
Patient Privacy Complaint Form 
  

Patient Name ______________________________________________ Date of Birth _____________________ 

Address __________________________________________________________________________________ 

City/State/Zip______________________________________________________________________________ 

Telephone ________________________________ Fax Number ____________________________________ 
(Include area code)        (Include area code) 

 

 

Please describe the nature of your complaint: 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

 

Name of Patient or 

Personal Representative (PLEASE PRINT)__________________________________________________________ 

 

Signature of Patient or 

Personal Representative: ______________________________________________ Date: _________________ 
                                              (If Personal Representative, include a description of authority to act for patient) 

  
 

Please submit this form directly to:           
 

Privacy Officer 

Gerald Champion Regional Medical Center 

2669 North Scenic Drive 

Alamogordo, NM 88310 

If you have any questions, please contact the Privacy Officer directly at 575-443-7857 
 

 

For GCRMC Use Only 

Date Received __________________________________ 

Date Response Provided to Patient _____________________________________________________________ 

Signature of Employee_______________________________________________ Date ___________________ 

Print Employee Name & Title_________________________________________________________________ 

 
 

                               
 

GCRMC Form# HIPAA8 5-12 

 

GCRMC Form# HIPAA8 5-12 

Patient Identification 


