
This is an Interactive PDF Form. You have the option of filling in this form 
electronically. Using the “TAB” key, move through the form OR put your cursor 
on the line or box you wish to complete. Type your data OR use your left 
mouse click to fill in check boxes. You do not need to fill in every line. When you 
are through, you can save a copy for your records (File + Save as) or print

Physician Notification of Concern/Compliment 
Patient Name: 

Date of Event: (MM/DD/YY) 

Concern            Compliment 

Patient DOB (MM/DD/YY) 

Reporting Physician: 

Response Required?    Yes                    No 
Please provide details of the event: 

Please Fax To: 519 – 472-3257 
South West LHIN Review of Event/Outcomes 

Reviewed By:   Date Reviewed: 

IN OFFICE USE ONLY - INSTRUCTIONS FOR PCAS: 
DO NOT UPLOAD TO CHRIS 

PCA to upload this form into ETMS ensuring "Reported By" field is Primary Care 
"Regarding" field will be determined by whether it is regarding the South West LHIN, Service 

Provider or Patient.  Purpose of form is for physicians to relay concern/compliments. 
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