
CRYSTAL PEAKS MEDICAL CENTRE 

Feedback and Complaints


Patient Name:


Address:











Postcode:




Date of Birth:


Phone (Day):


Where the complaint is not the patient

I…………………………………….. hereby authorise this complaint to be made and I agree that members of the practice staff may disclose (in so far only as is necessary to do so to answer the complaint) confidential information about me which I provided to them. 

Patient’s signature:

Date:


What happened or did not happen?

When was this?

Give date

How have you been affected by this

What do you think we should do?


Have you given us feedback about this before?

Please circle






Yes



No


If yes, please say when and to whom:

Signed:


Date:


Office Use Only:

Date Received:

Date Acknowledged:
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