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Nature of feedback  

FEEDBACK FORM 

The mission of Orange County Emergency Medical Services is to coordinate the highest quality pre-hospital and emergency medical care in 
response to individual needs, as well as community crisis. We value your feedback and would like to thank you for filling out this form. 

Please provide as much detail as possible while completing this document. Complaints are received in accordance with OCEMS Policy 
720.20. If you have any questions regarding this form, please e-mail them to: EMSAmbulancePerformance@ochca.com.

Thank you for taking the time to complete this form. We sincerely appreciate your concern and will review your case shortly. Please feel free 
to e-mail EMSAmbulancePerformance@ochca.com with any supporting documents (photos, invoices, etc.), updates or questions, or call 
the EMS Ambulance Performance phone number at (714) 834-4611.
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