Kings Road Medical Centre & Eastcote Surgery
Complaints Form 

(Once completed please return the form to either Kings Road Medical Centre or Eastcote Surgery for the attention of the Practice Manager.)
	Personal Details (BLOCK CAPITALS):

	                                                Complainant’s
 Name:
	Patient’s
 Name:

	Address


	
	Address
	

	Telephone

Number
	
	Telephone

Number
	

	Relationship to patient:

(Mother, father, daughter, son, husband, wife, other)    D.O.B



	Please note that if you are making a complaint on behalf of someone else you must obtain his/her written consent to do so.  Please see consent form on reverse/Page 3

Consent obtained from patient/representative
Yes ( 
No (
(For office use only)



	Complaint Details

	Date of event:        /       /   

Time of event:   ___: ___       am/pm
                                                                    (If Known)

	

	

Names of the people involved in the complaint (if known):

	Full Name
	Job Title

	
	

	
	

	
	

	Details of event complained about:

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


	
Further Information

	I am currently seeking advice from: 

( Independent Complaints Advocacy Service (ICAS) 

( Patient Advice Liaison Service (PALS)

( HA Complaints Department

I would/would not like to receive information on PALS/ICAS/HA Complaints Dept.

(Delete as appropriate)  

Patient Consent Form

Full name of patient:  
_____________________________________________

I hereby authorise:

Name of person making

the complaint:

_____________________________________________

Address of person:

(if different from overleaf)
_____________________________________________





_____________________________________________





_____________________________________________

· To act on my behalf as my representative and to receive any and all such information as may be relevant to the complaint, in accordance with the NHS Complaints Procedure.

· I understand that any information given about myself is limited to that which is relevant to the investigation of the complaint, and only disclosed to those people who have a need to know it in order to investigate the complaint.  I am aware that this is done in accordance with the Data Protection Act 1998.
Signature of 

Patient:                          _____________________________________________

Date
          _____________________________________________


· I am the deceased patient’s personal representative and attach confirmation of my appointment.  (Letter of administration/ executor of will)

Representative (Print Name) :
        

Date:


1
	Kings Road Medical Centre
	Eastcote Surgery

	204 King Road
	81 Field End Road

	South Harrow
	Eastcote 

	Middlesex
	Middlesex

	HA2 9JH
	HA5 1TD

	Tel:0208 422 1667
	0208 866 1238

	Fax:0208 422 2081
	020 8429 0966



