Patient Complaint Form/Supplier Response For 
Date____________
Patient Name ___________________________Phone number___________________________
Address_______________________________________________________________________
Health Insurance claim number for item dispensed____________________________________
Name of person submitting this complaint (If other than patient)_________________________
Relation to patient_______________________________________________________________
Date item was dispensed _________________ Date complaint occurred___________________
What is your detailed complaint?___________________________________________________ ______________________________________________________________________________  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What can our office do to address your complaint?____________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
				
Signature__________________________________
						Date______________________________________


Office Use Only
	
Description of action taken to address the patient’s complaint ___________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Office Staff Signature____________________________________________________________
Date ____________ 







