
 
 

COMPLAINT FORM 
 

 

Patient Name:  _______________________________________________________ 

Date of Birth:  ____________________      Patient File Number : __________________ 

Patient Address:  ______________________________________________________ 

__________________________________________________________________ 

Please describe the basis of your complaint. 

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________ 

On what date did this event occur?  _______________________ 

What health care information was allegedly illegally used and/or disclosed? 

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________ 

Signature of patient or legal representative:  ___________________________________ 

Date:  __________________________ 


