ATTACHMENT C
CONSUMER COMPLAINT REPORT

DIVISION OF CHILD AND FAMILY SERVICES

CHILDREN’S MENTAL HEALTH SERVICES

CONSUMER COMPLAINT REPORT

Name of Complainant: ___________________________________________________ 

Relationship of complainant to the client or agency: ____________________________

Home phone: _________________________    Work phone: ________________________________

Cell phone: ___________________________

Staff accepting complaint: _______________________________  Title: _______________________ Program: Division of Child and Family Services/______________ Date Received: _______________
Concise Statement of Complaint (Identify specifics of the complaint including names, dates, programs involved):  

_________________________________________________________________________________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Resolution of the Complaint (Identify specifics and consumer’s response to the proposed resolution of the complaint): 

________________________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Signature: ________________________________ Date: ___________________

DCFS Children’s Mental Health Services  
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