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Privacy Complaint Form

Please complete this form and give it to the Privacy Officer.

	Date Complaint Submitted:
	

	
	

	Name and Address:
	

	
	

	Telephone Number:
	

	Medical Record Number:
	

	Date of Birth:
	




	Date of Occurrence:
	

	
	

	Name of patient involved in occurrence (if different than set forth above): 
	

	
	

	
	

	Description of facts forming the basis of the Complaint:
	

	
	

	
	





	Signature of patient or personal representative (and relationship of personal representative)




For [Insert Covered Entity name] Use Only

Name of person receiving Complaint: _____________________________

Date Complaint received: ______________________________________

Date Receipt of Complaint sent: _________________________________


______________________________	_____________________
Privacy Officer/Designee		Date

