
 

 
 

 

 
Odjel:___________________________ 

                                                                                                                                           

DIREKTOR 

 

OBRAZAC ZA FORMALNU ŽALBU 

Podaci o podnosiocu žalbe (kada se ne radi o pacijentu) 

Ime i prezime: _________________________________________________ 

Adresa: ______________________________________________________ 

_____________________________________________________________ 

Kontakt telefon: _______________________________________________ 

Podaci o pacijentu (kada lično podnosi žalbu) 

Ime i prezime: _________________________________________________ 

Adresa: ______________________________________________________ 

_____________________________________________________________ 

Kontakt telefon: _______________________________________________ 

Datum rođenja: __________________ Mjesto rođenja: ________________ 

Ordinirajući liječnik u bolnici: _____________________________________ 

(Molim, nepotrebno precrtati) 

 

Sadržaj žalbe (uključujući datum / datume događaja, vrijeme, mjesto i uključene osobe): 

______________________________________________________________________________

___________ 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

________________________________________________________________ 

Potpis podnosioca žalbe: _________________________Datum: ___________________ 

JAVNA ZDRAVSTVENA USTANOVA 
OPĆA BOLNICA Dr. “Mustafa Beganović” 

GRAĈANICA 

M. Ahmedbegovića 50, 75320 Graĉanica 
Tel. 035/702-032; Fax. 035/702-745 
E-mail: kontakt@bolnica-gracanica.com 


