Nashville Academy of Medicine

Grievance Committee

Request for Review
I hereby request that the Nashville Academy of Medicine’s Grievance Committee make an investigation of a complaint that I am making against the following physician:

Name









   M.D.


Street Address











City, State, Zip









(1) I agree that any record of testimony, copies of letters, documents, reports that may be reviewed by the Grievance Committee during such investigation, and any record of deliberations and/or conclusions of the committee shall be considered as confidential and shall not be admissible in any court action between the physician and myself, nor shall any of the same be discoverable, as provided by Tennessee law (T.C.A. 63-6-219).

(2) I have attached a chronological presentation of the events which led to this complaint, and I understand that a copy of this complaint will be shared with the above-mentioned physician, and any other physicians involved in my care as related to this complaint.

(3) I am aware of the Nashville Academy of Medicine’s policy which states that it will not undertake a review, consideration of physician services, practices, or ethical standards when the matters presented for review are directly or indirectly related to any past or pending litigation or alternative dispute resolution mechanism, before any public or private forum, court, tribunal, or agency of any kind. I hereby state that there is no existing litigation or grievance pending, or unresolved, in any such forum related to the circumstances involved in this request for review.

(4) I hereby waive the physician/patient privilege existing between myself and the physician for the purposes of this investigation, and I hereby authorize all physicians and hospitals to make full disclosure of all matters relating to my care treatment to the Grievance Committee.

(5) Have you filed a complaint in this matter with any other agencies? (If so, describe)

(6) Have you contacted a private attorney? (If so, give name, address, and telephone number.)

(7) How were you referred to the Nashville Academy of Medicine?

(8) Have you complained directly to the physician? (If so, describe the physician’s response).

(9) What are you seeking by filing this complaint?

Signature of Patient





Patient’s Name (please PRINT)

Patient’s Street Address




Patient’s Home Telephone Number

Patient’s City, State, and Zip




Patient’s Business Telephone Number

Signature of Parent or Guardian (if applicable)


Parent of Guardian’s Name (please PRINT)

Date

Please return this form to:






Nashville Academy of Medicine






Attention: Grievance Committee






205 23rd Avenue, North






Nashville, TN 37203
Nashville Academy of Medicine
Patient’s Release Authorization

For the purposes of reviewing the above-described dispute, I 



 hereby authorize 



 M.D. to testify as to and to reveal any diagnosis, treatment, prognosis, medical records, x-rays, or other information which concerns me and relates to the above-described dispute forwarded for review to the Nashville Academy of Medicine. I understand that I have a right to receive a copy of this Authorization.

I also authorize the Nashville Academy of Medicine to release a copy of this form with any and all attachments to the above-named physician.

This authorization shall be valid until this matter is concluded by final disposition.

Patient’s Signature







Date

Notary Seal

Sworn to and subscribed before 




 the undersigned Notary 

Public at Large for the State of Tennessee this the 

 day of 

, 20
.

(SEAL)

Signature

My commission expires on 



, 






         Date


   Year
Please return this form to:






Nashville Academy of Medicine






Attention: Grievance Committee

205 23rd Avenue, North

Nashville, TN 37203
