CONSUMER & FAMILY GRIEVANCE/APPEAL FORM

Consumer’s Name:

Date:

Birth Date (mm/dd/yy):

Relationship to Consumer:

Consumer’s Street Address:

City, State, Zip

Phone Number:

Message Phone:

Service Site:

Description of Grievance/Appeal (Please attach additional sheet, if necessary):

What have you already done to resolve this grievance/appeal?

How would you like to see this grievance/appeal resolved?

Form Completed by:

Name: Phone:
DO NOT WRITE BELOW THIS LINE
To be completed by BHCS Staff
RESOLUTION TO GRIEVANCE/ APPEAL
BHCS Staff: | PSP Number:
Description of the Grievance/Appeal Resolution:
Consumer/Representative Contact:
Date: Time: [0 Letter | OO Telephone | OO Other:
Content:
Date: Time: [0 Letter | OO Telephone | OO Other:
Content:

Alameda County Behavioral Health Care Services
www.acbhcs.org/providers

Consumer & Family Grievance/Appeal Form
English - Rev. 09/09




PROAMECH COUNT

MAU PHAN NAN/KHIEU NAI CUA KHACH HANG & GIA PINH

Ho tén khach hang:

Ngay:

Ngay sinh (thang/ngay/nam):

Quan hé véi khach hang:

Dia chi cua khach hang:

Thanh phf), tiéu bang, buu chanh

Dién thoai:

Pién thoai nhin tin:

Dia diém dich vu:

M3 ta vé phan nan/khiéu nai (Xin dinh kém thém gidy, néu can):

Quy vi da thwc hién nhitng gi dé giai quyét phan nan/khiéu nai nay?

Quy vi mudn phan nan/khiéu nai nay dugc gidi quyét theo cach nao?

Nguwoi dien mau:

Ho tén: Dién thoai:
PUNG VIET BEN DUOI HANG NAY
To be completed by BHCS Staff
RESOLUTION TO GRIEVANCE/ APPEAL
BHCS Staff: | PSP Number:
Description of the Grievance/Appeal Resolution:
Consumer/Representative Contact:
Date: Time: 00 Letter | O Telephone | I Other:
Content:
Date: Time: 00 Letter | OJ Telephone | I Other:
Content:

Alameda County Behavioral Health Care Services

www.acbhcs.org/providers

Consumer & Family Grievance/Appeal Form

Vietnamese - Rev. 09/09




PROAMECH COUNT

FORMULARIO DE QUEJA/APELACION DEL CONSUMIDOR Y LA FAMILIA

Nombre del consumidor:

Fecha:

Fecha de nacimiento (mm/dd/aa):

Relacion con el consumidor:

Direccion del consumidor:

Ciudad, estado, codigo postal

Teléfono:

Teléfono para mensajes:

Lugar de servicio:

Descripcion de la queja/apelacion (adjunte otra hoja si es necesario):

.Qué ha hecho ya para resolver esta queja/apelacion?

.Como le gustaria que se resuelva esta queja/apelacion?

Formulario completado por:

Nombre: Teléfono:

NO ESCRIBA DEBAJO DE ESTA LINEA

To be completed by BHCS Staff

RESOLUTION TO GRIEVANCE/ APPEAL
BHCS Staff: | PSP Number:
Description of the Grievance/Appeal Resolution:
Consumer/Representative Contact:
Date: Time: 00 Letter | O Telephone | I Other:
Content:
Date: Time: 00 Letter | OJ Telephone | I Other:
Content:

Alameda County Behavioral Health Care Services
www.acbhcs.org/providers

Consumer & Family Grievance/Appeal Form
Spanish - Rev. 09/09
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To be completed by BHCS Staff

RESOLUTION TO GRIEVANCE/ APPEAL

BHCS Staff: | PSP Number:

Description of the Grievance/Appeal Resolution:

Consumer/Representative Contact:

Date: Time: 00 Letter | OJ Telephone | I Other:

Content:

Date: Time: O] Letter | I Telephone | LI Other:

Content:

Alameda County Behavioral Health Care Services Consumer & Family Grievance/Appeal Form

www.acbhcs.org/providers Farsi - Rev. 09/09



Pl APETP

CONSUMER & FAMILY GRIEVANCE/APPEAL FORM
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To be completed by BHCS Staf!

RESOLUTION TO GRIEVANCE/ APPEAL

BHCS Staff: | PSP Number:

Description of the Grievance/Appeal Resolution:

Consumer/Representative Contact:

Date: Time; O Letter | O Telephone | L1 Other:

Content:

Date: Time: O Letter | O Telephone | [J Other:

Content:

Alameda County Behavioral Health Care Services Consumer & Family Grievance/Appeal Form

www.acbhcs.org/providers Chinese (Traditional) - Rev. 09/09



CONSUMER & FAMILY GRIEVANCE/APPEAL FORM
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To be completed by BHCS Staff

RESOLUTION TO GRIEVANCE/ APPEAL

BHCS Staff: | PSP Number:

Description of the Grievance/Appeal Resolution:

Consumer/Representative Contact:

Date: Time: [ Jietter | [] Telephone [ other:

Content:

Date: Time: [ JLetter | [] Telephone [ other:

Content:

Alameda County Behavioral Health Care Services Consumer & Family Grievance/Appeal Form

www.acbhcs.org/providers Chinese (Simplified) - Rev. 09/09






