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ABC Company
	Patient information:

	Name: _____________________________________________________________

	Address: ___________________________________________________________

	Telephone Number: __________________________________________________

	Medicare no. _______________________________________________________

	Document control number of claim in question: ___________________________

	Person (other than patient) making complaint: _____________________________

	Name: ____________________________________________________________

	Address: __________________________________________________________

	Phone number: _____________________________________________________

	Relationship to patient: _______________________________________________

	Date Received: _____________________________________________________

	Received by: _______________________________________________________

	Summary of Complaint: ______________________________________________

	Actions taken to resolve: _____________________________________________

	Investigation:   Y   N

	If no investigation conducted, name of person making the decision: ___________________________________________________________________

	Reason for the decision: ______________________________________________

	If investigation done: outcome of the investigation and who made this decision: ___________________________________________________________________

	 

	__________________________________________________________________
 Signed
____________________________
 Date


