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Complaints Form.
This form can be filled out either by the person making the complaint and handed in to Reception or by the Practice Manager at the request of another staff member.  All information will be treated confidentially but will have to be discussed with the person about whom the complaint is being made if it is personal in nature.

	Your name
	

	If you are writing for someone else, their name and contact details
	

	Your postal address
	

	Email address and/or telephone number
	

	Summary of the complaint: Please include dates, time and names of personnel, if known.
	

	
	




	What is your desired outcome?
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	Any other information you feel is relevant?
	

	
	




Please feel free to add any extra information on the reverse of this page or on a separate sheet if required.   


Signed:______________________________________	Date: ____________________



COMPLAINT FORM WITH PATIENT THIRD PATY CONSENT.



If you are making a complaint for a patient, or if your complaint/query is about a patient’s medical care, then we need consent from the patient.  Please obtain the patient’s signed consent below.  Please note that we will have to verify this consent with the patient.

I, (insert name) ________________________ consent to my doctor (insert name) ___________________ releasing information to, and discussing my care and medical records, with the person named above in relation to this complaint Only, and I wish this person to complain on my behalf.

Signed: ________________________________ (Patient Only)
Date: _________________________
KNIGHT’S HILL MEDICAL CENTRE, OLD YOUGHAL ROAD, MAYFIELD, CORK.  Tel: 021 4503890/021 4552024.  Fax: 021 4552188.  
E-mail: reception@knightshillmedical.ie   Website: www.knightshillmedical.ie 
Practice Manager: Neidin FitzPatrick, B.A., H. Dip.  Practice Nurse: Laura Forde.  Practice Secretaries: Lisa Cambridge, Kasi Stevens, Tracey Whelan
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