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Description automatically generated with medium confidence]
Patient Complaint/Concern form

PATIENTS NAME: _______________________________________________________

PATIENT DATE OF BIRTH:________________________________________________

ADDRESS: _____________________________________________________________
	         _____________________________________________________________

COMPLAINT DETAILS: (include dates, times, and names of practice personnel if known/if applicable)
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________
Signed: __________________________
Print Name: ____________________________________
(Continue overleaf if necessary)

Please hand in completed form to reception/Send in post to address above/Email to Concerns.w97034@wales.nhs.uk 

Dr P Lloyd * Dr A Proctor * Dr M Hughes * Dr S Lawson 
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Roath House Surgery

100 Penylan Road, Roath Park, Cardift, CF23 5RH
Tel: (029) 20461 100 Fax: (029) 20451 623
Website: www.roathhousesurgery.com





