
 
 

CONSUMER’S REPORT OF POSSIBLE VIOLATION 
 
 
NAME OF REPORTING 
PERSON:__________________________________________TELEPHONE_________________________________ 
 
ADDRESS:______________________________________________________________________________________ 
               (STREET)  (CITY)  (STATE)  (ZIP)  (EMAIL) 
 
FULL NAME OF LPN:________________________________________________________________________________________ 
 
WHERE IS THE LPN EMPLOYED?:_____________________________________________________________________________ 
 
DID YOU REPORT THIS TO ANYONE IN THE FACILITY?_______YES______NO 
 
IF YES, TO WHOM WAS IT REPORTED (NAME AND TITLE)?_____________________________________________________ 
 
WHEN WAS IT REPORTED?__________________________________________________________________________________ 
 
WHAT IS YOUR RELATIONSHIP TO THE LPN?__________________________________________________________________ 
 
HAS THIS MATTER BEEN REPORTED TO THE POLICE?_____YES______NO 
 
IF YES, WHAT POLICE DEPARTMENT OR PARISH?____________________________________________________________ 
 
DETAILS OF THE COMPLAINT---ATTACH COPIES OF ANY RELEVANT DOCUMENTS IF AVAILABLE (USE 
ADDITIONAL SHEETS IF NECESSARY:  (GIVE SPECIFICS OF WHAT HAPPENED, THE DATE, PLACE, AND TIME OF 
OCCURRENCE). 
 
____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

 

 

 



 

LIST NAMES, ADDRESSES, AND TELEPHONE NUMBERS OF OTHER PEOPLE WHO KNOW OF THIS 
POSSIBLE VIOLATION. 
 
________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________ 

I CERTIFY THAT ALL INFORMATION THAT I HAVE PROVIDED HEREIN IS TRUE AND CORRECT TO THE 
BEST OF MY KNOWLEDGE. 
 
 
 

_______________________________________ 
 SIGNATURE  

 
_______________________________________ 

DATE 
 
 
 
 
 
 
 
 
 
 
 

Please mail or fax this form to the following: 
 

Louisiana State Board of Practical Nurse Examiners 
Compliance Department 

3421 North Causeway Blvd, Suite 505 
Metairie, LA 70002-3715 

 
Phone: 504-838-5791 
Fax:  504-838-5279 
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