[bookmark: _GoBack]FORT BELKNAP HEALH CENTER COMPLAINT RECORD:  CASE _______________
Date Complaint received & from where: ___________________________________________ 
Date to Response Coordinator (RC): _______________________________________________ 
Date Routed to Supervisor within (7 days): __________________________Within 7 days_____
Date Complete within (10 days): _______________________________Within 10 days______
____________________________________________________________________________
Patient Name: ______________________________ DOB:______________________________
Medical Records #:____________ Complaint If other than patient:______________________
Contact Information: Address-Home/Cell #:________________________________________

PROBLEM (Verbal: briefly describe complaint include dates, personnel involved/Written: Attach to form)
__________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________
										Continue on back if necessary

Where you able to resolve on the spot? ____________________________________________________

Action Taken: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________
										Continue on back if necessary

Referred to for further action: _____________________________________________________________
________________________________________________________________________________________
Type of Complaint:
Department:_______________________________________________________________________________
Patient Care: Quality of Care_____Timeliness of Care_____Teaching_____Other________________________
Staff Factors: Courtesy_____Communication_____Privacy_____ Other________________________________
Organizational Factors: Waiting Times_____Cleanliness_____Other__________________________________
Medical Staff: Quality of Care_____Timeliness of Care_____Acessibility_____Other_____________________
Department Specific Issue: ___________________________________________________________________
Pain Management: __________________________________________________________________________
Social Media:   Privacy____ Remarks______ Other________________________________________________



THIS IS a QUALITY ASSURANCE DOCUMENT DO NOT DISCLOSE
