ADULT MENTAL HEALTH DIVISION

BUSINESS COMPLIANCE

REPORT/REFERRAL FOR

SUSPECTED CASES OF FRAUD AND/OR ABUSE


	
TO:   BUSINESS COMPLIANCE COORDINATOR                                     Phone:  (808) 586-8277
                    Adult Mental Health Division                                                                   Fax:      (808) 586-4745
                        P.O. Box 3378
Email: 

                        Honolulu, Hawaii 96801                                     
business.compliance@doh.hawaii.gov



	PROVIDER AGENCY:

  
	REPORT PREPARED BY:  
Name:______________________________
Title:_______________________________
	DATE PREPARED:



	SOURCE OF COMPLAINT


	Name:  __________________________________________________

Title:    __________________________________________________

Phone:  ________________________  FAX:  ___________________

	PROVIDER AGENCY CONTACT

(If different from person preparing this report)
	Name:  __________________________________________________

Title:    __________________________________________________

Phone:  ________________________  FAX:  ___________________

	SUBJECT (Check Off)

      FORMCHECKBOX 
  EMPLOYEE

      FORMCHECKBOX 
  OTHER
	Name:  ________________________  Title:____________________

Program/Service:__________________________________________

Island:  __________________________________________________

	SYNOPSIS/NATURE OF COMPLAINT: use additional sheet if necessary.        Date of Discovery:_________


	PRELIMINARY INVESTIGATION:(If applicable, include appropriate dollars involved) $_______________ 


	ACTION(S) TAKEN BY PROVIDER AGENCY/DISPOSITION OF CASE: use additional sheet if necessary.

(If applicable, indicate if any legal and/or administrative action taken).  




09/10


