
 
   
     UT-Harris County Psychiatric Center 

  OCCURRENCE REPORT 
       (Compliments, Complaints) 
 

                 CONFIDENTIAL  

    (Do NOT Place in Medical Record)                                                                       (Addressograph) 
          

                                                  (Addressograph) 
 
 
         

Today’s Date: ______________________ 

 
 Compliment                 Complaint                 Other ___________________________________ 

            (Specify) 
 Patient  Visitor      Staff                Other _____________________________________ 

           (Specify) 
 

Date of             Time of              Location of 
Occurrence:  _______________       Occurrence: _____________            Occurrence: ______________________________ 
                                                                                  
  
DESCRIPTION OF OCCURRENCE:  ______________________________________________________________ 
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 
 
Patient___________________________   Address:__________________________________ 
 
Signature:_____________________________________ Date:_____________________________________ 

 
OR 

INFORMANT:                                                      
 
 

Name: _____________________________(if not patient)  Signature:_________________________________
       
Address: _____________________________________    Title:  ____________________________________ 

Relationship to Patient: _________________________  Phone No.:________________________________ 
 

 

 

 

 

 
 
 
 
 
 



 

DEPARTMENTAL USE: 
 

 

Date Received: _________________________      Received by: ___________________________________ 
             (Please Print) 
         

     Title: __________________________________________ 
 
FOLLOW-UP:       ISIGHT#: 
Remain with: ___________________________________  Service Area: ________________________ 
 
 
 
 
 
Resolution: ________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

By: ________________________________________________      Date:  ______________________________ 

 
OR REFERRAL 

 
RROOUUTTIINNGG  
 

By:  ________________________________________________  Date:  ______________________________ 
 

To (Name): __________________________________________ Department: _________________________ 
 

ISight #:  ____________________________________________ 
 
Resolution: ________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

By: _________________________________________________              Date:  _________________________ 

References:   HCPC Patient Complaint/Compliment Policy 

Related standard:     

The Joint Commission : Ethics, Rights, and Responsibilities 
 


