MDGI 41-XX, 14 Apr, 2003

GASTROENTEROLOGY CONSULTANTS OF GREATER CINCINNATI

Patient Privacy – Complaint Form

Patient Name:



















Please Print Clearly

Patient Address:
















Street Address




Apt. Number



City




State


Zip Code

Patient Phone Number During Business Hours:









Alternate Phone Number:












Office location where patient feels a Privacy violation May Have Occurred:

_______


_____________________________








Date of Alleged Privacy Violation (month, day, year): 

/

/    


Alleged Privacy Violation (please be specific, attach additional sheets if necessary):

















Patient’s (or Authorized Representative’s) Signature:









Date Form Signed:

/   
/


Print Name:






OFFICE USE ONLY:

Date Form Received by [PRACTICE] (month, day, year):
/
/


Employee Who Logged Complaint:






Title:




Date Complaint Logged:

/

/



Action Taken (investigation, outcome) [attached additional sheets if necessary]:


















Date Patient Notified in Writing of Outcome/Investigation and Steps Taken:
/
/



(Attach Copy of Letter Sent to Patient)
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