SINDH HEALTH CARE COMMISSION (SHCQ)

Quality

Care for All

Patient Complaint Form / (/Gc/ﬁ“&&ﬂ/ [ pylbealead N oy

The Sindh Healthcare
Commission

In pursuance of Sindh Healthcal
Commission (SHCC) Act 2013, the
SHCC is an autonomous body deali
with regulation and quality of healt
services provided in both the public a
the private sector in the province

Sindh. The SHCC deals with complair
about health services affecting t
clinical management or care of a patie
professional conduct of a heal
practitioner/ healthcare establishme
and risks to the health and safety of 1
public.

Making a Complaint

Any person or his/her legd
representative can lodge a complai
The complaint must be in writing using
this form. It is important to include a
relevant information and may attach a|
relevant additional documents may b
attached to this form.

First point of making a Complaint
An aggrieved person/client or his/hg

legal representative shall first make |a

complaint to the owner/manager of th
healthcare establishment (HCE) with
(30 days). The complaint must be ma
where the event being complaing
about occurred from the day on whigh
the complainant was aggrieved.
complaint should only be lodged wit
the SHCC if he/she is unable to resol
the issue or concern at first point- th
HCE.

Help with making a Complaint

If you have difficulty in writing the
complaint, the SHCC helpline can |
reached at number(6321-8232440.

The Complaint Process

When a complaint is lodged,
complainant will receive
acknowledgement receipt

SHCC. Complaint will be assessed
reviewed and if it is accepted fq
investigation then, the SHCC will
inform the complainant to provide fac
before the investigation team. Eve
complaint is investigated on a case-}
case basis and decision will be inform
in writing.

Appeal against Decision

The complainant has the right to appgal

against the decision within 30 da
before the district/session judge.

the

d::[{é‘ywﬁ“

e wmm)ﬁfﬁwwuﬁ%
€ iy it 67 6 =5 L2013
h el JJ‘U”U)V”L?/}' U/Jg/k/‘
N =5 <4.L1Ju”¢./|;£uibf_,l/
téuiﬂld_/d}’utg/ V(flu'h/culuw
1‘%5J’u(ud/u’(tflbl££_bfbwiat'//f

=3
«©

m:u,/L//J/JwLKuJ’c_/IJ
ng:vlﬁdﬂffW/ﬁl&’erlf/ﬁlJi/)
he e N UL

,.‘Q}’(Ll/(y;::{,@

RSN S ST /U
Nt_o (61T seatte 2P Y 5 U
| (}f@/}/erJlu”fd/f/ubd/U.fﬁ
DY St/ S 607 e ot
<c.d/3/u¢‘u’(l!f;ir‘/ﬁl/}d/
LU L
’rgﬁ’uéiﬁ'ﬁu’lgﬂ//ﬁ/dl’};luﬂqﬁ
e &l Y30s LTRSS
N o bl S e i

e

dé.bdl/@/;_ﬁujld/..fﬂu‘u’f/xt"

n "KLJA_/JF,LI‘//J‘/JVIWJ
b e
ve 7

e ugﬁLl/@uq@

SH Lkt nin S e /T ]
0321-8232440: S bl A U1 S
he Ky pEacks
qKﬁHLLI/@/)qﬁufuﬁ:[/ﬂ/}.‘ﬂak
4f2.lgd),y/d/dﬂﬁc;b5) d/‘f*“[[o,vf

_,mf“uk{;ﬁmc.wu,y’wut{;u‘uﬁ/

al
from tjteé,dw,w;/ /._fw;w/dfdé

)rd/ul{//-;/u”db?¢v£(u’wf
tsg )ladbd//’/nﬂél//ufﬂfuﬁruﬁﬂ
ry R ry
bd i £ 42

3008 LIS L P S Gl e

I e SIS ST S i L

1%

S

s .

S5l (g o g o) e S S i
f@ﬁ&ﬁw@lwlé&séjﬁ&ﬁtmw
£ 232 Ko Sana s 355 5 2 ol g Jos
0 ConD p O e S S35 (2O
& e 2 ol s el S pal 505 s
5 05 38 o gl o S
Al sl 2 e b sl s S
foais 35 bl p o5 s 2 oo S,
,|ﬁﬁ§#¢Wﬁ‘;J)ijgg;?géJl°l
O ey bivs o

Nesinge g G5 JSls culeads
(Gl 3 el 3 (gl g ) 058 s 052 e
a5l B i b e /SIb o S
b AV elss S S g B b el
R N g W RO IS R
2 ki (Sl ¢ ol slan JolSY 5 2T (55,2

oo 38 gl o i
gl g2 2 92 55 Sl ol

Y 2 8l 5B i b gl L5 e
52315y g3l el s colins Wl 5 550
B o - o 1 il sl 30 g
ﬂi‘dﬁ/ﬁwjﬂulfjw@uﬁvww
205 b 4 o i o gl 2 S

e Al

sa0N > Gy ds s calenss
2l SS3 g eles S ol s plee
S Pws,S bl 50321-8232440

9l o gl

ol 5 gy S5 Job clss o S el
der) 2 J s 2 o) oo o gl ol S S
g shoy Sy sl JeSwe o culsd gl
wwe|y|;d.\a_,b Yebuﬁ.\b.a
|‘;>Nel>ﬂ‘5.h5.hlf7‘;).\.bwl5u
B > el B 2 0 e Ot
o s ¢ gy 25 las cut ) 2
.}MJJ@A@AM

il O lad
Pl hasd s s fols g S Jus clas

& &}49 5 > Ol [ iy 55l o3 30
S ol SN

Directorate of Complaint SHCC 1




SINDH HEALTH CARE COMMISSION (SHCCQC)
Quality Care for All

PERSONAL INFORMATION OF COMPLAINANT
ATy (7

ﬁhé'.’sggjbﬁﬁ%m

SECTION 1
g/ g oSy

A. Pgrsonal details
eI i

Title (Tick the relevant Box ] Mr []Mrs [ Ms [ ] Other

(LBt 3 " i N
. s / bz o | ima | I b colsy) s | (U eolon £
(olts g o pli)iles | T T agra | o7 wize f ( ) | (S eolen)

First & Last Name of Complainant
el AT (L‘Ku:’f ok
(2 52 5o ilS Slo 2l JU g2 S el

Father’'s/Husband’s Name
i /My - rtg/";’/,dl;

CNIC Number .
AEE S il et
i)l i o Juseglss

B. Contact details
Joas 2 o, | JF S

Current residential address
/ C;:G'jpuﬁ}"

‘,;gg:ﬁu)o:‘,?‘,»

Write postal address
(if different from residential address)

(oA lS iy 25l i) sy o JLS

Email address (If any)
(morimn) e | GRS I

Telephone number Landline Mobile
oo [ AGE | o | N S | flse
Preferred contact method [_] Telephone [ ] Mobile [ ] Letter [ ] Email
ool o al, | A AEHED |yl [ 0 Bl [ Sl b/ F U Jod

C. If you arefilling on behalf of complainant, complete the following, otherwise go to section 2.
_uf(g42/Jir;/5Q/4Llé£é;w‘a/!/@nqgﬁcdf&ﬂ/q@.’jﬁ

529 52 i s 35 3 S s J3iud 5 sl Ly S5 S ol ol b s el b 55 p e

Title (Tick the relevant B
(Tick the re ef\//aT c)x 0w [] Mrs. [ ] Ms. [_] Other
(ﬁt‘fﬁﬁji Sl [ Sl | e [ e | T | (ieoli) o | (2ot
RV O A -

First & Last Name of Person
NSy,

Father's/[Husband’s Name
s i /Al - (tb//:;/,du
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SINDH HEALTH CARE COMMISSION (SHCCQC)
Quality Care for All

Current residential address

}:ﬁ‘;’}jujbéﬁy / Q&Q/uﬁ!‘

Email address (If any)
(52 1) pslendl | GG )

Telephone number Landline Mobile
riosids | ADE | i | Y S ] fls
ggrusroﬁ?,!,?,t(')opjchgﬁ,é"&t@?vices [ ] Parent |[]Guardian |[]Spouse |[]Friend |[]Other
(Tick Relevant Box) . ) P Speci
2 KT ok 2 | A ety Sl ps s (Please Specify)
e 22 K.;,u;m‘é;y/?wfu‘i J’ oa-Ub v o - (S L
Lot | & (ool o
540 585 2 s gl ol s e gz pab pr
(Bl 5 J 39 2
Is this person deceased? L] ves - [] No _
S o JEK, «f?w v If “Yes” attach the death certificate If “No” go to the next section
e “;/[ 1% s . _ S b P .
] s S g il | (LIS el & eriu D) Uy (=Es i 3 U D U7
i i T (A o i e 0057 i) b (53 381575 2 i) 5
SECTION 2 FIRST POINT OF COMPLAINT
21 93 /23§L 'Q&JL'/&M%@
: sk s b S S hedss
[ ]Yes [ ] No (if “No” than go to next question)
W/ b Ui i3 U T U/ (b Yy 5 opiian) s

If yes, mention date..l; /08 43S/ pldler jo s 55 padioe
Did you lodge a complaint

about this event with the Day---------- Month=----------- Year----------m-
healthcare establishment, o v Ju
where this event happened? | o oW Jl

S e [ e SE e Y To whom:

OE"&':/UW%J’/C/J LIPRVEONN) JLJK»—’ZQ

cono [ Jipl colSd 2 Al e 05 b | Write outcome/result of that complaifitse Additional sheet if required)
€ T e pa3l p0l > b S 505 05 - PN _
AS A BASEREA | (S I iy e p D6 St TS

(6 8 S N3 28 625 75 2 I) by Jraaib el s/ Jad

[ ]Yes [ ] No (if “No” than go to next question)
/b Ui 13 U T U/ (b Yy 5 opiionn) s

Did you lodge your complaint
with any other agency?

ét/(‘f{}(/}/ﬁ'zﬁ’u’(%@&'.@-;"g

If yes, mention date.; /508G T/ bl lis 505 b pdione

. | Day---------- Month----------- Year------------
i
: . . R g Ju
b eolos &yt il a8 oS esly | s g Ju
f o s
To whom:

U)U@bwlb.w/ L}/ngrcq,é
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SINDH HEALTH CARE COMMISSION (SHCCQC)
Quality Care for All

Write outcome/result of that complaiutse Additional sheet if required)
(S U563 T e 2 )6 5 Koot § TS
(6 568 I S5 0555 70 1502) Bl S ey i | fad

[ ]Yes [ ] No (if “No” than go to next question)
W/ b Ui i3 ST U/ (b Y ymionS157 5 opiian)

If yes, mention date..l; /08 43S/ pldler jo s 55 padioe
Did you lodge a complaint
about this event with SHCC

Day---------- Month----------- Year------------
before? o o Jo
qt{ﬁ/‘f{ Ve Sosdle 1L T | o8 e Ju

e 17 : :
e 012 Write outcome/result of that complaitse Additional sheet if required)
syculodg oSl |l 55 > . .7 -, -
el g uhfdg;@ }'T;:y ¢ «(Q/JWI)EK(}L}Uﬂ:,A//ﬁ) !ﬁ.ff L[K.»./J{zd/_,ufﬂ
SRS (6 548 S N5 8 533 23 r) il Jinaii el s [ ocasd

COMPLAINT INFORMATION

Jﬂ[éq@
olegrecobeglss

SECTION 3

o5 | 3 &L

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

(@”JW"&VLJU;Iuf@ut‘ﬁufé_léw&g/nu)?‘ad/dﬁéurqgﬁ
(5N it 59,5 0300l 2 ol 05 4253 3 S JolBY) AT B o el

A[] Healthcare Service Provider (HCSP) B [ ] Healthcare Establishment (HCE)
PEE | 300 il sy ats o rcono JCL"/ T pe | ol 5sss sl sy iy rcons

A. Healthcare Service Provider (Include details and use extra paper sheets if irequ
RS/ (et Bl 20 555,56 5 Jwrall) 500 ol by sindin g gor s

Name of service provider:
(L'K;/'Lé{u? [ 6 12 585 a3 3 g

Registration Number:
AR 3 e ) )

Name of Organization/Hospital/ Centre/lndividual Owner:
il JCr] o] a1ssf = - s g o gl i/ o i 5.

Type of service provider [ ] Doctor [ ] Nurse [ ] Dentist [] Other(Please specify)
ISP LLE S s 9 AU (g erlon) Ly
SN 2 5D bl by e o g e Aol o Al i3 (socelss) s
Telephone number Landline Mobile
asids | AOIE | Fukd [ s Slpe | Sl
Address
-
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SINDH HEALTH CARE COMMISSION (SHCCQC)
Quality Care for All

B. Healthcare Establishment(include as much as details possible)
JC;!/(J.‘.”J;{JOJ:‘HMQJW)?//J /(‘g&l{M@bobMJ-\@ja’.)xu3*35NbéoﬂJPOﬁW

Name of Manager/Administrator:

E LR S = 6 g 2 it e

Name of Organization/Hospital/ Centre/l ndividual Owner:

ol Joe1 [ 16 aotss = . U or ol 3 51 g [ i 5.

Type of Healthcare
Establishment Specify:

e IS pa o | iy ol

A g g ol 3o bl B0 il sy cmo |y Sl

Telephone number Landline Mobile
o [ AGE | o |y S ] flse
Address
=

SECTION 4 MY COMPLAINT
232 / 468k =62
ol e

a) Kindly provide a short summary of your complairt.id useful to includevhat happenedwhen it
happened andho was involved? If you need more space, pleaselatiaparate page to the back of th
complaint form. Please attach any relevant document

ﬁ-ﬂ4fd$é£(/l§gﬂ?%p/;ﬁJ,@a}&/’/‘ﬁl-@&:"u:{uﬁ”&bmlyzb/(:lyzgf‘g‘/flUt‘gd,ﬂluﬁ/‘ggqﬁ&.l&g/au ()
_Q/u@c;l?‘au’géh;Tz;uJé/ch;ql{ﬁ

ot HS1 3 S s Sy S 0o pISer p] Wjle p g 5 (IS 5 o 5 sl SE000 S35 g8l bl et piine gl S Sl e ()
- i skt JBY o o 50 Sl - Gl 2 p el

Directorate of Complaint SHCC )
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SINDH HEALTH CARE COMMISSION (SHCCQC)
Quality Care for All

b) Nature of harm experienced by the patient/client as a result of the received treatment
(Kindly tick the relevant box(s)

(BB AL 362000 e IS ANT LnZE o e Lind S b [P (L)
(&l Sl R g5 Sl ) s 5 2 plats Skiongy oS e S 5 Jools ol / s 10()

[Death /=» / w,
[JUnconsciousness e / 5
[Jimpairment or loss of mental functions A Ut 5™ LS 66N | 5,50 m g les b s g i 2
[CJExtreme physical pain doxit™ /| puciu g p
[]Protracted and obvious disfiguremenu/‘éﬁ z@v’i - / P T [ G P NP S FreY FRovc
[_]Impairment or temporary loss of the function ofaality member/ organ.

ﬁb{f&uﬁjdﬁﬁu/if)'/t//ér“ﬁ’ / 0,05 A 2 sy [ pan s b ah g o> 4D 2 puir
[_IBodily injury which involves a substantial risk @éath

mmfwc.u?mu"ic)’wtfﬁu/éﬁ /wﬁaﬁlﬁaﬁoho@ebﬁy{kéﬁﬁ'ﬁg&w&gm
[l Permanent loss of bodily functiont,t@&/?/kf" (’ / 8ok 5 osb Jias o
[] Other(Specify):

(L eolo bs | (calon m

c) What is your specific request to Sindh Healthcapen@ission (SHCC)?
8 AT 53 a3 oo ol 50lS e e dp i /S e P PES T e Pk

SECTION 5 AUTHORITY
5&L [ 20zl sl [

The SHCC is required to give the information abthg# name of the complainant and nature of y¢
complaint to the HCSP/ HCE, although in specialcemstances the commission may withhold t
information. If there are valid reason for doing.l§ you have any concern about the release of yaunen
and/or complaint, please mention the reasons

Vst e ST G it ga o L Uss s el 2 U e lblon PG i K d P /A2 et 3 S ke S T 6 TP 0
-uﬁ”g..:«p?;d/u’!(}g/ol/,;‘Lu'ai}fl[..{!’/?'g/d/(gol.}’”Jo{]d/;{,ﬁ

Aol glews go L6 5 5k aedsilb/e JU o S ol sippion pob el b gl ppise

ur
his
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SINDH HEALTH CARE COMMISSION (SHCCQC)
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SECTION 6 ACCESSING HEALTH INFORMATION
68L [ ot IR e W WSy R

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

,E/J’bahkf:ab"gj.Lébd/c«;&J.,Tu’tf.ﬂfiu.fu’ﬁfjf/a?iﬂd”yc;gf‘j’udywd/wwzd/‘j"baqu’g;/J’
(S Fr e bndu (TE St Wf 2LT)

38 wlaghan o S ol ol 2 a3 S (e (e 5 sk ol 000 Y o ol ol 5L 52 S 2 (53131 S oal b 5 s 52 o g s
S P W TP
e L0

A. ]I am complaining about the health services provided to me and authorize the SHCC to access |
personal information for the purpose of handling tomplaint.

di"{c'_u"fd/él;//(/.:q@gjljnauﬁ/ﬁfun&) /Q}/Wl/ﬂ/;iundb/pl/@;;/“@Jﬂ{&.‘:"mkuﬁ@/“,i@ﬂi"@lu.'f ()
4.&/’1}4&&!&"3!5(}/&1’?;6&

(S3356 g 0le B Jole Sl Bl Jral i pigia sV E ST a8 S0l sl S g gl el e S0k Sl 5T (W)

Signature Thumb Impression
,Lg/) / e ul‘ﬁb/ifl /‘;Lﬁ‘u_,aé,?[

ny

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 ferpitrpose of handling this complaint.
<U}€G:)/LZ)/‘L‘IP'IKL/JIB:,L)L’”/:()AI&/ﬂ[&.‘ﬂm@m:_u.’/.d/élu/g/?q@u’lmy@/ﬁyﬂiKJ?UM://?// &/l}gfu’luﬁ (u)

2o Jolleslan g il b S e 2D et Tans e o Blod 2 o) NS SenlBi b 55 50D e 12 ior bl o [ )5 g2 i 2 ol ()
-é/‘;OLESJLﬁ:"I

Signature Thumb Impression
8) / e ul‘ﬁb/if/l /‘;Lﬁ‘u_,aé)?[

C. If you are making this complaint on behalf of someone else, please have them sign by that
personand complete the following:

_q://,:,#?(j&{rjsﬂlu:/l/’/b’;’)Lgf;u’l/.:o/@’éfu’)é?d(ﬁ//?/'/@/)&,lﬁ‘;d}&ulu/;fl//fl @)

i 3 b gz p 0 B rno ol pasdol g Jea J3cun 5 sl e, [ Ly SIS JohenlBa gl b o peS ol 5 IS (7)

[ ]I understand that (complainant NaME) ----------========mmmmmmmmmmmmmmmeeeeeee IS making a complaint
about the health services provided to me and authorize the SHCC to access my personal iftbom for
the purpose of handling this complaint.

/Qid:’/ﬂg&bmkﬂlﬁb’/ﬂl}éﬁggﬁ// Q/i/@/}&,@dﬁ@/&é@wu’lcqtgdﬁ‘ ((L%M/qg")f‘aké
<¢./'/JplaéL//J:,L)L’”(}Ud/c;ubf.d/élu/g/vqﬁgﬂu;"ngzu/"’/flJ/UM&)/ Go
S, 523 550 ol 3 S 050 550 Bl ) [ 5y J o Sl b 2 e 20l b e (S 2 S cnls) s Al 1 S o5

ool i il shas b igue oS Blod o syl Senlaips pp s o ppdsne 5 5/ S0kl sl b S e o tds

Signature Thumb Impression
) / e Uwgi}?’ /QL:J‘P%;I‘,?T

Directorate of Complaint SHCC 7



SINDH HEALTH CARE COMMISSION (SHCCQC)
Quality Care for All

and for -/ - y/.
[ ]I authorize SHCC to speak the complainant about the health service/treatment received.
_;/ﬁcaﬂi’zgﬁuﬁ;}@L@&Zéﬂl)én}fu;fc‘&;/ Q)JQ’/&“J{A"'E};‘U:
(S ol S ol g5l 2 g Jio ool 3 S 030 5813 3/ S0l bl S e fuls Tauple

Signature Thumb Impression
Lg/) / e u@(é:ﬁl /‘;U‘u_,a‘_;,?[
ACKNOWLEDGEMENT

o3l [ bt

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

-u,?o//}ol.}”(ggd)/v}'&flbférkz_/
(Pl e g gilan bl arigro o slao g yous Jiblr o

Signature Date
@’ké/b?ﬂ) CUU /‘ZJ/‘;‘

Before sending thisform, kindly check that you have:
0055 st e 5 e 4 SIS Bl g0 o 55 0 | 1T 5 Belirisdie (8
[ lincluded as much as relevant information as passibl
@Télﬂ’lgs,olﬁ,wb‘,lu‘}gxf%gubobﬁ,a / _ujfd)wguujdgal.)’ﬁﬁgf?
[ ] Given details of HCSP/ HCE, you are complainibgt.
A e gls ped o o Wl deas ol | e Sl Siups] eSSt S £ 2T
] éléarly identified your concern.
50l 28T 5, 5b Josma )8 dio gy / <‘Ld}mﬁ/‘:/)‘l’(‘j’}£ﬁ&.’
] Answered Section 5: ;Authority and Section 6: Asieg Health Information.
oAl B3y br Sl oilislo slascnbicona 16 She o bl :5 Sy / ,‘Lg}z_}yﬂﬁg‘év/bfatk’d/d’ﬁZ;m pivd ’&ujg
[ ] Attached E:opies of CNIC and cbpies all Sl]ppordngumeanlease do not send original documents).
/—wd}/ua’}' Jﬁf'u((u:.’f’;;pLLJQLK&‘;LBJ"@W,!/,):AZ;%u:bxu"l’"/c-.c/ﬁnm{&étid}
(50895 aslas Jool g, 3 ) 08T L ol Ji o s s s sl g
[ ] An Affidavit (Accepting responsibility that thisformation provided is true)
(@Tw)aaln,w‘}ﬁbpbuw&;b‘bﬁé)lws Wl o opgir) 5ol o 2 / _ujé‘.)/@?’;/’ (c‘-éfd/d;;"dm:_}d/fuJylk’fd;uﬁgﬁ),atbﬂf
Please send complaint and supporting information to:
I e s gon 3 o o | o5 gt s b8 ol g o Sl o
The Chief Executive Officer (CEO)

Sindh Healthcare Commission
Suite # 309, The Plaza, Block 9, Clifton, Karachi

For online submission of complaint form, Go to SH@WEb pagevww.shcc.or g.pk

(8l ) il 53 0 S iy /i"’:;i:g/://i 2
e 2o & T ﬂ{[%w,«/

gf'lle td;jlscgbm tb}{ida 309 _reed &l g . .
.,;;l“_.;www.shcc.org..bk @e&ﬂm}‘f‘;ﬂ‘fd@lu@ili’gb&f&yo‘i -@!/:J“K@Jl},rqu;dw/.‘ar
www.shcc.org.pk :uf/lggu@-,awQJ-LZ-’/@AJUUT%@@'
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SINDH HEALTH CARE COMMISSION (SHCCQC)
Quality Care for All

Please Note:
It is an offense for a person to provide false nimfation to the Sindh Healthcare Commission. In sachse,

that person will face a penalty up toRs. 200,000/=
e LG A2 2200,000 4L isi A1 p b sl 0 20 1ot sl P L ki s 3 20kl
A S S
- 5 ot 25 95 (5806 10,200,000 /- 5 i o g5 90 5381 AT 2535, bl Bl plas 6360 S (a1 &b S W painii 4 i

Privacy Statement:
The Sindh Healthcare Commission will not disclosarnjinformation to any third party unless it is ueed to

resolve the complaint.
| FICH TR AW, 79
(P28 ,o N Jo el Bl Sl NS 5 eal 3 S 32 i o glan 2 ol 55 e S s S

ACKNOWLEDGEMENT SLIP
ey & 0 / /..‘f‘“/d/d)‘a’

Complaint number: Date:
/‘"’:‘é J‘“‘"‘?"!'.lé“2 Z'@/lﬁ' / E“)ti
The SHCC acknowledged the complaint submitted ky/Nits./Ms S/DIO
_c‘_él/'/(‘j;{,&d. ,35}/:/'/./))5 .a"/)/r;’) fcﬂ-t‘/&ﬁﬂ[&%"ay
(Pl gofbedss g5 ey e S [ 3 g o 52 B g el )

The SHCC will update you regarding actions on yaamplaint.
sz_/é’”/.;;’aouﬁuLungéqéJ_;T‘fﬁ{,’[;‘:up

33 AT S b sedbedos ool gl o
Assistant / w1 / s
Directorate of Complaint / wig X715 /ot Sy, sy 5
SHCC / 56EIAr | o ol

OFFICE USE ONLY

ol Go | L L1 L 55

“Complaint reference No.: Date:

SN | s Y prcalins Bt | s

Type of Complaint: [] Service Provider [] Health Establishment

et il | Noedos L oo b St/ L] 35 0000 Jagal
Category of Complaint: [ ] Managerial [] Treatment ] Behaviour
Al | pi pedes G 1] eyl G =t/ e 0 e ey ps)
Complaint lodged: CJOnline [ In writing [ In person
EENEHOM PSS /C‘@/C/’(/qéz ngT/JUuT 4:/;1’64; //ﬁc.ﬁ 4:/;1’&15 /‘:;u:ﬁ,),bg”ls

Notes: /5 / iy
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