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State of Rhode Island and Providence Plantations

Department of Health

Board of Pharmacy

3 Capitol Hill, Room 205

Providence, RI 02908-5097
(401) 222-2837

Hearing-Impaired: (800) 745-5555 (TTY)

COMPLAINT FORM

COMPLAINT REVIEW PROCEDURE
1. All complaints are reviewed and processed by the Board of Pharmacy.

2. The complaint is referred to the appropriate Board or Division within the Department of Health.

3. The appropriate Board/Division will make the determination of whether or not the complaint falls within its jurisdiction as defined by law.

4. The appropriate Board/Division will notify you in writing of its determination regarding jurisdiction of the complaint, and its decision to open or not open an investigation pursuant to your complaint.

5. The investigative process related to the complaint will begin upon authorization of the Board/Division.

6. The health care provider(s) named in the complaint will be notified of the opening of an investigation.  The health care provider(s) will be provided with an unedited copy of the complaint (unless otherwise directed), and will be requested to respond within a specified period of time to the allegation(s) outlined in the complaint.

7. The investigative process may be lengthy in the event that medical records and other pertinent information may need to be subpoenaed.  Statute requires that all aspects of the investigation are to be kept strictly confidential.
8. The appropriate Board/Division will provide periodic updates on the status of the investigation.  Once the appropriate Board/Division has opened a complaint, complainants are not to contact the Board of Pharmacy to check on the status of the complaint.

9. You may be requested to appear by the staff or the Board as part of the fact-finding process, and/or to give testimony at an Administrative Hearing.

10. After a thorough, impartial investigation, the Board/Division will render its finding in regard to the complaint, and will notify you, in writing, regarding its decision.

DIRECTIONS

1. Complete the form by typing, or printing with black ink, all applicable information pertaining to the complaint.

2. Be as clear and concise as possible, but also provide all pertinent information to the complaint. Incomplete information may delay the investigation of the complaint.

3. Sign and date the form.

4. Complete, sign and date the Release of Information Form (page 4 of the Complaint Form), since this will facilitate the investigation of the complaint.

If there are any questions regarding this process, contact the Board of Pharmacy at the number listed below.

(401) 222-2837
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Docket #: ______ - ______ - ______
RHODE ISLAND DEPARTMENT OF HEALTH

DIVISION OF HEALTH SERVICES REGULATION

COMPLAINT FORM

Complainant Instructions:

· Type or print in black ink.

· Complete all questions below.

· Describe the complaint in a clear and concise manner.

· Sign and Date the form.

PATIENT/CUSTOMER INFORMATION:


Last
First
 
MI

Address:




Phone #: 



Complainant (if different from above):


Last
First
 
MI

Address:




Phone #: 
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Relationship to Patient:
HEALTH CARE PROVIDER INFORMATION


Last
First
 
MI

Address:

Type of License (MD,DO, Etc)







Phone #: 






(Note: use a separate sheet of paper to list





additional health care providers.)
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Facility:

Managed Care Organization:


 Name



 Name


Address



Address


City/State/Zip



City/State/Zip


Phone #



Phone #
COMPLAINT INFORMATION

Name of Licensee (if known):


Last
First
 
MI

Business Name:





Business Address:




Phone #: 



Description of the Complaint:

Describe in detail the incidents that led to your complaint, noting the dates and times that the events occurred.  List the name and address of the facility, and the names of all individuals involved in the complaint (if known).  Attach additional pages if needed.  Attach any copies of documents supporting your complaint (i.e. medical records, prescription receipts, cancelled checks, etc.) 

Additional information or materials attached?
 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

VERIFICATION STATEMENT
I hereby verify that the foregoing statements in this complaint are true and accurate to the best of my knowledge and recollection, and do affirm that this complaint is filed in good faith.


Complainant Signature



Date

SUBMITTING THE COMPLAINT FORM

Mail:

· Completed Complaint Form,

· Summary of Complaint (with any additional pages), 

· Signed Verification Statement,

· Signed Release of Information Form (Page 4), and

· Copies of all pertinent information or documentation that pertain to the complaint,

To:

RI Department of Health

Board of Pharmacy

3 Capitol Hill, Room 205

Providence RI 02908-5097

State of Rhode Island and Providence Plantations

Department of Health

3 Capitol Hill

Providence, RI 02908-5097

AUTHORIZATION FOR RELEASE OF

CONFIDENTIAL HEALTH CARE

INFORMATION AND COMMUNICATIONS
I, 

, hereby release to the Rhode Island Board/Division of 




 any statements, reports, memos or medical records regarding my medical treatment that the Board/Division may require or subpoena of 





.


(Name of Health Care Provider)

The purpose for this release is to grant the Board/Division the ability to discover information relating to a confidential investigation.  I agree that the Board/Division listed above may use this confidential information and communications at any hearing which the Board/Division may need to conduct relating to this investigation.

I may withdraw this authorization at any time.  I must transmit any revocation of this authorization in writing to the Board/Division listed above.  I understand that state and federal law protect these records and communications.


Signature



Date
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