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Formulario de Quejas/Cumplidos y Seguimiento 
 

 
 
 
 
Fecha de Ocurrencia: _____________         Fecha recibido: _______________________ 
 
Lugar de Occurrencia: ________________________________________________________ 
 
Nombre de la persona a la que dirige la queja o cumplido: 
__________________________________________ 
 
Queja/Cumplido de:   ____Paciente       ___Familia/Visitante    ___Personal /Proveedor      Otro: ____ 
 
Nombre: ________________________________  Teléfono #:___________________ DOB: __________     
MR:  _________ 
 
Queja/Cumplido: 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
         

           Firma:  _____________________ 
 

▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪▪ 
 
Department F/U: __________________________________________ 
 
Department/Manager Findings & Actions: 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
                      Signature: ________________________ 
 
 
 
 
 
*Attach a copy and any other relevant documents 
*After completion by Department Manager, forward original to Risk Management 
 
 
Form Approved:  August 2014/Jonathan Melk MD/CEO 


