LATHAM HOUSE MEDICAL PRACTICE
COMPLAINT FORM

(To be completed when the complainant is NOT the Patient)
Patient’s Details
Name:

Address:



Date of Birth:

Complainant’s Details:

Name:

Address:



Formal / Informal
Written / Verbal
Category of complaint
	1. Administration        

2. Appointments          

3. Environment

4. Medical – Clinical 

i) Zoladex 

ii) INR

iii) Minor Surgery 

iv) Minor Injury 

v) Near patient testing

vi) Secondary care bloods 
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	5. Medical staff – Attitude 

6. Nurse – Clinical 

7. Nurse – Attitude 

8. Receptionist attitude 

9. Patient information

10. Other (please specify) 

……………………………….

…………………………………
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 




Background to complaint (including date(s) of events and persons involved):
Diarised:………………………………… Date to complete response:………………………
                           Please indicate

I agree/disagree* with the anonymised information being passed on to the East Leicestershire County & Rutland CCG.
Complainant’s Signature:
Date:
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Complaint Form continued
Name of Patient:      
                           Please indicate

I agree/disagree* with the anonymised information being passed on to the Leicestershire County & Rutland CCG.

Complainant’s Signature:
Date:

PATIENT’S AUTHORITY

I,


of


authorise the complaint set out overleaf to be made on my behalf by:

Name


(state relationship, if any)


of


and I agree that the Practice may disclose to


(only is so far as is necessary to answer the complaint) confidential information about me that I have provided to them

Patient’s signature


date  

Complaint Form continued
Name of Patient:      
                           Please indicate

I agree/disagree* with the anonymised information being passed on to the East Leicestershire County & Rutland CCG.
Complainant’s Signature:
Date:

Complaint Form continued
Name of Patient:      
                           Please indicate

I agree/disagree* with the anonymised information being passed on to the East Leicestershire County & Rutland CCG
Complainant’s Signature:
Date:

