[image: image1.jpg]oo

PACIFIC PINES
MEDICAL CENTRE

quality care with compassion



Patient Complaint Form
 I want to lodge a complaint with a Doctor at Pacific Pines Medical Centre

Section 1
My details are: 
Mr/Mrs/Ms (other) ____________ First Name ____________________ Last Name __________________________ 
Address _______________________________________________________________________________________ 

______________________________________________________________State _________ Postcode _________ 
Telephone: _________________________________ Mobile: ____________________________________________  

Date of Birth: ___________________________E-mail address ___________________________________________ 

The best way to contact me is__________________________ Day: __________________ Time: _______________
I am lodging this complaint on behalf of: Myself (go to section 3) 

Another person (please complete the details below)
Is that person aware you are making this complaint?     Yes       No         (please circle)
My relationship with the person is (for example sister, parent, carer) ____________________________________
Section 2
Details of the person who received the service are: 
Mr/Mrs/Ms (other) ____________ First Name ____________________ Last Name __________________________ 
Address _______________________________________________________________________________________ 

______________________________________________________________State _________ Postcode _________ 
Telephone: _________________________________ Mobile: ____________________________________________  

Date of Birth: ___________________________E-mail address ___________________________________________ 

Section 3
I want to complain about: 
Provider’s Name: _______________________________________________________________________________

Date of consultation: ____________________________

Did you speak to anyone else at the Practice regarding this matter before now?  Yes       No         (please circle)

If yes, Who: ___________________________________ Date: ___________________________________________

Patient Complaint Form Continued
Section 4
In your own words please tell us why you are not happy with the care or service you received:
Use the space below to provide a short summary of your complaint. It is useful to include what happened, when it happened, who was involved and attach any relevant documents you have to the back of this form. 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________ ______________________________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 (Please continue on a separate sheet if necessary)  
Section 5
As a result of your complaint, what would you like to see happen?
______________________________________________________________________________________ ______________________________________________________________________________________ ______________________________________________________________________________________ ______________________________________________________________________________________ ______________________________________________________________________________________ ______________________________________________________________________________________ 
I understand that staff investigating this complaint may need to see and review my health records, but that all information will be kept confidential. I further understand that this complaint will in no way affect any care provided.
Signature: ____________________________________________ Date: ___________________________________

Thank you for taking the time to bring your complaint to our attention. You should receive a response within 20 days. 
Section 6
Please return this form to: 
POST: 
Pacific Pines Medical Centre

Email: pm@pachealth.com.au
ATT: Practice Manager
Shop 6/19 Pitcairn Way


FAX: 07 5529 8677
Pacific Pines QLD 4211
Pacific Pines Medical Centre
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