Consumer Complaints Form

When completed, please post to the Complaints Coordinator at your

treating hospital.

Section 1 — About You

Please note questions marked in

Part A
Do you wish to remain Anonymous? [] Yes [INo
Do you wish to be contacted with a response? [] Yes (you will need to provide us with contact details) [ | No
please let us know if you require any of the following assistance: [] None
[] Hearing Impaired [] Visually Impaired [ Interpreter (specify language)
] Other
Are you lodging a complaint on behalf of some one else? [ Yes ] No (Advance to section 2)
Do you have their permission to make the complaint on their behalf? []Yes [ 1 No*

*If No please provide the reason:

Have they given their consent to Queensland Health accessing their medical records for investigation purposes?

Depending on the issue, selecting No may limit our ability to fully investigate. [ Yes [ No [] Unsure
Their First Name: Last Name:
Their Gender: Male Female Date of Birth:

Their Address:

Suburb:

State: Post Code:

Phone: Fax number:

Email: URn / Patient Number:

Their Postal address — if different from above:

Address:

Suburb:

State: Post Code:

What is your relationship to this person?
[] Parent [ Child [ Sibling ] Partner [] Legal representative
[ Other

Do you consent to Queensland Health accessing your medical records for investigation purposes?

Depending on the issue, selecting No may limit our ability to investigate fully. [ Yes ] No
Your First Name: Last Name:
Your Gender: Male Female Date of Birth:

Your Address:

Suburb:

State: Post Code:

Phone: Fax number:

Email: URn / Patient Number:

Postal address — if different from above:

Address:

Suburb:

State: Post Code:

Indigenous Status:
Aboriginal but not Torres Strait Islander Both Aboriginal and Torres Strait Islander

Torres Strait Islander but not Aboriginal Neither Aboriginal nor Torres Strait Islander
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Consumer Complaints Form

Please note that all mandatory questions are marked in
Section 3

Please provide details of the event or issue you are lodging the complaint about:

Date of event:

[ Inpatient [Joutpatient [] Public Hospital [] Private Hospital
Facility Name: Facility Location:
Details of the event: Please provide as much detail as possible e.g. places, dates, times, hames and titles.

What would you like to see happen as a result of raising these concerns? You can select more than one option.

Apology to be provided Your concern is formally registered

To receive a thorough explanation You receive compensation

A change in local practice as a result of your complaint Queensland Health undertake a review of its policy

Improved access to service or resources for myself or others Intervention or training occurs with staff

There is a change to the physical environment e.g. waiting rooms

Other
Have you lodged your complaint with another organisation? For example — The Health Quality and Complaints Commission or
other complaints organisation. Yes* No

*If yes please give details of any outcome to date:

| declare that the information supplied by me is, to the best of my knowledge, true and correct. | understand and agree that
the information will be used to investigate my complaint and may be made available to third parties who can assist with the
investigation.

Signature: Date:
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