
THE PARK MEDICAL PARTNERSHIP

COMPLAINT FORM
(Complainants are not required to use this form. A letter detailing their complaint and all relevant events is sufficient) 
Details of person making the complaint:

Name…………………………………………………………………………………

Address………………………………………………………………………………

Date of birth………………………………………………………………………….

Contact telephone number…………………………………………………………

Patient’s details (if different from above):

Name…………………………………………………………………………………

Address………………………………………………………………………………

Date of birth………………………………………………………………………….

Contact telephone number…………………………………………………………


Details of complaint:

Date………………… Time………………… Place……………………………….

Identify member(s) of Practice if appropriate:……………………………….......

Full description of events:
…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Signature (of person making the complaint) …………………………… Date………………………………..

Where the person making the complaint is not the patient

I…………………….. authorise the above complaint to be made on my behalf and I agree that members of the practice staff may disclose (in so far only as it is necessary to do so to answer the complaint) confidential information about me to the person named above.

Patient’s signature………………………………….  Date………………………………..


