ATTACHMENT I

Blue Ridge Family Physicians, PLLC

COMPLAINT FORM FOR PRIVACY AND SECURITY GRIEVANCES
Patient Name:  __________________________________________________________

Date of Birth:  __________________________________________________________

Phone Number (day):  ____________________________________________________

Phone Number (night) ____________________________________________________

Street or PO Box: ________________________________________________________

City :  ________________ State _______________  Zip :________________________

I am writing to file a formal complaint regarding:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

_____ (initials) I request that this matter be reviewed by Blue Ridge Family Physicians.

_____ (initials) I understand that I may file a formal complaint with the United States Office for Civil Rights if I feel this complaint is not resolved to my satisfaction.

Office for Civil Rights

U.S. Department of Health and Human Services

209 Independence Avenue, S.W.

Room 509F, HHH Building

Washington, D.C. 20201 

_____(initials) I understand that there will be no retaliation by Blue Ridge Family Physicians for filing a complaint with either the Privacy Official or the Office for Civil Rights (OCR).  

_____(initials) I have reviewed and I understand this Form.  

By:  
_____________________________________   Date:__________________



         (Patient)


_____________________________________   Date:__________________



         (Witness)
FOR INTERNAL USE ONLY

REVIEWED BY: _____________________________________________________________________

TITLE:  _____________________________________________________________________________

REVIEW DATE: _____________________________________________________________________

FINDINGS:___________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

DECISION: _________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

PATIENT NOTIFIED:_______________________
