
File No: ______

COLLEGE OF PHYSICIANS AND SURGEONS
OF SASKATCHEWAN

COMPLAINT REPORTING FORM

As the licensing and governing body for physicians in the Province of Saskatchewan, the College takes
your complaint seriously.  All complaints are reviewed.  Review of a complaint may take several months.

The Complaints Process:

To begin the formal review process of your complaint, please:

_  Complete this form and the Authorization form.

_  Forward the completed forms to the College.

Upon receipt of the completed forms, the College will:

_  Provide the physician(s) complained about with a copy of the written complaint.

_  Contact those individuals/institutions who may have information relevant to the complaint.

_  Review all information.

Following the review, the College will:

_  Inform the complainant and the physician(s) in writing of the results of the review.

__  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __  __

1. Patient Information:

Ms. / Mrs. / Mr.  (circle one)   Address ________________________________

Last Name _______________________   Town/City _______________________________

Given Name ______________________   Postal Code _____________________________

Birth Date ________________________   Telephone (home) ________________________

Hospitalization Number _ _ _  _ _ _  _ _ _   Telephone (work) _________________________

2. If not the patient, information from the person making the complaint:

Ms. / Mrs. / Mr.  (circle one)   Address ________________________________

Last Name _______________________   Town/City _______________________________

Given Name ______________________   Postal Code _____________________________

Relationship to Patient ______________   Telephone (home) ________________________

_________________________________   Telephone (work) _________________________



Complaint Reporting Form    Page 2

3. Provide the name(s) of the physician(s) complained about along with their practice
location.

Physician(s) City/Town

4. Provide the name(s) of the hospital(s) attended either as an inpatient or for emergency/
outpatient treatment relevant to the complaint, and the date(s) of those visit(s).

Name of Hospital City/Town Date(s)

5. Provide the name(s) of any other individual(s) who may have information pertaining to
the complaint [e.g. family physician, other physician(s), or healthcare professional(s)].   

Name Location Information
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6. Provide a brief and clear description of the concern(s) you have about the physician(s)
named in the complaint.

If additional space is required, sign and number each page submitted.
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7. In summary, please list in point form the questions/concerns you wish the physician(s)
to address.

If additional space is required, sign and number each page submitted.

8. What is your expectation from the review of this complaint?

The purpose of the Complaints Resolution Process is educational in order to reduce the
risk of recurrence.  The College CANNOT AWARD FINANCIAL COMPENSATION.

__________________________________________ _______________________
Signature of person making complaint Date

If you have any questions or require assistance to complete this form, please contact the College at
1-800-667-1668 within Saskatchewan, or at (306) 244-7355.

Return to:
College of Physicians and Surgeons of Saskatchewan

500-321A-21st Street East
Saskatoon, Saskatchewan  S7K 0C1

FAX:  (306) 244-0090

Rev. February 2005
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AUTHORIZATION FOR RELEASE OF INFORMATION

IF YOU ARE THE PATIENT:

I understand my signature to this release will allow the College of Physicians and Surgeons of Saskatchewan
to:

1) Obtain any medical records or other information relevant to the complaint;

2) Provide a copy of the letter of complaint and any pertinent information to the physician(s) named in the
         complaint;

3) Allow any authority that holds medical records relevant to my complaint to release such records to the
physician(s) named in the complaint in order to allow those physicians to respond to that complaint.

____________________________________________________________________________
(Print Patient’s Full Name)

__________________________________ ___ ___ ___    ___ ___ ___   ___ ___ ___
(Patient’s Date of Birth) (Patient’s Hospitalization Number)

____________________________________            ___________________________________
(Signature of Patient/Complainant) (Date)

THIRD-PARTY COMPLAINT - Complete ONLY if you are NOT the patient or NOT the parent of a young child.

The patient may authorize the complainant (the person making the complaint) to receive information:

I, _________________________, am aware of the complaint made to the College on my behalf,
   (print patient’s name)

and authorize _____________________________ to receive medical information with respect to
           (print name of person making complaint)

the review of this complaint.

____________________________________            ___________________________________
(Signature of Patient) (Date)

IF THE PATIENT IS DECEASED:

Privacy rights for deceased patients continue after death unless one of the exceptions stated in Section
27(4)(e) of The Health Information Protection Act (HIPA) applies.

When the complaint relates to circumstances surrounding the death of the patient or services recently received
by the patient, this section of HIPA permits the College to disclose relevant information to a member of the
patient’s immediate family or to anyone else with whom the patient had a close personal relationship.

_____________________________________________________________
(Relationship to patient)

_____________________________________
(Signature of complainant)
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