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 Complaints Form 

Complainant’s Details 

Name:     Address:      

Telephone Number:   Email Address: 

Patient Details if different from above: 

Name:     DOB: 

Address:     Telephone:    

Email:      

Is the patient aware you are making the complaint (over age 14 we will need consent to disclose 

information in our response) 

Yes / No 

 

Details of Complaint  

Date event happened: …………………………………Time…………………………………… 

Description of Events 

What Happened? (provide brief succinct details) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

Who is the complaint aimed at – Clinician / management / reception / administration  

 

 

How has this affected the patient?     



 

T drive/patient services/complaint form 

 

 

 

Have you tried to address your issue with the practice team? Yes / No  

 

 

What do you see as the outcome of your complaint? (change in process, apology, review of 

outcome?) 

 

 

 

Please submit the completed from to admin.mmp@nhs.ney  

mailto:admin.mmp@nhs.ney

