~¢

Grievance Form WIHCC

DILKO

MEDICAL CENTER

Date: g T g g
Individual making grievance Patient Information (if different)
Name: Name:
Contact Number: DOB/MRN:
Date of Service: Contact Number:
Facility: [ ]Dilkon [ JLeupp [_]Winslow Department:
Check appropriate box below
[] Clinical Care [[]Provider Behavior []Customer Service [ _] Confidentiality/Privacy
[]Security [[] Services Provided []other:

Please provide detailed information:

Submit to Patient. Advocate@wihcc.org or in person

QM.PA.01 Form A.
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