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Patient Complaint Form 
 
Patient Name ________________________________________ DOB ______________ 
 
Indecent Date ____________________________ 
 
Patient Address ______________________________________________________________________ 
 
Home/Cell Phone__________________________________ Work Phone: ________________________ 
 
Fax #: __________________________________ Email: ______________________________________ 
 
Is your concern about billing?     Yes      No 
 
Is your concern about patient care?     Yes      No 
 
Did you discuss your concern with the healthcare team?     Yes      No 
 
Please tell us about your concern below. Include, to the best of your ability (you back of form if necessary): 

• The names of the staff involved 
• When the incident happened 
• The location of the incident 
• What happened 
• and why you believe the incident happened 

 
 
 
 
 
 
 
 
 
 
 
 
 
Authorization: ______ I authorize the KCH Patient Advocate to review the above stated concern and advocate 
on my behalf.  I understand that the Patient Advocate will review my medical record and discuss my concerns 
with my KCH healthcare providers. Please review the form for completeness and accuracy before submitting.   
 


