ISAC  MEDICAL PRACTICE
COMPLAINTS    

LOG SHEET

Reference No:.................

Date:......................................  Time:......................  Telephone/ In Person/ Written

Received from:.......................................................   Received by:......................................................  

Name of patient involved (if different from above*)..............................................................................

Address:...............................................................................................................................................


  ................................................................................................................................................


  Post Code:.......................................        Tel No:....................................................................

Details of Complaint or Compliment:.....................................................................................................


 
........................................................................................................................................



........................................................................................................................................



........................................................................................................................................



........................................................................................................................................



........................................................................................................................................



........................................................................................................................................

Brief details of immediate response:......................................................................................................



........................................................................................................................................



........................................................................................................................................

Signature:...............................................

Further action required:  YES/NO

Attach any supporting documentaion to form if applicable.

-------------------------------------------------------------------------------------------------------------------------------------

*If complaint by third party has patient consent been received:  YES/NO

Letter of Acknowledgement:   YES/NO
Sent:.............................   Meeting arranged:  YES/NO



Investigation required:  YES/NO    Date investigation completed:.............................  

Response letter sent:  YES/NO     Date:....................

Further action required:  YES/NO

