Hastings Medical Centre
919 Springbank West Hull HU5 5BE
COMPLAINTS FORM
Patient Name ……………………………………………………………………………
Address ………………………………………………………………………………….
……………………………………………………………………………………………
Date of Birth …….………… Tel No ………….………. GP …………………………..
Details of Complaint

​(please continue overleaf if necessary)
PLEASE NOTE If your complaint concerns another person we will be unable to respond to you directly without the patient’s written consent, owing to the rules of patient confidentiality.  This also applies to family members.
Date received 




Date acknowledged
Investigation/Response





Resolved Y/N




Significant Event Review Y/N
        

