Putnam County Hospital
HIPAA – Privacy
Complaint Form

Patient Name: _____________________________		Date of Birth: _________________
Address: ____________________________________________________________________
Date of Complaint: ____________________________________________________________
Phone Number: ________________________________  Best method of contact: ___________
Reason(s) for this complaint: (Please provide as much information as possible and attach any documents necessary.)
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

___________________________________			____________________________
Signature							Date

____________________________________		
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Received By: ____________________________________		Date: ____________
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