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PATIENT COMPLAINT FORM
We are always pleased to receive suggestions for improving our services and we like getting compliments as well. We hope you will never have cause for serious complaint but if you do, we have a complaints procedure aimed at resolving your problem as quickly as we can. 

Angry, hurt, distressed?  Think that things should not have happened the way they did?

If something has gone wrong it is very important that we know about it.  We are all human and mistakes occur, we are also working in an often stressed situation with limited resources.

If we have made a mistake we need to know about it so that we can apologise, but also to make sure that we learn from our mistakes and prevent them from happening in the future.

We are sorry for your distress.  Please tell us what has happened.

	Patient Full Name:
	

	Date of Birth:
	

	Address:
	


	Complaint details: (Include dates, times, and names of practice personnel, if known)

	


	What would a successful outcome look like for you from your complaint?

	


IF YOU ARE COMPLAINING ON BEHALF OF A PATIENT OR YOUR COMPLAINT OR ENQUIRY INVOLVES THE MEDICAL CARE OF A PATIENT THEN THE CONSENT OF THE PATIENT WILL BE REQUIRED. PLEASE OBTAIN THE PATIENT’S SIGNED CONSENT BELOW.

PATIENT THIRD-PARTY CONSENT 

PATIENT'S NAME:

______________________________________________

TELEPHONE NUMBER:
______________________________________________

ADDRESS:


______________________________________________

______________________________________________

ENQUIRER / COMPLAINANT NAME: _______________________________________
TELEPHONE NUMBER:
______________________________________________

ADDRESS:


______________________________________________

______________________________________________

I fully consent to my Doctor releasing information to, and discussing my care and medical records with the person named above in relation to this complaint, and I wish this person to complain on my behalf.

This authority is for an indefinite period / for a limited period only (delete as appropriate)

Where a limited period applies, this authority is valid until…………………….. (insert date) 

Signed: ………………………………………. (Patient only)

Date: …………………………………………..
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