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WIHCC Complaint Form

Date:______________________________  Notes taken by:_____________________________________
Patient’s Name:________________________________________________________________________
Date of Birth:________________________________   MRN:____________________________________
Contact info:__________________________________________________________________________
Date of Service:_______________________ Location of event:__________________________________
Staff Involved:________________________ Staff’s Supervisor:__________________________________

Circle if related to the following area:
	Risk/Compliance	Quality of Care	            Security	                        Customer Service
	Transport	               Scheduling	            Privacy/HIPAA	          Wait Time

Patient’s Concern (in their words when possible):
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Patient expectations:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Resolution:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Comments:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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