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 Feedback Form 

Received by:  Date:  

 

Details of the person providing feedback 

First Name:  Last Name:  

Home Phone:  Mobile:  

Address:  

Town:  Post Code:  

Email:  

I am a ☐Client   ☐ Parent/Family   ☐ Carer   ☐ Worker 

☐Other (specify) 

 

Service Area 
  ☐Accommodation ☐ Day Options ☐ Respite 

  ☐Other (specify) 

 

 

 What would you like to tell us 

 

Forward to feedback@claust.com.au 
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Office Use  
 

Quality Team Received 

Received by: 
 

Date: 
 

Rating 
Critical ☐ High ☐ 

Moderate ☐ Low ☐ 
Added to Register 

☐Yes 

Recommended 
Timeframe 

 

 
 

Feedback Owner 

Received and 
actioned by: 

 

Date:  

 

 

Closed out by:  Date: 
 

Outcome advised to ALL 
parties involved  

☐ Yes 

☐ No 
Date: 

 

All documentation hyperlink into 
register 

☐ Yes 
 

 

 Action Taken 

 


