.: Res._____________   Room________________ 

Date of birth: _____________ Address: ________________________________________________________ 

City: ________________________________________ Postal code: _________________________________                                                       

Place where user may be reached within the establishment (Room No./Ext.):___________________________ 

  

 

Status of user’s representative: 

□  Holder of parental authority    □  Spouse                                

□  Tutor                                           □  Close relative                                                  

□  Private curator                               

□  Public curator                             

□  An authorized person mandated 

    by the incapable user of full-age 

    before his incapacity                     

□  Heir or legal representative of

     a deceased user 

□ Person with special interest in 

    the user of full-age under  

    legal incapacity     

                                                                                                                                      

First name and surname: _____________________   Tel.: Res._______________   Room_________________ 

Address:________________________________________________________________________________   

City: ________________________________________ Postal code: ________________________________      

If user is assisted in filing the complaint, the assisting person’s identification is required (e.g., CAAP, rights agency, etc.) 

Name: ______________________________________________    Tel.: Res._______________   Bur._________________ 

 

                                                

(Hospital, CLSC, CHSLD, etc.) 

Name of entity: ________________________________________________________________________ 

 

 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

Please see over 

USER’S IDENTIFICATION  

IDENTIFICATION OF USER’S REPRESENTATIVE, IF APPLICABLE 

WHAT IS THE REASON FOR YOUR COMPLAINT? (if space is insufficient, please attach another sheet) 

IDENTIFICATION OF ENTITY AFFECTED BY YOUR COMPLAINT 



________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

 

 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

Date __________________ Time ________________  Signature ___________________________________ 

 

Please send to:    Commissaire local aux plaintes et à la qualité des services 

                            Centre de santé et de services sociaux du Sud-Ouest–Verdun 

                            4000, boulevard LaSalle  

                            Montreal, Québec H4G 2A3 

                            Tel.: 514-765-7331 

 

      

  

                             

 

 

For official use only: 

o Complaint written, dated and signed by user user’s representative 

o Verbal complaint filed by the person responsible for studying complaints   □ in person    □ by telephone 

o Verbal complaint filed by ________________________________ and forwarded to the person responsible for complaints 

 

Complaint received on ________________ at ____________ by ____________________________________ 

 

Medical file No.: _________________________ 

Complaint file No.: _________________________ 

2006-11-09 

WHAT ARE YOUR EXPECTATIONS FOLLOWING THIS COM PLAINT? 


