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State of Connecticut





Department of Developmental Services

DDS False Claims Act and 4-33a Report Form

Reporting of Allegations of Unauthorized, Irregular or Unsafe Handling of State Funds in Accordance of DDS False Claims Policy Act 

Use this form to report False Claims and allegations of unauthorized, irregular, or unsafe handling of state funds.  Please note the reporting using this form and this CGS also applies to client personal funds of individuals living in DDS operated residential settings.

Please answer the topic areas as accurately and completely as possible.  All details will remain confidential and be shared with appropriate parties in the disposition of the allegations as the DDS deems appropriate to be shared.  

Additional questions may arise in the course of reviewing the allegations supplied.  However, your contact information will also be protected and only be shared as deemed necessary by management of DDS.  
	Allegations of Inappropriate Use of State Funds

	Please answer the following questions to the best of your knowledge of the allegations

	
	

	Activities performed by (Company Name, Individual Hire Employee Name, other):
	     

	Organization Structure (Qualified Provider, Direct Hire, State Employee, Family Member, etc.)
	     

	Fiscal Intermediary 
	 FORMCHECKBOX 
    Yes             If yes, note which FI      
 FORMCHECKBOX 
    No 

	Funds involved (check one)
	              FORMCHECKBOX 
    State Funds                         FORMCHECKBOX 
    Client Personal Funds

	If client funds, please note client name and DDS number
	     

	
	

	Other parties notified (i.e. case manager, broker, family member, Fiscal Intermediary, Regional Director, etc) 
	     

	Details of allegations
	     

	Time period involved
	     

	Contact person, name and number/email (information to be kept confidential by DDS)
	     

	Any other supporting documentation pertaining to allegations:
	     

	Documentation of allegations submitted with complaint (list data supplied, if any)
	     



     




     





     
      Signature of Complainant
             Printed Name of Complainant

       Date Completed










