






Control#_________________             ATTACHMENT  I 
Policy No. B514 

RANCHO LOS AMIGOS NATIONAL REHABILITATION CENTER 

Patient Complaint/Concern Form 
Forma De Quejas Para Pacientes 

SECTION I:  TO BE COMPLETED BY PATIENT OR STAFF (Para Ser Completado Por El Paciente o Por 
El Personal De Rancho Los Amigos)      

Patient Name/:_______________________________ Today's Date/Fecha:_______________Rancho#:_________________ 
Nombre del Paciente                                                     

Patient Telephone/Telefono #: Home/Casa:(_____)____________________ Work/Trabajo: (_____)_________________ 
Area Code                                                                                      Area Code 

COMPLAINT/QUEJA:  

SECTION II: TO BE COMPLETED BY STAFF (Para Ser Completado Por El Personal De Rancho) 

Date of occurrence:________________ Time of occurrence:___________ Unit/Location:____________________________ 
Service:_________________________________ Department:____________________________________________________ 

Who brought the concern to staff's attention: 
Patient  (  ) Relative  (  ) Friend  (  ) 
Staff      (  )       Other Patient  (  ) Other   (  )______________________________ 

Complaint referred:  In person  (  ) Telephone  (  ) Letter  (  ) 

Name of employee documenting complaint:___________________________________________________________________ 
Copy to Area Administrator:      yes (  )           Name:___________________________________ Date:____________________ 
Copy to Patient Advocate:          yes (  )          Name:___________________________________ Date:____________________ 

COMPLETE RESOLUTION ON REVERSE SIDE OF THIS FORM 
-------------------------------------------------------------------------------------------------------------------------------------------- 
IF THIS COMPLAINT/CONCERN INDICATES EVIDENCE OF HARM OR POTENTIAL HARM TO THE PATIENT 
OR INDIVIDUAL MAKING THE COMPLAINT, AN EVENT NOTIFICATION REPORT MUST BE COMPLETED. 
-------------------------------------------------------------------------------------------------------------------------------- 



RESOLUTION/ACTION TAKEN  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Name of employee completing resolution section: __________________________________________ 

 
Date: ______________ 
 
Problem Resolved  Yes  (  )  No  (  ) 
 
Patient appears satisfied Yes  (  )  No  (  ) 

 
------------------------------------------------------------------------------------------------------------- 

 
THIS FORM IS TO BE FORWARDED TO THE PATIENT ADVOCATE OFFICE WITHIN 24 

HOURS OF COMPLETION (HB 105). 
------------------------------------------------------------------------------------------------------------- 

 
This document is used for Medical Staff Quality Improvement and Peer Review 
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