COMPLAINTS FORM

Please complete the form below and return to The Practice Manager, Marlborough Medical Practice, George Lane, Marlborough, Wiltshire, SN8 4BY
Patient Full Name: _______________________________________________
Date of Birth: ______________
Address: _______________________________________________________
Tel No: ___________________

   _______________________________________________________
Usual Doctor: ______________
Please tick the relevant box:  

I have a 


Complaint  ⁭

Concern  ⁭

The issue concerns

Quality of Care  ⁭
Administration  ⁭
Attitude  ⁭

The service involved is
GP ⁭

Practice Nurse ⁭
Other    ⁭


PATIENT THIRD-PARTY CONSENT 

Patients Name: ___________________________________________________
Date of Birth: ______________

Address:
____________________________________________________
Tel No: ___________________


Enquirer/Complainant Name: ________________________________________

Address: 
____________________________________________________
Tel No. ___________________

IF YOU ARE COMPLAINING ON BEHALF OF A PATIENT OR YOUR COMPLAINT INVOLVES THE MEDICAL CARE OF A PATIENT THEN THE CONSENT OF THE PATIENT WILL BE REQUIRED.  PLEASE OBTAIN THE PATIENT’S SIGNED CONSENT BELOW.

I fully consent to my Doctor releasing information to, and discussing my care and medical records with the person named about in relation to this complaint, and I wish this person to complain on my behalf.  

Signed: _________________________________ (patient only)

Date: ___________________________________

Please give us more details, including dates of events and a summary of your concern:
























































Continue overleaf if necessary
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