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Complaint Form

Today’s Date:

1. Your Information

Name:

Address:

City: State: Zip:

Phone: Home: ( ) - Work: ( ) -

Cell Phone: ( ) - E-mail:

2. Information about the Physician (MD) or Physician Assistant

Name of Physician (MD) or Physician Assistant:

Clinic or Facility:

Address:

City: State: _ Zip:
3. Patient Information

Full name:

Date of Birth:

Date of incident:
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4. Scheduling problems or personality conflicts are usually not within the
Commission’s ability to take action.

5. Reports involving fee for fee disputes or insurance claims are only
investigated if there appears to be fraud involved.

6. Please describe your complaint in the space below. Include the names,
titte and phone number of any witnesses that were involved in the
complaint.

7. Please attach any supporting documentation or additional information you
may have.

You may submit a complaint to the Medical Commission by mail, fax or
email at:

Medical Quality Assurance Commission
Intake Coordinator

PO Box 47866

Olympia, WA 98504-7866

Fax: .360.586.4573

Please describe your complaint in the space below. Include names, titles and
phone numbers of any withesses. Please attach copies of documents to support
your complaint. You may mail, email or fax this form to the Medical Quality
Assurance Commission at the physical address, email address, or fax number
above.

Please include additional sheets as necessary.
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