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PATIENT COMMENT FORM 
 

 
 
 
 
 
 
 

PATIENT COMMENT FORM 
 
 
DATE:  ______________ AND TIME:  _______________ OF COMMENT 
 
PATIENT NAME:  _______________________________________    BIRTHDATE: ________________________ 

 

PATIENT TYPE:       □ Inpatient    □ Outpatient  □ Emergency  □ Other 

 
DATE OF OCCURRENCE: _______________________ 
 
PERSON INITIATING COMMENT (optional):  ____________________________________________ 
 
RELATIONSHIP TO PATIENT:  ________________________________________________________ 
 
COMMENT (Please describe in writing) 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 
 
 
__________________________________   _________ 
SIGNATURE       DATE 
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