PARTNERS FOR HEALING

COMPLAINT REPORT

Date of Complaint _____________________________________

Client’s Name__________________________________________ DOB ___________

Street Address __________________________________________________________

City __________________________________State _____________Zip ____________

Complaint Classification:

______ client/family displeased with nurse 

______ client/family displeased with nurse practioner

______ client/family displeased with physician

______ client/family displeased with other staff

______ provider complaint 

Narrative Description of Complaint:

Review of Complaint:

Clinic Administrator________________________________________Date__________

Committee________________________________________________Date__________

PARTNERS FOR HEALING

COMPLAINT REPORT

Actions Taken:

