
Physician Notification of Concern/Compliment 
Patient Name: 

Date of Event: (MM/DD/YY) 

Complaint            Compliment 

Patient DOB (MM/DD/YY) 

Reporting Physician: 

Response Required?    Yes                    No 
Please provide details of the event: 

Please Fax To: 519 – 472-3257 
HCCSS SOUTH WEST Review of Event/Outcomes 

Reviewed By:   Date Reviewed: 

IN OFFICE USE ONLY - INSTRUCTIONS FOR PCAS: 
DO NOT UPLOAD TO CHRIS 

PCA to upload this form into ETMS ensuring "Reported By" field is Primary Care 
"Regarding" field will be determined by whether it is regarding home care, Service Provider or 
Patient.  Purpose of form is for physicians to relay concern/compliments to South West Home 

and Community Care Support Services
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