
DME Complaint Resolution Form
SEMO Vision Care

Date: _____ / _____ / _____
 
Patient Name: _______________________________________________
 
Patient Telephone Number: _______________________________________________
 
Patient Health Identifier Number: _______________________________________________
 

Details of Complaint:
 
______________________________________________________________________________
 
______________________________________________________________________________
 
______________________________________________________________________________
 
______________________________________________________________________________
 
______________________________________________________________________________
 
______________________________________________________________________________
 

Details of Investigation and Summary of Resolution:
 
______________________________________________________________________________
 
______________________________________________________________________________
 
______________________________________________________________________________
 
______________________________________________________________________________
 
______________________________________________________________________________
 
______________________________________________________________________________
 
______________________________________________________________________________

   

Completed by: _______________________________________________


