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PATIENT COMPLAINT FORM 
 

Patient’s Full Name:       Date of Birth: 
 

Address: 
 

Email Address:  
 

 
Telephone: 

 
 
Detail the complaint below, including dates, times, and names of practice personnel, if known.  
Continue on a separate page where necessary. 
 
......................................................................................................................................................... 
 
......................................................................................................................................................... 
 
......................................................................................................................................................... 
 
......................................................................................................................................................... 
 
......................................................................................................................................................... 
 

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

......................................................................................................................................................... 
 
......................................................................................................................................................... 
 
......................................................................................................................................................... 
 
......................................................................................................................................................... 
 
 
Print name  ________________________________________________  
 
Signed   ________________________________   
 
Date   ________________ 

 
Please return completed forms to: 

 Riddings Family Health Centre – 34 Riddings Road, Timperley, Altrincham. WA14 5AH  
Email: Riddings.familyhc@nhs.net  


