
  

   
            

Complaint Form (#2.6.3) 
                

                  
 Date of Incident: __________________ 

Date of Verbal Complaint, if any: __________________ 

Who received your Verbal Complaint? __________________ 

COMPLAINANT INFORMATION ––––––––––––––––––––––––––––––––––––––––––––––  

Complainant FULL Name: ______________________________________ Preferred Name, if any: ___________________ 

Client/Patient FULL Legal Name, if different than complainant: _______________________________________________ 

Complainant Mailing Address: _________________________________________________________________________  

City: _____________________ Province: ______________ Postal Code: _______________ Country: ________________  

Email: ___________________________________________ Phone Number(s): __________________________________ 

Complainant relationship to Synergy Collaborative Health:   � Client/Patient    � Parent/Guardian of a Client/Patient     

� Employee/Staff Member   � Contractor � Student/Volunteer   � Other: _________________________________     

DETAILS OF COMPLAINT ––––––––––––––––––––––––––––––––––––––––––––––––––  

Location of Incident/Concern: � Online � Telephone � Cochrane Clinic � Satellite Site: ______________________     
� After leaving the clinic (w/o staff presence) � Other: _________________________   

Please select any/all of the following complaint categories which apply: 

� Service Delivery (issues surrounding services delivered by a Synergy provider to a patient/client) 
� Patient Abuse or Neglect  
� Staffing Issues 
� Medical Issues (complications, adverse reactions, etc.- inclusive of psychedelic drug treatments) 
� Patient Safety Issues (miss or near miss)  
� State of Facility [� Reception � Treatment Room � Facilities/Bathrooms � Other: _______________________ ] 
� Failure to Respond to a Complaint (or in the complainant’s opinion, to adequately address a complaint)   

Nature of Complaint (what happened?): _________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

  Care. Comfort. Cure. 
 2201-120 5th Ave, Cochrane, AB T4C 0A4 

Phone: 403-981-1999 Fax: 403-981-7676 



  

Additional Details, if any: _____________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Have you made any additional reports to outside parties (i.e. professional college, RCMP, etc.)?  YES / NO   

Do you plan to make additional reports?  YES / NO  If so, to whom: _______________________________________ 

RESOLUTION ––––––––––––––––––––––––––––––––––––––––––––––––––––––––––– 

Ideally, what do you hope to accomplish by making this complaint? ___________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

What would need to happen for the issue(s) feel ‘resolved’ to your satisfaction? _________________________________  

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

ATTACHMENTS & SIGNATURE –––––––––––––––––––––––––––––––––––––––––––––– 

If more space is required to explain the complaint or if you would like to add supporting documents/images, you can add 
attachments to this complaint form. Please indicated number of pages being attached to support this document. 

Additional pages added?  YES / NO      Total # of Additional Pages: _______ 

Date Completed & Signed by Complainant: _____________________  

Printed Name of Complainant: _________________________ Complainant Signature: __________________________ 

SYNERGY OFFICE USE ONLY ––––––––––––––––––––––––––––––––––––––––––––––– 

Received By: _________________________ # Pages Received: ______ Date Received: ___________________ 


