
THE BEACHES MEDICAL CENTRE

Sussex Road, Gorleston, Great Yarmouth, NR31 6QB

C/o Shrublands Health Centre, Magdalen Way, Gorleston, Great Yarmouth, NR31 7BP

Station Road, Hopton, Great Yarmouth, NR31 9BE

Tel: 01493 414141
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PATIENT COMPLAINT FORM

Reference Number (Office Use Only): ___________________________

Thank you for taking the time to tell us about your concerns. We are committed to providing high-quality care and investigating complaints fairly, openly and promptly.

Please complete this form and return it to the Practice Complaints Manager. If you require assistance completing this form, or need it in an alternative format, please contact the Practice.
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1. PATIENT DETAILS

Patient Name: _________________________________________________

Date of Birth: ________________________________________________

NHS Number (if known): ________________________________________

Address: ______________________________________________________

Telephone Number: _____________________________________________

Email Address: ________________________________________________

2. COMPLAINANT DETAILS

(Complete only if different from the patient)
Name: ________________________________________________________

Relationship to Patient: ________________________________________

Address: ______________________________________________________

Telephone Number: _____________________________________________

Email Address: ________________________________________________

☐ I have enclosed the patient's written consent where required.

3. DETAILS OF COMPLAINT

Please provide details of your complaint, including any relevant dates, staff involved (if known), and a summary of what happened.

Please continue on Page 2 and attach additional sheets if necessary.
























Patient Name: _______________________________

Date of Birth: _______________________________

4. HOW HAS THIS MATTER AFFECTED YOU?





5. WHAT OUTCOME ARE YOU SEEKING?

Please tell us what you would like to happen as a result of your complaint:

☐ Explanation

☐ Apology

☐ Review of Care or Treatment

☐ Service Improvement

☐ Meeting with Relevant Staff

☐ Other (please specify)

6. COMMUNICATION AND SUPPORT NEEDS

Do you require any support to help us communicate with you?

☐ Interpreter

☐ Large Print

☐ Easy Read Format

☐ Hearing Support

☐ Other: __________________________________________

8. DECLARATION

I confirm that the information provided in this form is accurate to the best of my knowledge.

Signed: _______________________________________________

Print Name: ___________________________________________

Date: ________________________________________________

Preferred Method of Contact:
☐ Telephone  ☐ Email  ☐ Letter

OFFICE USE ONLY

Date Received: _________________________________________

Method Received: ☐ Email ☐ Letter ☐ Telephone ☐ In Person

Acknowledgement Sent: _________________________________

Investigating Officer: __________________________________

Date Closed: __________________________________________

Outcome Recorded: _____________________________________

OUR COMMITMENT TO YOU

• We will normally acknowledge your complaint within 3 working days.
• We will investigate your concerns fairly and objectively.
• Complaints will not adversely affect your care or treatment.
• We will explain our findings and any actions identified.
• If you remain dissatisfied, you may have the right to refer your complaint to the Parliamentary and Health Service Ombudsman.

Complaints Manager: ___________________________________
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