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Complaint Form

PATIENT INFORMATION o all il sles
Full Name: s alSIL Ay
Gender: :odisll Mdical Record No.: tehall dandl o8
Address: sl Email: (s RSyl
Telephone No.: il 8, Mobile No.: REBEN( P

COMPLAINT INFORMATION (If not the patient)
If you wish to keep your information as anonymous, please do fill the below information
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Full Name of person registering the complaint: 1 sSAl Jaall (el Gl (L) 4y

Gender: tpaall
Address: Wl Email: (SRS byl
Telephone No.: (il i) Mobile No.: e yaial &8
Relationship: [ Parent [ Son/Daughter [ Spouse [ Brother/Sister [ Legal Guardian [ Other
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Please provide documentation indicating your appointment as the legal authority/Guardianship or Personal Representative

DETAILS OF COMPLAINT

Health Care Facility Name:
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Date of Incident:
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Name of the Involved Healthcare Professional (If any):

Summary of the Complaint:
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IMPORTANT NOTES
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= According to the our Complaint Management Policy, it takes 7 business days to complete the investigation and make corrective

action.

= In the case of the withdrawal of the complaint, the complainant will sign a "Complaint Withdrawal Form".

= |f there are any attachments, kindly include it together with this form.
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