
 

 

   

 

 Flex Orthopedic Services, L.P.  

440 Benmar Drive 

Houston, TX 77060 

 PATIENT COMPLAINT FORM 

 Date of complaint: ________________ 

 

Patient's name: _______________________________________________________  
 

 

Patient's address: ____________________________________________________________ 

City: ___________________      State___________________   Zip code______________  

 

Patient's telephone number: ____________________________ 

    

Description of complaint: 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_______________________________ 

Action taken to resolve the complaint: 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________ 

 

Name: ______________________     Date: ______________________ 
 


