
Klachtformulier Medisch Centrum Haren

Naam* ______________________________________________ 
 
Geslacht* Man Vrouw 

Adres en huisnummer _______________________________________   ______

Postcode en woonplaats _________   ____________________________________

Telefoonnummer* _______________________________________________

E-mailadres* _______________________________________________

Naam patiënt* _______________________________________________  
 
Geboortedatum* ___________  ___________   ___________

Naam van indiener* _______________________________________________  

Datum gebeurtenis ___________  ___________   ___________

Tijdstip ________________________

Klachtomschrijving _______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________

U kunt dit formulier opsturen naar: Kromme Elleboog 24 A, 9751 RD Haren


