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Cabinet of Health and Family Services

Office of the Inspector General

Complaint Form

PART I - Your Information – OPTIONAL but important should we have additional questions that only you could answer.  Please be assured your personal information is kept in strict confidence and you are protected by Kentucky Law.
Name: 
         
Address:               
	City:          
	State:       
	Zip:           

	Telephone: (Home)       
	(Work)                  
	(Other)       


Email:       
*PART II - Information of Fraud, Waste and/or Abuse – Please provide as much detail as possible regarding the alleged fraud or waste so that we can make a proper determination as to its validity.  The more detailed information the stronger the case.
          Complaint is against (check all that apply):                                                           Complaint is related to: (Mark all
                                                                                                                                                 that apply)
         FORMCHECKBOX 
CHFS Management             FORMCHECKBOX 
CHFS Employees               FORMCHECKBOX 
Contractor

         FORMCHECKBOX 
Provider                               FORMCHECKBOX 
Recipient                             FORMCHECKBOX 
Other                                FORMDROPDOWN 
 
*1. Identifying information that this report concerns:

Last Name: 
                        First Name:                      Middle:      
Social Security Number:        
	City:          
	State:       
	Zip:           

	Telephone: (Home)       
	(Work)                  
	(Other)       


Email:       
*2. Detailed description of fraud, waste of abuse you are reporting:
         


*3. Names, addresses and contact information of additional people who have  knowledge of this wrong doing:

         
*Required fields
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