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Complaint/Compliment and Follow-Up Form 
 

 
 
 
 
Date of Occurrence: _____________         Date Received: _______________________ 
 
Location of Occurrence: ________________________________________________________ 
 
Person Reporting/Receiving Complaint: __________________________________________ 
 
Complaint/Compliment From:   ____Patient       ___Family/Visitor    ___Staff /Provider      Other: ____ 
 
Name: ________________________Phone #:_________________     DOB: __________    MR:  _________ 
 
Complaint/Compliment: 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
         

           Signature:  _____________________ 
 

▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪ 
 
Department F/U: __________________________________________ 
 
Department/Manager Findings & Actions: 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
                      Signature: ________________________ 
 
 
 
 
 
 
*Attach a copy and any other relevant documents 
*After completion by Department Manager, forward original to Risk Management 
 
 
 
Form Approved:  August 2014/Jonathan Melk MD/CEO 


