
 

 

  
 

Address: 5/40 Montclair Ave, Glen Waverley VIC 3150 

Email: reception@kingswaymedicalclinic.com.au 

Web: www.kingswaymedicalclinic.net 

Tel: (03) 9560 7366 Fax: (03) 8799 2368 
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Patient Name:  

 

________________________________________________________________________ 

 

Complaint Lodged By (if different to Patient Name eg. Carer): 

 

________________________________________________________________________ 

 

Date & Time of Incident (if relevant):  

 

________________________________________________________________________ 

 

Practice / Location:  

 

________________________________________________________________________ 

 

Person(s) Complaint is in relation to:  

 

________________________________________________________________________ 

 

Details of Complaint  

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

This form can be posted, faxed or emailed to the Practice care of the ’Practice Manager’ 


