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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
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