
Forma de Queja del Paciente 
 
 

 

Descripción del Queja: 
Nombre de la persona iniciando el reclamo: _____________________________________________ 
 
Relación al paciente: _________________________________________________________________ 
 
Dirección: __________________________________________________________________________ 
 
Número de Teléfono: ________________________________________________________________ 
 
Nombre del paciente: ________________________________________________________________ 
 
Fecha de nacimiento: ___________________________________ Fecha de servicio: ____________ 
 
Descripción del tema o problema: 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
Un resultado aceptable seria: 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
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