This is a sample form to assist you in creating a unique form for your practice.  Effective forms address the specific circumstances of each practice.

Sample Patient Complaint Form


          /          /


Patient Name (Please print)

Patient DOB




(_____) _____-

Patient Address

Patient Telephone #

Name of Person Completing Form if Not Patient (Please print)
Relationship to patient: ( Parent  ( Legal Guardian  ( Other:



*Please describe your complaint in detail and include any pertinent information (names, dates, what occurred, etc.):

(Please attach additional pages as needed.)


          /          /


Patient Signature (or Signature of Person Completing Form if Not Patient)

Date

(If this complaint was taken by a staff member, check here: ()






          /          /


Staff Member Name (Please print)

Signature

Title

Date

For Physician or Staff Completion Only
Investigation, Follow-up, and Response:
*Thank you for completing this form.  The information you provide is confidential.  Your comments will help our practice provide a fair response and improve our processes.


