
 
 

 

 
 

 
 

 
 

 
 
 
 
 

 
 

 
 

  
 

 
 

                                                                          

 
 

 

                                                                                    
                                                                                  
 
                                                                                  
                                                                                
                                                                                  
 

 

 

 

 

 

 
 

TEXAS DEPARTMENT OF STATE HEALTH SERVICES
 

P.O. Box 149347
 Austin, Texas 78714-9347 

1-888-963-7111 
TTY: 1-800-735-2989 

DAVID L. LAKEY, M.D. www.dshs.state.tx.us 
COMMISSIONER 

COMPLAINT TRACKING NUMBER (office use only):___________________ 

*PLEASE SEE BACK PAGE FOR FILING INSTRUCTIONS* 

COMPLAINT FORM 
PATIENT QUALITY CARE UNIT 


REGULATORY SERVICES DIVISION 


Name of person making complaint_________________________________________________________________ 
(not required if person making complaint wishes to be anonymous)
 

Mailing address of person making complaint (not required if anonymous)_________________________________ 


City, State, Zip of person making complaint (not required if anonymous)_________________________________ 


Phone number(s) of person making complaint (not required if anonymous)________________________________ 


E-Mail Address________________________________________________________________________________ 


Relationship to patient(s) (not required if anonymous)________________________________________________ 


Name and  d/o/b of patient(s) (required) 


 ____________________________________________________ 

 ____________________________________________________ 

 ____________________________________________________ 

Name of facility (required)_______________________________________________________________________ 

Physical address of facility_______________________________________________________________________ 

City, State, Zip of facility________________________________________________________________________ 

Date of admittance______________________________________________________________________________ 

Date of incident________________________________________________________________________________ 

Current patient? ______If no, date of discharge_______________________________________________________ 

An Equal Employment Opportunity Employer 
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Questions to be addressed in the narrative: 

1) What happened, who was involved (i.e. staff, family, visitors, other patient(s), etc)? 
2) Is your name releasable or do you wish to remain anonymous (if anon, no follow up or results will be 

given to complainant)? 
3) Are there any witnesses to the incident? 
4) What actions have been taken (i.e., spoken with administrator, director or any other staff members)? 
5) Are law enforcement agencies involved? 
6) Are any other state agencies involved? 
7) Has the facility tried to help you resolve the issues? 
8) Do you have knowledge that this has happened before to the same individual or to others? 
9) Does this complaint deal with billing issues? If so, please attach copies of the bills and any other related 

correspondence from the insurance and/or health facility.  

NARRATIVE 

An Equal Employment Opportunity Employer 
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ATTACH ADDITIONAL SHEETS IF NECESSARY 

Upon receipt, your complaint will be entered into our tracking
system and given a number. You will be sent a letter informing
you of this number as well as a contact persons name and phone
number should you wish to inquire as to the status of your
complaint. If my complaint would be more appropriately addressed
by a different agency or society, I authorize DSHS to forward my
complaint to that agency or society. 

Signature Date 

An Equal Employment Opportunity Employer 



 
 

 
 
 

 
 

 
 

 
 

 
 
 
 
   

 

 

 

  
  

 
 

 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
  

The Texas Department of State Health Services (DSHS) Health Facility Program 
reviews complaints related to patient care and services that are provided at a healthcare 
facility within our jurisdiction, which includes:  
 Abortion Facilities (complaints against this facility type must be in writing and 

signed)
 
 Ambulatory Surgical Centers 

 Birthing Centers 

 Comprehensive Out-Patient Rehabilitation Facilities  

 End-Stage Renal Disease Facilities 

 Freestanding Emergency Medical Care Facilities 

 Hospitals
 
 Out-Patient Physical Therapy or Speech Pathology Services  

 Portable X-Ray Services  

 Rural Health Clinics  

 Special Care Facilities
 

Complaints will be reviewed by professional staff at DSHS to determine if the 
allegations are within the regulatory jurisdiction of the Texas DSHS. Additionally, 
complaints are generally not accepted if the allegations relate to issues which occurred 
more than one year from the date of submission. Please note that it is difficult for DSHS 
to verify complaints regarding attitudes of clinical staff or other facility staff. Therefore, if 
these types of concerns are included in your complaint, they will not be addressed in the 
complaint review process. 
Attach copies of documents which may support your complaint. Please do not send 
originals.  
Types of complaints not within our regulatory jurisdiction include: 
 Billing issues.  Except for hospitals, in which case the complaint will be sent to 

the hospital and the hospital will conduct an internal investigation.     
 Nursing homes, hospice, and home health agencies.  The Department of Aging 

and Disability Services (DADS) has jurisdiction over these facilities. The 
complaint phone number for DADS is 1-800-458-9858. 

 Care provided by a physician in private practice (such as a doctor's office or 
urgent care facility). The Texas Medical Board (TMB) has jurisdiction over 
physician practice. The complaint phone number for the TMB is 1-800-248-4062. 

Should you have any questions, please contact the DSHS Health Facility Program by 
email at hfc.complaints@dshs.state.tx.us, or by phone at 1-888-973-0022. 

An Equal Employment Opportunity Employer 
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To file a complaint about the treatment you received, please complete this form and 
mail, fax, or email the completed form to:  

If by mail: 
Paula Moore 
Patient Quality Care Unit (PQCU), Mail Code - 1979 
TX Department of State Health Services  
PO Box 149347 
Austin, Texas 78714-9347 

By fax: 512/834-6653 

Email: hfc.complaints@dshs.state.tx.us 

Note: You may either provide your name or submit your complaint anonymously. 
Providing your name and contact information enables the Texas Department of State 
Health Services to contact you about the actions taken in response to your complaint, 
and contact you should additional information be needed.  Should you submit the 
complaint anonymously, contact with you will not be possible.  

An Equal Employment Opportunity Employer 
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