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INVESTIGATION FORM
Our ref:

Your ref:


	Full name (including title)

	

	Address (including post code) and telephone number

	

	Name of optometrist / dispensing optician (if known)

	

	Name of optometrist’s / dispensing optician’s practice address (including post code)

	

	Are you in possession of any relevant documents (prescriptions, copy correspondence etc.) which relate to your concerns?  If “yes”, please list in the box below and provide copies.

	

	Are there any witnesses to any of the events which occurred?  If “yes”, please provide their names in the box below (together with contact details if known).

	

	Have you reported the events to any other organisation?  If “yes”, please provide details.

	


	Please provide a summary of events (including names and dates, if known, and continuing on a separate sheet if necessary).

	

	Name 
	Signature
	Date

	
	
	


	Summary of events (continued)

	

	Name 
	Signature
	Date

	
	
	


The contents of this form may be forwarded to the Council for Healthcare Regulatory Excellence.  Your address and telephone number will not be disclosed to any other person without your permission although your summary of events will be disclosed to each practitioner under investigation.


Before completing this form you should be aware that, if your concerns relate to consumer matters such as the cost of a service or of any spectacles or contact lenses provided, you should contact the Optical Consumer Complaints Service on 020 7407 3990.
































