Cric Medical Practice 
Patient Complaints Form
Your Details
(Please complete in BLOCK CAPITALS)
Full Name: ___________________________________________
Date of Birth: _________________________________________
Address:
_____________________________________________
_____________________________________________
_____________________________________________
Telephone Number: _____________________________________
Email (optional): _______________________________________
Details of the Complaint
Date of Incident (if known): ________________________________
Time (if applicable): ______________________________________
Location (e.g., reception, GP consultation room): _______________
Please describe your complaint in as much detail as possible:
(Include relevant dates, names of staff involved, and any other details that may help us investigate the matter.)
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
What outcome are you seeking or hoping for?
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
Have you previously raised this complaint with anyone at the practice?
☐ Yes     ☐ No
If yes, who did you speak to and what was the outcome?
_______________________________________________________________
_______________________________________________________________
Signature: ____________________________
Date: _________________________________
FOR PRACTICE USE ONLY
Date Received: ___________________________
Received by: ____________________________
Action Taken: ____________________________
__________________________________________
Outcome: ________________________________
Date of Response: ________________________
