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Complaint Form 

Patient Full Name:  

Date of Birth:  

Address:  

Post Code:  

Contact Email Address:  

Contact Telephone Number:  

 

Complaint details: (include dates, times, and names of Pall Mall Medical personnel, if known) 

 

 

Patient signature:   

Print Name:  

Date:  

 

Please return this form via: 

Email: complaints@pallmallmedical.co.uk  

Post: Pall Mall Medical, 61 King Street, Manchester, M2 4PD

mailto:complaints@pallmallmedical.co.uk
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Please return this form via: 

Email: complaints@pallmallmedical.co.uk 

Post: Pall Mall Medical, 61 King Street, Manchester, M2 4PD 

mailto:Management@pallmallmedical.co.uk

