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The Sindh Healthcare 
Commission 

 
In pursuance of Sindh Healthcare 
Commission (SHCC) Act 2013, the 
SHCC is an autonomous body dealing 
with regulation and quality of health 
services provided in both the public and 
the private sector in the province of 
Sindh. The SHCC deals with complaints 
about health services affecting the 
clinical management or care of a patient, 
professional conduct of a health 
practitioner/ healthcare establishment, 
and risks to the health and safety of the 
public.  
 
Making a Complaint 
Any person or his/her legal 
representative can lodge a complaint. 
The complaint must be in writing using 
this form. It is important to include all 
relevant information and may attach any 
relevant additional documents may be 
attached to this form.  
 
First point of making a Complaint 
An aggrieved person/client or his/her 
legal representative shall first make a 
complaint to the owner/manager of the 
healthcare establishment (HCE) within 
(30 days). The complaint must be made 
where the event being complained 
about occurred from the day on which 
the complainant was aggrieved. A 
complaint should only be lodged with 
the SHCC if he/she is unable to resolve 
the issue or concern at first point- the 
HCE. 
 
Help with making a Complaint 
If you have difficulty in writing the 
complaint, the SHCC helpline can be 
reached at number(s) 0321-8232440. 
 
The Complaint Process  
When a complaint is lodged, the 
complainant will receive an 
acknowledgement receipt from the 
SHCC. Complaint will be assessed and 
reviewed and if it is accepted for 
investigation then, the SHCC will 
inform the complainant to provide facts 
before the investigation team. Every 
complaint is investigated on a case-by-
case basis and decision will be informed 
in writing.   
 
Appeal against Decision 
The complainant has the right to appeal 
against the decision within 30 days 
before the district/session judge.  
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 �' ( )�* . ( �, - �� ����� .���4 3 د 01/�
<=� > ;ي ����.ي :�9 ����8ن ) -67 ! ن 

�,�A @ א<�9 !� 1?B 6,�, C�� D�א�E ن /F 9� �< .��
#يG. �H> . ن :�<#ي /���I ن �J�א�� א�� �� �� א

�ل ) L� .�� �! �M��1 ��م �H/>א )���
� ���!
N0I ;#� D�א�E ن /F 9� כ، -67 ! نQ>. /

( .و�� @ -�A3 �! 67ي @ * אم ��Eאدא.ي !� %�و
�,6 � <#� ن, ST7< �!.  

����ار� �� �  	�ا�� دا!  �
#; אدא.ي  )א�� �� אUي(-67 ! ن �F 9/ ن � D�א�E

VF�1 W,  �  ! / و#���> �> >�#ن �� �� �=��1
 X �9Y� 6 دא3( ��ي���I . . Z �1[\ 6���I

�!�9] ^=� ( 6_F �< م.�E �� �< . V�`و  �א
 W, aو����E د�/Bت @ א�1 
?1 )�%�c\ W< ��' و.ي�B

�=� d] ن��.م �E ��.  

��ن %�$�� پ'� �  	�ا�� دا!  �
��X �e( אدא.ي/�1  1[\ f\ �! ي#���> �> >�#ن �� ��
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 ( C�� )l ( �
l�1 ����9% يUא�� �� א ��d! �X

�م .�� �=���>.  
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SECTION 1 
Ó�ÔÓ�ÔÓ�ÔÓ�Ô /  ن�� 1ا0� پ'

PERSONAL INFORMATION OF COMPLAINANT 
Õ�B�º�Ö�
�v����Õ�B�º�Ö�
�v����Õ�B�º�Ö�
�v����Õ�B�º�Ö�
�v����    

6ا�	�ا�� �� واري �* ذا2*    
A. Personal details  

)�vT< �<א{   /.��º�Ö  
Title (Tick the relevant Box) 

� �×� �×� �×� �×����ØÙ�@Ú�3�EÛ�ÜØÙ�@Ú�3�EÛ�ÜØÙ�@Ú�3�EÛ�ÜØÙ�@Ú�3�EÛ�Ü����::::        
�� (72ارف |F ن��> ( �>�3 )��}�~.( 

 Mr. 
ÝÞ    [ب�!  

 Mrs. 
ßà    [W1�/71  

 Ms. 
á�    [W1�/71  

 Other 
�â?�¬F�ãä-�    [  �:)א#� 6l�Bو(  

First & Last Name of Complainant  
�;�$�v���� ���F�S�?� cd� eå æç��-���B�v-T�
�u/����  

 F�>  ! ;#� 6���I)�=�  �:  � fא �>�G VF�1 ��d��!( 

 

Father’s/Husband’s Name 
è�-[��;�$�½é    -   #Fوא / F� J1س !  <

 

CNIC Number 
�v����ê��ë�$®�Î�$�ì   

 ;#� 6���I  w.�� �/3�I  !�m�> 

 

 

B. Contact details 

í�1�î��   [! �A,א.  )�vT< 
Current residential address 

ï�ðñ��v?U� [   
 /% ���� 1 ! ده .�

 

 

Write postal address 
(if different from residential address) 

�ò�ï�$�ó�Î����m�ô�M�õ�ðñ��  
�ل !  %/ �t)�=� �
�ن 01/G �/% �����. ��d��!( 

 

 

Email address (If any) 
�ï�ö�8��m����  [ ��.Qي �1( א�Uא )W< �=� ��d��!(  

Telephone number 
®�@÷�ø  [ �m�> ن T�
�t 

Landline  

 ª<�ù  /  ��\ Q�F 
Mobile    

ún�    / )��, 1 

Preferred contact method 
ql�ûü�$�î��   [ .���u��Z ن��'  ! �A,א. 

 Telephone 
@÷�ø  [ ن T�
�t 

 Mobile 
ún�  [ )��, 1 

 Letter 
ý  [ �3 

 Email 
ö�8�  [ )�1 يUא 

C. If you are filling on behalf of complainant, complete the following, otherwise go to section 2. 

�®�G�þ�̂ �-�¬F�D�EÛ�
�� �����&���F�S�?����M� l�1�v�����©������:Ø��D  
 W<  ��' ���6 دא3( ��א�� .���I ن�E�Z ;#� 6���I ن�� < ��d��! �G �>�3 )>k ��� ���  �m�> אل � W< W>2  jو �<. 

Title (Tick the relevant Box) 

� �×�:ØÙ�@Ú�3�EÛ�Ü  
 y.�?<))>k  ��|F ن��> ( �>�3.( 

 Mr. 
ÝÞ    [ب�!  

 Mrs. 
ßà    [W1�/71 

 Ms. 
á�    [/71W1� 

 Other 
�â?�¬F�ãä-�    [  �:)א#� 6l�Bو(  

First & Last Name of Person 
�;�$�?�    [ F� �Eد !  <

 

Father’s/Husband’s Name 
è�-[��;�$�½é    -   #Fوא / F� J1س !  <
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Current residential address 
ï�ðñ��v?U�    [���� %/  1 ! ده .�

 

 

Email address (If any) 
�ï�ö�8��m����    [��.Qي �1( א�Uא  )W< �=� ��d��!( 

 

Telephone number 
®�@÷�ø  [ �m�> ن T�
�t 

Landline  
 ª<�ù  /  ��\ Q�F 

Mobile    
ún�    / )��, 1 

Your Relationship with the 
person who received services 
(Tick Relevant Box) 

�&����(�$�©�M�t��&��m�ST�$���%��Ü
3�EÛ�ØÙ�@Ú�  

z*  ! N0I �9ج �X  אن ��ن > ��ن !  .J9�  /Iو !
�� ('��؟ |F ن��> ( �>�3 )>k( 

  Parent 

�è�- 
��#Fوא 

 Guardian 

�D9 
6��%�� 

 Spouse  

8�[ �½é 
]אل/ J1س   

 Friend  

�-? 
 دو�6

Other  

(Please Specify) 
â? �¬F�ãä-�  

6 �#א(:�  l�Bو(  

Is this person deceased?  

	&�
m�G���$���t��( 
� א�  E N0I ت �h �X  '��؟� 

  Yes 
If “Yes” attach the death certificate 

4ñ ���4ñ����Ø�Ù���1�9�
�.��  
�� ) ��d��!‘�� ’ ��|F �%�� �! ���T�t�� �! 1 ت W<.(  

  No 
If “No” go to the next section 

� ������ ��?�G�þ������  
W> ) ��d��!‘W> ’W<  �k ن � אل �cא(  

SECTION 2 

Ó��9-?Ó��9-?Ó��9-?Ó��9-?        [ [ [ [ 2 � 1ا0

FIRST POINT OF COMPLAINT 

����1�E�F�S�?���  
 Au> ��9 ن%  ! C�� )36 دא���I 

Did you lodge a complaint 
about this event with the 
healthcare establishment, 
where this event happened? 

�1���-�E�©��(G6��t����[��3�]��2
	I������4��&���F�S�?  

��6 א��/�ل �I �! �?�وא �=9�ن %� < �� / 67-
  a��1 ) دא3( ��א�� ��� !/� א�  وא�?  %�i '� ؟

 Yes 

4ñ  [ �� 
 No   (if “No” than go to next question) 

� ������ ��?�G�þ������   [   W>) ��d��!‘W> ’ �k ن � אل �cא W<(.  

If yes, mention date. / ¬F��?�@Ú�1���V��4ñ���¯  [  ��}�~ ��.�< f % W< �� ��d��! 
 
Day---------- Month----------- Year------------ 
�@?°°°°°°°°°°°°°°   ���� °°°°°°°°°°°°°° ��GÁ°°°°°°°°°°°° 

�ل ..................�......................  �91.................... �9�k  
 

To whom:_______________________________________ 
1�M�� ���   [ 6���Ig�9 و� 

Write outcome/result of that complaint (Use Additional sheet if required). 

�1�©��Ä�ò�����(�$��� �G����$��ä����m�.�-���� �¬F�:  
�
v�E /  ��}�~ )�vT< 6,�, �=�/>)�X  9Y� ���|F ��I �E�Bא W< �=� و.ي�B ��d��!(  

 
 
 

Did you lodge your complaint 
with any other agency? 

 ���-��O����!��E�©��([���F�"�D���÷�
	&  

�ن �E ��: �9 .م� < ���6 دא3( / ��I g4 و��א�=
 ��� ���؟

 Yes 
4ñ  [ ��  

 No   (if “No” than go to next question) 

� ������ ��?�G�þ������   [   W>) ��d��!‘W> ’ �k ن � אل �cא W<(.  
If yes, mention date. / ¬F��?�@Ú�1���V��4ñ���¯  [  ��}�~ ��.�< f % W< �� ��d��! 
 
Day---------- Month----------- Year------------ 
�@?°°°°°°°°°°°°°°   ���� °°°°°°°°°°°°°° ��GÁ°°°°°°°°°°°° 

�ل.................. �......................  �91.................... �9�k  
 

To whom:_______________________________________ 
1�M�� ���   [ 6���Ig�9 و� 
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Write outcome/result of that complaint (Use Additional sheet if required). 

�����(�$����1�©��Ä�ò �G����$��ä����m�.�-���� �¬F�:  
�
v�E / 6,�, �=�/>  ��}�~ )�vT<)�X  9Y� ���|F ��I �E�Bא W< �=� و.ي�B ��d��!(  

  

  

 

Did you lodge a complaint 
about this event with SHCC 
before? 

����B����  ����������M�t��E�©��(
	&���F�S�?  

��6 دא3( �I W, ( א� gن א�� א�� �� �� و�� < ��
� '�� ؟�h ي�� 

 Yes 
4ñ  [ ��  

 No   (if “No” than go to next question) 

� ������ ��?�G�þ������   [   W>) ��d��!‘W> ’ �k ن � אل �cא W<(.  
If yes, mention date. / ¬F��?�@Ú�1���V��4ñ���¯  [  ��}�~ ��.�< f % W< �� ��d��! 
 
Day---------- Month----------- Year------------ 
�@?°°°°°°°°°°°°°°   ���� °°°°°°°°°°°°°° ��GÁ°°°°°°°°°°°° 

�ل.................. �......................  �91.................... �9�k  
 
Write outcome/result of that complaint (Use Additional sheet if required). 

�����(�$����1�©��Ä�ò �G����$��ä����m�.�-���� �¬F�:  
�
v�E /  ��}�~ )�vT< 6,�, �=�/>)�X  9Y� ���|F ��I �E�Bא W< �=� و.ي�B ��d��!(  

 
 
 
 

SECTION 3 

Ó��Ó��Ó��Ó��#### [ 3 � 1ا0

COMPLAINT INFORMATION 

Õ�B�
��� 
1�ت 
?1 6,�, 6���I 

Complaint against whom (Kindly tick the relevant Box& fill the relevant information against that box) 

�	&�1� Ë�
�� ����ò�í�ÀÁ�
�t���-��ØÙ�@Ú�3�EÛ�Ü�sn$�v�%�  
 ��' yz3 �! �9� 6���I) ��|F ن��>  ! VUt �< �>�3 )�%�c\  _F )�vT< و.ي�B 91 ن�)@ אن !� �  

A   Healthcare Service Provider (HCSP) 
?��$�X�N  [ ;#� D�א�E 67 ! ن 3#1/ ن- 

B  Healthcare Establishment (HCE) 

G6�[ #; אدא.و ]  ��2[�� D�א�E ن /F 9� 67 ! ن- 

A. Healthcare Service Provider (Include details and use extra paper sheets if required 

?��$�X�N  [  ;#� D�א�E 67 ! ن 3#1/ ن-) ��|F ��I �E�B=� א�و.ي �B @  _F )�vT<(  

Name of service provider: 
�;�$�?��
�X�N        [ [ [ [  F�>  ! ;#� D�א�E ن /F 9� 67 ! ن- 

Registration Number: 
®�&'�¯         [  [  [  [  �m�> ����8�!.:  

Name of Organization/Hospital/ Centre/Individual Owner: 
=��?�[[[[ ��G6�[[[[ ��]�[[[[ �8/ א��/�ل/ אدא.ي        °°°°        �?�-�)�$�;���� / F�>  ! VF�:א<�Tאدي 1  

Type of service provider  
)A�1�?��
�X�N  

D�א�E 9#و -67 ! ن 3#1/ ن*  ! ;#� 

 Doctor 

*�Î  
 wא��8

 Nurse 

t+  
 <�س 

 Dentist 

*�Î�$�4,�?  
  k<#ن !  wא��8

 Other(Please specify) 

�â?�¬F�ãä-�  
  �:) ��� 6l�Bو( 

Telephone number 
®�@÷�ø  [  T�
�t�m�> ن 

Landline  

 ª<�ù  /  ��\ Q�F 
Mobile    

ún�    / )��, 1 

Address  
ï        [ [ [ [  /% 
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B.  Healthcare Establishment(Include as much as details possible) 

G6�[ [ [ [ �]��2�ò�m�-�í�v?Ik�.� #; אدא.و   ]  ]  ]  ]        � D�א�E ن /F 9� 67 ! ن-)��/�! ��}�~ )�vT< �=� ���1 .#u(  
 
 
Name of Manager/Administrator: 
/[ [ [ [ �;�$�012�¯         °°°°        �=��1 / F�>  ! �8��8�1Qא�:  

Name of Organization/Hospital/ Centre/Individual Owner: 
=��?�[[[[ �G6�[[[[ ��]�[[[[ �;�$�u/�(�-�?�¯ �F א<�Tאدي / ���8/ א��/�ل/ אدא.ي        °°°°        >  ! VF�1:  

Type of Healthcare 
Establishment  

G6�[[[[�2)A�1�]��  
D��  ! אدא.ي ;#� D�א�E ن /F 9� 67 ! ن-  

 
Specify: 

¬F�ãä-¯     
 ��� 6l�Bو 

Telephone number 
®�@÷�ø  [ �m�> ن T�
�t 

Landline  
 ª<�ù  /  ��\ Q�F 

Mobile    
ún�    / , 1)��  

Address  
ï  

 /% 

 

 
 

SECTION 4 

Ó�34        /  �² 1ا0  
 

MY COMPLAINT 
���8C 
6���I �=91 

a) Kindly provide a short summary of your complaint. It is useful to include what happened, when it 
happened and who was involved? If you need more space, please attach separate page to the back of this 
complaint form. Please attach any relevant documents. 

 �5�   ��� �v?Ik����:3 �67�@B�3���-��-���m�8���m�(�Ä�&�9��;Vn���:ò�:Ë�;�$����!��sn�$ �v�%
�����t����m�.�-��1�����:ò�D���µÛ�<
:¬F���M����&�t=�
�©����-�?��B�L�M���  

)�Fא             (~ )�vT< �v/01  ! 6���I ي�� �>�,�91 ��}� .��' � 
1 ��� @  �X ��d� ، �X �� W< و#�X .����I �E . א�  و`�V 1#د[Bא W< �!�9] f�! V�`و �G ن�� < ��d��!
 ��|F ن��.م !� %��E 6���I . ��|F �� �=� aو���%�( د�/c\ W, ���! ي�� �>�,�91. 
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b) Nature of harm experienced by the patient/client as a result of the received treatment 
(Kindly tick the relevant box(s) 

�Ý ���[[[[�)A�1�@>�?�-�@��M�STB�?�-�EF�AB�C0 �ØÙ�@Ú�3�EÛ�Ü�sn$�v�%�  
�ن !� < *�6 /  ���1 ) ب(vu> ;#�ن �9%G جz* �G ;#� )-�l 61#3 ) �>�,�91 ��|F ن��> ( �>�3 )��}� )��ي ~

 

Death  /  .�   [   1 ت 

Unconsciousness  /  Dm�E  [ �I 9�, 

Impairment or loss of mental functions   /  F�3�G�O�
�H[ �;F�̂ ��$�$�I/?�I�J�K  [  Nu> ( �vl �9� �! D�!/C�� W> D�  ! غ��3א,� �� د1  

Extreme physical pain  /  ?�?�LM�3�H  [  . � 60� ( D�! 

Protracted and obvious disfigurement  /  =?�NO�H�U�J�K�P�-�µ�-�Q��R�}?  [  يd� �3אب ��ي �G D�! �̂ وא.ي ����ي �3א,� !�� �. ���� د�� >

Impairment or temporary loss of the function of a bodily member/ organ.  

G�O�I�F�3�G�O�
�H[ �;F�̂ ��$�$�S  [     vl  � �� Nu> ( �vl �9� �! D�! /C�� W> D�  ! ي M*  

Bodily injury which involves a substantial risk of death 

m�Tp��$�.��M�%�;m�Uk�Vl�t��$�G�O�
�H  [  � �! D�!�=�  ��#>ن 1 ت !  א�� �9! ̂ �X ��3[ ح�Z يJ�א  ! �vl �9  

 Permanent loss of bodily function  /  ;m�SW�D���X�H  [  ^�. ج 
T1 �< . Z )u/�1  ! D�! 

 Other(Specify): _____________________________________________________________ 

 �â?�¬F�ãä-�  [    �:) ��� 6l�Bو(     YYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYY 
 

c) What is your specific request to Sindh Healthcare Commission (SHCC)? 

	&�(���Z�?�[Û�1�©��M����  �ن > ��ن !� 3�ص د.3 א�6 �  ]   �������G ����� ���� 	
�� �   J9ي '��؟�

 

 

 
 

SECTION 5 

Ó�4�\=            [ [ [ [  � 15ا0

AUTHORITY  

�]�        [  [  [  [  .� א3/�

The SHCC is required to give the information about the name of the complainant and nature of your 
complaint to the HCSP/ HCE, although in special circumstances the commission may withhold this 
information.  If there are valid reason for doing so.If you have any concern about the release of your name 
and/or complaint, please mention the reasons 

X�N�)A�1����1�©���-���;�$�©�����  �������[��̂�_�B���:�� �̀��a��vbc�C�d�����4m�?U��.ñU-�Ge�4�� � �3�.fR�[Û�9V�: �-���;�g����[�I
:ò�.ñU-�1�t��sn$ �v�%���&�h�i��B�©��D�EF�8���./d�1�)A�1��� 

;#� D�א�E 67 ! ن 3#1/ ن- �G �� �� א�� א�� /�> �! ���1�X �9Y� ت .و���1 
?1 ��F/� ) ����� א�l ص v01  ! ، > ;ي��<#ي ' �ت [�9,( �1 
?1 6,�, 6���I @ �F .
�=� �m� ���1 ��d��! .@ �F�� אن !> �=9% �G ن�� < ��d��! / ��}�~ �m� ���6 !� %�.א��4 >� ��  �/�c�W< �= ��� אن !�I �� 
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SECTION 6 

 j k ¥Ó� lmn o        [  [  [  [   � 16ا0

ACCESSING HEALTH INFORMATION  

��Á��R�./d �L�M�2            [  [  [  [  ����. ����1�ت > 
?1 6,�, 67- 

It will assist the SHCC to have the consent of the person who received the health services so that they can 
collect the required information to assess the complaint. 
(Please select one of the following options that apply to you.) 

M�EF�Aä� 8pä��1�t����1�AB�./0�N�E�?��%�:q�F�AB�./d �Ü�	�
�r��1����1�©�����Ä�³�s� ?¦�B��� �  �����t�  
 ���S�?�un�v�U�w��¬F�x �v-�&�Vm�y¼��D�©��$�%�3�@��:  

I �! ن�� < �G ����� ���! W< و#�X 6,�e .�#; אدא.ي !� 1�VF !  .א�B  א�� א�� �� �� \f 1#د[� D�א�E ن /F 9� 67 ! ن- ( �
�
1�ت [d אن � 
?1 ),�9] 6,�, 6���
��X �>��' ( C��. 

A. I am complaining about the health services provided to me and authorize the SHCC to access my 
personal information for the purpose of handling this complaint.  

�5� ��ñ���F�S�?�}��3����  ��������3�=�n�
�ST�g��3[�z?��]��B���-��4m���[�{?����M�h|�1���-��$�D����t���m�.�-�����Ä�4m
:&�y�F�AB�C�d �º�Ö�8C�L�M�ST  

)�F( ��ي @ אن   )א-�l ����. ����< )�vT< �v0I �=91 f\ 4�}�: �! 6���I �� W<  X ن��k .�6 ����ن X  @ א�� א�� �� �� �G א3/����I و و��'� نa��!  !.  
 
 
 
Signature_____________________                    Thumb Impression ______________________ 

    }? YYYY [YYYYYYYYYYYY   ��7-YYYY                                                                                            ��������������������������������������������������~���@Ú�$� YYYY[YYYY �ن  �>  ! �� �'YYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYY    
B. I am the next-of-kin/ guardian of the person who received the health servicesand authorize the 

SHCC to access medical and other information for the purpose of handling this complaint.  

�Ý ��3��t��6��-�$[ �$�EF�AB�./d �â?��-��N�B����  ���������-��M�h|�1���-��$�D����t��-��'�(�ST�$�%�4m��D9z?��]��[�:�4m�{?  
7/ 1�ن �� N0I !  وא.� ) ب(F �! وא��..�� �< 6���I �� @  ج ��  و�z*  ! �9�ن، !��6��% '��  ! C�� )-�l ت�1 

	 ���� ����� �mZ �G א#1אد @ :� 1?�� ��ن @ �G ��

 X ن��k .� .�X/א3/�
 
 
Signature_____________________                    Thumb Impression ______________________ 
    }? YYYY [YYYYYYYYYYYY   ��7-YYYY                                                                                             ���������������������������������������������������@Ú�$�~�� YYYY[YYYY �ن  �>  ! �� �'YYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYY 
C. If you are making this complaint on behalf of someone else, please have them sign by that 

personand complete the following: 

�S ��&���F�S�?����M� l�1��-��O�©����[[[[�:¬F�D�Ó��n�$������-��Ø�F�}?�
���t��D�.�� ���8?�� �������  
��6 دא3( ��א�� .��� ) ج(�I ن�E�Z �! ��: �9�ن �� < ��d��! /��.م !  ,E ن -��7 ��א���G N0I אن �< )�vT< )>k ��� W<  ��' ن ��. ���  vl ��.  

 
I understand that (complainant name) -------------------------------------------- is making a complaint 

about the health services provided to me and authorize the SHCC to access my personal information for 
the purpose of handling this complaint.  

�Ä�&������;�$�v�����YYYYYYYYYYYYYYYYYYY�ñ���F�S�?����� �=�n�
�ST�t��M����8C[ ���]����B����  ���������-��'�(�9�����U�&���
�z?[ ��-��$�D����t��v-���m�.�-�����Ä�4m�{?�:=F�AB��Á��R�./d �º�Ö�8C�M�h|�1  

 W< ��' �m3 �G 1 ن) F�>  ! ;#� 6���I(________ ________________   ��. א���� )6 دא3���I ( ي.��ن �� *zج !� ,E�Z �=91 / �.�� '�� !��  1 ن �E �Gא�D ��  و�  @ �
  X ن��k .�
	 ���� ����� �G �� א3/��� /d��! W< �Xي�� )-�l s9% ����1�ت > 
9=� }א>� 1?�ن 1G ��7F �! وא��..�� �< 6���I �� W< �=� و.ت�B �� .  

  
  
 

Signature_____________________                    Thumb Impression ______________________ 

    }? YYYY [YYYYYYYYYYYY   ��7-YYYY                                                                                             ���������������������������������������������������@Ú�$�~�� YYYY[YYYY �ن  �>  ! �� �'YYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYY 
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and /or   - �-�[ [ [ [  �I         °°°°         @ / ��  
I authorize SHCC to speak the complainant about the health service/treatment received. 

z?��]��B����  ���������[ :=F���M�v������ �=�n�
�ST�����9�����v-�Ä�4m�{?  
  X ن��k .�1�ن �� ���� ����� �G א3/� /���9F�c ن�� ;#� 6���I ( ي.� . W< �X א�  1 ن �E �Gא�z* )�� Dج !� ,

 
 

Signature_____________________                    Thumb Impression ______________________ 

    }? YYYY [YYYYYYYYYYYY   ��7-YYYY                                                                                            ���������������������������������������������������@Ú�$�~�� YYYY[YYYY �ن  �>  ! �� �'YYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYYY 
 

ACKNOWLEDGEMENT 

ß;�����        [ [ [ [  1� א��א. <

All the information provided above is true and correct to the best of my knowledge. 

:����?�./d��J���8?�D-�����
���=C  
 r,�A1 C�~ �=91�ت 1 
��( �� .ي 1?}� ��� @ د.�' 6����1 ~

Signature 

}?    [ [ [ [    ��7- 
 
 

Date 

��V        [ [ [ [ ��.�< 

 
 
 

Before sending this form, kindly check that you have:  
E�©��Ä���F�r��sn$ �v�%���M������¯ [ ن�� < W<  ��� V�h ي�� �>��ن א� ) �91,G ̂ 
�.م 1 �E  ��: 

Included as much as relevant information as possible. 

:����8?���v-���-�./d ����% [ ��' ���}�~ ̀ �ن وG ̀ 1�ت و 
?1 ),�9] �< . Z ���1 �� 
  Given details of HCSP/ HCE, you are complaining about. 

 Ë�
�%�©�[�F����1�.n�%��-�&��[ :&�8?�� �í�1�t������ [ ��' ��� 6���I ن�� < 6,�, �9! ��' ���}�~ )�vT< � אن !
  Clearly identified your concern.  

:&�8?���D�����P�-��� �!� [  ��' W��]' �< . Z )��1 ن�G #vu1 �=9% 
  Answered Section 5: Authority and Section 6: Accessing Health Information. 

�G�¬\= ��]� ��G����-���Á��R�./d�1�2 �:&�I?�=?�Ý�U�$ [  ����5 : ���� '��: 6א3/��.ي @ �>k אب ! �! ����. ����1�ت > 
?1 6,�, 67- 
  Attached copies of CNIC and copies all supporting documents (Please do not send original documents). 

�.��-�?�@-R�L�M�����-��Î�$�ìê��ë�� �̂ ��-�?�I�Î�$�ìê�A��sn$ �v�% �G��1 �������:��8?�F�� [  
 ��%�( د�/�و�aن !c\ ��: @ �� f' א�� �� ��' ��� )1�I )u>) ��|F W> aو���<� ��ي א-( د�/,�91( 

  An Affidavit  (Accepting responsibility that the information provided is true) 

�ß;���&���1�GH�8��?��Ö�1���?�1�C�d���8?�3�% �:���?F�}?�D [   1�> D�� V�)!��' 6�.ت د�1 
?1 )�� D�א�E W< �=� ��� ل m� �1 א.ي{ ��9 ) א�( 
Please send complaint and supporting information to:  
��D�õ�t��.��-�?�@-R�Ü��-�����!��sn$ �v�%¯     [ [ [ [  �
� 1 �< �/% �� aو���%�( د�/c\ @ 6���I ي�� �>�,�91 
The Chief Executive Officer (CEO) 
Sindh Healthcare Commission  
Suite # 309, The Plaza, Block 9, Clifton, Karachi   
 

For online submission of complaint form, Go to SHCC Web page:www.shcc.org.pk 
 

 ���E'  t ���aYא� ��h)ي אوUא ��(  

�� ������� ���� 	  

 �m�> �� �309 כz, ،א[z% 9، دي�h�8، ��אT
� ،.  
 x�% א�� א�� �� �� !� و�� f\ ̂ 
 .>� אwww.shcc.org.pk   h'ن \�� 1 �

 

��� ��� e
n � �oå� � ��¡  

���  �������  
�®�¢þ �£��ó¤ ���k¥�8?��£:¦�F��§ ��  

Ø��D� �̈©-�t��	�
�E�F�S�?�ª<�@�����!�  ¯ªªª«¬®®«¯°±«²³ªªª«¬®®«¯°±«²³ªªª«¬®®«¯°±«²³ªªª«¬®®«¯°±«²³ 
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Please Note:  
It is an offense for a person to provide false information to the Sindh Healthcare Commission. In such a case, 
that person will face a penalty up toRs. 200,000/= 

¬?�¬?�¬?�¬?�´́́́��sn��sn��sn��sn$$$$ �v��v��v��v�%%%%  ¯  ¯  ¯  ¯��D�?�-�EF�9���./d �µ���&��¶�;F�9���C�d �µ�B����  ����������·����:&�y���(�^/¶�R�¸-�  
<2 ��� =�%:  

D�א�E ت�1 

	 ���� ����� �G � ;ي 1?�� �� yz3 N0I W, �9� ��' W�وk C�� . �< N0I ي - .ت ) אنJ�200،000/ - א  X �=9Y� �9!و Q>k ����< ��%..     

Privacy Statement:  
The Sindh Healthcare Commission will not disclose your information to any third party unless it is required to 
resolve the complaint. 

  :پ�	�(گ*@ باب� ب�ان
��=� W> و.ي�B f\ )l �! 6���I �#ي !��/���� א�� W> D�א�E �G .  ̀���t W, �91�ت � 
�ن !� 1?� < ����� ���� 	
�� �.    

 
 

ACKNOWLEDGEMENT SLIP  

´��1�µ"-        [  [  [  [  #��. g 1 

 
 
 
 

 
 

The SHCC acknowledged the complaint submitted by  Mr./Mrs./Ms__________________ S/D/O _______________ 

�Ä�&�VF�¹º����  ������� ��à[�ßàYYYYYYYYYYYYYYYYYYYYYYYY�è-[��»[�´-k YYYYYYYYYYYYYYYYYY�:&���F�"����E  
�ب! W< �X ي�� r�#v< ���6 دא' ��� )3�� YYYYYYYYYYYYYYYYYYYYYY`ي4 / %�   _____________________71/�م / ,�DY/ א�� א�� �� �� א��I. 

The SHCC will update you regarding actions on your complaint.  

: �̂=F�É�B�©��M�./����?�-�E��� �����1�©�����  �������  
#ي�k ���]' �G ن�� < 6,�, 6���I �! ن� א�� א�� �� �� > �

Assistant  /  ¼�        [ [ [ [ �  א��8
Directorate of Complaint  /  .I��*>�Î        [[[[  ��
��� y' ��. 8א����w   
SHCC  / ���������  /  �� �� א�� א�� 

 
 
 

OFFICE USE ONLY 

	�
�G���
�½?� ¡    [ [ [ [ f\ ل�-���E' y !� א�/?�
Complaint reference No.: 

®�¾�¿�$���¯  [ �m�>  Fא l 6���I 
 

Date:  

��V¯  [ ��.�< 
Type of Complaint: 

)A�1��� [ yz0, 6���I 

 Service Provider  

À �N [  
�* �mZ 
 Health Establishment  

G6�[ �]��2 [  ل�-a��1 67/ א��/  

Category of Complaint: 

Á�1��� [ D��  ! 6���I 

 Managerial 

L�M��ÂP� [ 6,�, W�1�H/>א 
 Treatment 

L�M�ST [ 6,� *zج ,
 Behaviour 

L�M��-� [ 6,� .و�� ,

Complaint lodged: 

��1�Vl��  د.3 א�6 دא3( ��� ]  ���

Online 
�ª<�@ [ ��\ ن' 

 In writing  

D���8}~ [ ( 6_F 

 In person 

D���º�Ö [ �X i�% . Z �<א{ 
 

Notes:  /  ÃA [ �t > 

Complaint number:  
®���¯    �m�> 6���I:  

Date:  
��V¯         [  [  [  [  ��.�<:  




