
Berks County PATIENT COMPLAINT            Patient Relations
Medical Society                                                                                                     1170 Berkshire Blvd
610-375-6555         Please Print or Type                           Wyomissing, PA 19610

1. Information from patient making the complaint.  
If you are not the patient, please note the relationship to the patient.

____________________________________________________________________________________
__Patient                             First Name:                                     Last Name:

Ms./Mrs./Mr./Dr.
____________________________________________________________________________________
__
Relationship                   First Name:                                      Last Name:

Ms./Mrs./Mr./Dr.
____________________________________________________________________________________
__
Address:        Phone/Home:
____________________________________________________________________________________
__
P.O. Box
____________________________________________________________________________________
__
City/State:
____________________________________________________________________________________
__
Zip:

2. Physician(s) Name(s)
___________________________________________________________________________________
Dr.                                   First Name:                                                           Last Name:  

___________________________________________________________________________________
Group Practice:           Specialty:
___________________________________________________________________________________
Address:
__________________________________________________________________________________
Address:                                                                                         Phone:
___________________________________________________________________________________ 
City/State:
___________________________________________________________________________________
Zip:

3.  How would you like this complaint to be resolved?

____________________________________________________________________________________
___________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________



4. Provide  a  clear  description  of  the  complaint  you  have  against  the  physician(s).  Include 
information about what happened with dates if available.  Be as specific as possible. (Attach 
additional pages if necessary.)

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Please Note: In submitting and signing this form you are acknowledging that you 
understand that the information in this form will be shared with the physician and/or 
practice against whom you are registering the grievance.

_________________________________                                      _________________________________
Signature of person making complaint     Date

_________________________________                                      _________________________________
Patient’s Signature      Date

Please complete the attached Authorization to Release Health Information Form. This form must be 
completed before any action is taken.


