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Washington State Department of

Health

Nursing Care Quality Assurance Commission
P.O. Box 47864
Olympia WA 98504-7864

Today’s Date:
1.

Complaint Form

Your Information

Name:

Address:

City: State: Zip:

Phone: Work ( ) - Home ( ) -

Information about the nurse

Type of nurse Check One:

[ ] Registered Nurse (RN) [ ] Licensed Practical Nurse (LPN) [ ] Nurse Technician
[] Advanced Registered Nurse Practitioner (ARNP)

Name of nurse:

Address:
City: State: Zip:

Resident/Guest/Patient Information
Full Name (if different from above)

Date of Birth (of patient, if complaint involves a patient)

Date of incident:

Facility where conduct occurred:

Please describe your complaint on the next page. Include the name, title and
phone number of other patients, witnesses or staff members involved in the incident.
Send completed form to:

Washington State Department of Health
Nursing Care Quality Assurance Commission
P.O. Box 47864

Olympia WA 98504-7864

Or fax to: 360.236.4738
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Please attach any supporting documentation and additional sheets if necessary.

If you are an employer and/or supervisor, please include the following:
Role of the nurse(s) in the incident:

Corrective action taken, if any:

Describe actual or potential harm to patient:

Does this nurse exhibit a pattern or practice errors?

Prior disciplinary/counseling actions:

Was the nurse’s employment terminated?

The Identity of a whistleblower who complains, in good faith, to the Department of Health about the
improper quality of care by a health care provider, or in a health care facility, as defined in WAC 246-
15-020, shall remain confidential under provisions of RCW 43.70.075.
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http://apps.leg.wa.gov/WAC/default.aspx?cite=246-15-020
http://apps.leg.wa.gov/WAC/default.aspx?cite=246-15-020
http://apps.leg.wa.gov/RCW/default.aspx?cite=43.70.075

