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Important notes
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e A copy of the patient's ID card and
Complainant’s ID card (if it is not the
patient himself) must be submitted
along with the complaint form when
sending it to the Medical Complaints
and Investigations Sections.

e The complainant should complete all
required sections before submitting the
form to MCIS.

e All information is treated discreetly and
with credibility.

e A written notification will be sent on
receipt of the complaint including the
complaint number registered at the
Medical Complaints and Investigation
Section.

¢ You will be notified with the result of
investigation upon completion of the
investigation.

The following is not within the
jurisdiction of the medical complaint &
investigation section:

e (Consider claims for financial
compensation or provide any financial
compensation.

pdia g G yall Lpad ) Al e ddi Jlu )l oy @
i) Jlas ) e (s i yall (s Al 13]) (5 5S0)
Agall Clagall 5 (g ISAl audl (g SN 285

ol Ll ) 0 5 _Laiad) S ases e sy @
Agdall Cliganl) 5 g Sl

AL L8105 dy o Raidl) o sledl) e el @

M paaly 5 Sa L S ) Jl) S e
Aglall lagadl) 5 (o Sl and b dlaal) (5 S0

o s LY ) A Al il iy SNl S
S SAl G i)

clifailly o glSdll and Jao Glal Gad o gl
« dakall

e

s elaal) e dgalall iy gilly llladll 6 kil e

Sl g2l (e g g3 (g) aad




Retrieve the fees/cost of treatment or
provide treatment.

Intervene in the current treatment of the
patient, as its role is limited to the
review of the procedures carried out at
the facility under investigation.
Specify or give any recommendation
regarding treatment fees.

In case the complainant wants to
withdraw the complaint, a complaint
withdrawal form has to be signed.

The MCIS has the right to continue the
investigation even if the complaint is
withdrawn to preserve public interest.
In case the complainant is unable to
provide the authorization, his/her legal
representative or a first degree relative
can do it on his behalf.

The MCIS will not consider the
complaints that are not within the
jurisdiction of the NHRA, and you will
be notified of the relevant authorities if
possible.
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*Date of Filing the Complaint:

Patient Details o pall cilily
Full Name: -- - -1kl anY)
Sex: s oaial)
1 Male 1 Female s I A O
Date of Birth: ------- / y— JR— yR— 23kall e )
ID Number: (il o8 )l
Nationality RENEN]
[ Citizen 1 Resident i[O Ghlw O
Contact Numbers: sy ala
Home: ---- - J il
Office: . ) )
Mobile: — i)
Fax: --- oSl
Address: 20 gial)
House --------=--=----- Road/Street —---------- | = —mmemememeememeee- DT L TD) —— Jo
Block --------m-=---- Area - Aahaiall oo s
Email --- -- - 9 Ay )




Applicant details (if different than patient)
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Full Name: -- — o . L A )
Sex: ; s oeiad)
1 Male 1 Female P I Ky O
Date of Birth: ---------- /-- / / /- 233l Ay )
ID Number: (il o3 )l
Contact Numbers: IR RERY
Home: —------mmmmmm e e 2 J yall
Office: iS4l
Mobile: ~mmmmmmmmmmmmm e | e — - el
Fax: ————mm e s Slal)
Address: o)) gl
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Email:-------mmmmm e - - (s Y &y )
Relative Relation: ) el dla
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Complaint details
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The Complaint is against:

1 Doctor
[ Nurse

[ Allied
] Pharmacy/ Pharmacist
[ Health Facility

[ Other --

Name of the Health facility/facilities:

Name of healthcare provider(s) the complaint
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is against (if any): (25 )
1. - .1
2. - 2
3. -3
4. 4
Specialty (if known): SRR (25 0)) gl

The period to be investigated at the time of
the incident:

From / /

To / /

Have you filed the same complaint to other
judicial authorities?

L1 Yes No

If yes, specify: --- -
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Have you filed a complaint in the health
facility?
1 Yes L1 No

If yes, what was the response?
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Have you visited other health facilities for the
same complaint?
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If yes, specify: rada ¢ardy Ala Y CilS 12
Name of Name. of Duration of dagliall 5 s Gubl) acd L gal) ana)
Healthcare Treating Follow-up - (H) Laal) sl il
Facility Physician (from--- To ---) (—

Attachments: 28yl

o Copy of the CPR Al daladl (e das o

o Medical records bl sl o

o X-rays Ly o

o Models Glawas 0

o Medical Reports dub LB o

o Laboratory results A ide Qi A o

o Others (specify) () s il o

Approval for information provision
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e [ the undersigned, declare that I have
understood the role of MCIS in the
National Health Regulatory Authority
in the investigation of the complaint.

e [ also acknowledged that all
information and attachments submitted
is true and complete to my knowledge.

Patient name:

Signature:

Applicant Name (if different than patient):

Signature:
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