DAVID L. LAKEY, M.D.
COMMISSIONER

MAIL OR FAX COMPLETED FORM TO:

PAULA MOORE, ADMIN. ASST. IV
PQCU-MC 1979

TX DEPT OF STATE HEALTH SERVICES
PO BOX 149347

AUSTIN, TEXAS 78714-9347

FAX: 512/834-6653

TEXAS DEPARTMENT OF STATE HEALTH SERVICES

P.O. Box 149347

Austin, Texas 78714-9347
1-888-963-7111

TTY: 1-800-735-2989
www.dshs.state.tx.us

Complaint tracking #:
(DO NOT FILL IN, State office use only)

COMPLAINT FORM

PATIENT QUALITY CARE UNIT
REGULATORY SERVICES DIVISION

Name of person making complaint

(If complainant/patient is two separate people and complainant wishes to be anonymous, please write anonymous

in name section; patient name required)

(If complainant/patient is the same and you wish to be anonymous, write anonymous in both name sections)

Mailing address of person making complaint (not required if anonymous)
City, State, Zip of person making complaint (not required if anonymous)

Phone number(s) of person making complaint (not required if anonymous)

E-Mail Address

Relationship to patient(s) (not required if anonymous)

Name, d/o/b and SS number (optional) of patient(s) (not required if complainant/patient is anonymous)

Name of facility (required)

Physical address of facility

City, State, Zip of facility

Date of admittance

Date of incident
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Current patient? If no, date of discharge

Questions to be addressed in the narrative:

1)
2)

3)

What happened, who was involved (i.e. staff, family, visitors, other patient(s), etc)?

Is your name releasable or do you wish to remain anonymous (if anon, no follow up or results will be
given to complainant)?

Avre there any witnesses to the incident?

What actions have been taken (i.e., spoken with administrator, director or any other staff members)?
Are law enforcement agencies involved?

Are any other state agencies involved?

Has the facility tried to help you resolve the issues?

Do you have knowledge that this has happened before to the same individual or to others?

Does this complaint deal with billing issues? If so, please attach copies of the bills and any other related
correspondence from the insurance and/or health facility.

NARRAT IVE
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ATTACH ADDITIONAL SHEETS IF NECESSARY

Upon receipt, your complaint will be entered into our tracking
system and given a number. You will be sent a letter informing
you of this number as well as a contact persons name and phone
number should you wish to 1iInquire as to the status of your
complaint.
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